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Imperial Institute 


Agricultural Research, Pusa. 


^Compressed Bandages, 3 inch [Oxl o.c. AmpouleTKtiuEiryPPHHoipie ' 

1 Sterile Throat Swab in Parcel Post Box. 

The whole ease Is lined with glazed white waterproof material, easily cleaned with a wet ipongv. 

pric es are subject to market fluctuations. ' 

R. SUMNER & CO. LTD., 

Surgical; Instrument Makers, LIVE R P O O L 




Juice demonstrates its Ease of Assim 


Food Fails 


The quickness and 
power with which 
Valentine’s 
Meat- Juice acts, 
the manner in 
which it adapts it- 
self to and quiets 
the stomach, its 
agreeable taste , 1 
ease of administra- 
tion and assimila- 
tion, have won for 
it the approval 
and endorsement 
of many medical 
men of Europe, 
America, etc. 


jiff: volu me" t 4 /s 

mu m ■jww j 


:at»juice 


316174 


ADVERTISEMEN TS 



B ASED on original discoveries in pharmacol- 
ogy, chemistry and therapeutics, Schering 
products are manufactured from the finest raw 
materials with the utmost care and precision and 
the latest refinements of modem technical 
development. 


' Meduud 31 


VsWamm ’ 


A safe soluble hypnotic. Prompt An excellent routine analgesic, 

effect and entirely free from Second only to morphine in 

accumulation. potency and, free from all the 

Purely hypnotic in action. disadvantages of the latter. 


‘Meotaaplfi > 




A new urinary antiseptic, charac- An accurately standardised 
terised by marked bactericidal concentrated ovarian follicular 
action, penetrating power and hormone preparation for the 
sedative effect on all inflam- treatment of climacteric and 
matory processes. menstrual disorders. 

* Ww&e£eckm~£B 3 ‘ Salg.anat-3$ dteanim’ 


Safe, non-irritating contrast v Oily suspension of aurothio- 
medium for both intravenous glucose. The safest and most 
and instrumental pyelography, efficient form of chrysotherapy 
Supplied in solution ready for in tuberculosis and other chronic 
use. infections. 

Samples and literature gladly sent on request 

SCHERING LIMITED 

188 192 High Holborn, LONDON, W.C.I 

Depots in .-—India, Australia, South Africa, Canada, China, &c. 
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FOODS 

FAREX CEREAL FOOD 

1 lb. tins - 

Retail 

each 

- 1/9 

FULL CREAM GLAXO 

16 oz. tins 

- 3/6 

GLAX-OV0 

7 oz. tins- 
16 oz. tins 

35 oz. tins 

7 lb. tins - 

- 

- 1/6 

- 3/3 

- 6/- 
- 16/6 

SUNSHINE GLAXO 

6 oz, tins 

18 oz. tins 

- 1/6 
- 3/6 


PHARMACEUTICAL : PREPARATIONS, 


ABEX0LM CAPSULES 

Retail 

each 

Boxes of 25 ~ 

- 2/9 

Boxes of 100 

8/6 

Tins of 500 

- 38/6 

ABEXOLM EMULSION 

4 oz. bottles 

- 1/6 

8 oz. bottles 

- 2/6 

ABEXOLIN LIQUID 

4 oz. phials, with dropper 

- 2/6 

2 oz. bottles, with dropper 

- 7/6 

4 oz. bottles 

- 12/6 

8 oz. bottles 

- 22/6 


G.L. AMPOULES — As per separate list. 


ANTTORM PREPARATIONS , 
Staphylococcus and Streptococcus 
Mixed Antivirus Jelly 
B.Acnes, Staphylococcus and Strep- 
tococcus Mixed Antivirus Jelly 
Collapsible tubes - - 2/6 

Staphylococcus Antivirus Liquid 
Streptococcus Antivirus Liquid 
Staphylococcus and Streptococcus 
Mixed Antivirus Liquid 
30 c.c. bottles (rubber capped) - 4/~ 

COLLOIDAL CALCIUM WITH 


OSTELM 


Boxes of six 1 c.c. ampoules 


5/- 

30 c.c. bottles (rubber capped) 

- 

10/- 

i GLBCOSE-B 

1 lb. tins - 

- 

1/9 

7 lb. tins - 

- 

10/6 

IRON-ARSENIC-STRYCHNINE CO. 

G.L. 

Boxes of 6x1 c.c. ampoules 

- 

2/3 

Boxes of 12x1 c.c. ampoules 

- 

4/- 

OSTELM EMULSION 

,8 oz. bottles - - • 

- 

2/6 

OSTELM LIQUID 

J oz. phials 

- 

2/6 

2 oz. bottles 


7/6 

4 oz. bottles 

_ 

12/6 

8 oz. bottles 

- 

22/6 

1 OSTELM TABLETS 

| Bottles of 45 ~ 


2/6 

I Bottles of 250 

- 

12/6 

1 OSTOMALT 

| i lb. jars - 

- 

1/9 

| 1 lb. jars - 

- 

3/- 

1 7 lb. jars - 

- 

17/- 


GLAXO LABORATORIES 56 OSNABURGH ST., LONDON, N.W.l 
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Galvanic & Sinusoidal Apparatus 




Size 15 X 10 X 8 i 


£12 12 O 


FOR 

A. C. MAINS 

UNIVERSAL VOLTAGE, 
100/200/220/240 

“ EARTH FREE ” 

This unique apparatus has 
been designed for the produc- 
tion of pure Galvanism for 
Ionisation, Electrolysis, etc., 
and Sinusoidal for stimulation 

The smooth galvanic current is 
obtained by the use of a Dry 
Plate Rectifier, and the regu- 
lation is perfectly graduated 
from zero. 


3. Guaranteed all-British com- 

ponents. 

4. Absolutely non-faradic. 

5. Specially suitable for Hos- 

pitals, Clinics and private 
practice. 

Price 

£43 for A.C. 

for D„C. 

Portable Outfit 
£30 for A*C« 

Write for latest catalogue ~ '^| 

ELECTRO-MEDICAL SUPPLIES 

209b GREAT PORTLAND STREET 
Telephone : WELBECK 3679 LONDON, W. 1 Telephone : WELBECK 3679 

Northern Agent, : REYNOLDS ©■ BRANSON, LTD., 12 Briggatc. LEEDS 
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KODAK ^ 


- . . now available at the same prices as 
for standard {Nitrate) film. The new BL UE 
BASE film gives increased image brilliance 
and enhances diagnostic quality . 


X-RAY FILM 

SUPER-SPEED 
BLUE EASE or 
CLEAR BASE 


KODAK LIMITED (MEDICAL DEPT.), KINGSWAY, LONDON, W.C2 




ADVERTISEMEX XS 



RADiC: L : A :AL 
& ELEC' A3A :mi :al 

APP, S CONFORMING 

TO THE LATEST 
PRACTICE . . . 




THE PROGRESSIVE 
BRITISH 
X-RAY HOUSE 

Condenser Discharge 
Apparatus. 

VALVE RECTIFIED 
• UNITS. 

COUCHES AND TUBE 
STANDS FOR THERAPY 
AND RADIOGRAPHY. 

PORTABLE X-RAY 
UNITS, 

Etc. 


A. E. DEAN & Co. 

LEim PLACE, BROOKE ST«, H0LBORN, E.C.t 

Midland Agent: WATSON & GLOVER, 2, Easy Row, BIRMINGHAM. 
Northern Agent: REYNOLDS & BRANSON Ltd., 12, Briggate, LEEDS. 


Scottish Agent: G. E. L. ROWORTH, ISO, George St., EDINBURGH. 
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A NATURAL WALK is the 
aim of every amputee. This 
latest design of mechanical 
knee has at last made it pos- 
sible to make an artificial leg 
swing in the same controlled 
manner as a natural leg. The 
CONTROL WHEEL is con- 
veniently placed and can very 
easily be adjusted through the 
clothing .... The perfect walk- 
ing action made possible by this 
new mechanism must be seen 
to be fully appreciated . . . . 
Write for interesting folder 
describing and illustrating this 
great advance in Orthopaedics. 

Desoutter Bros. Ltd., 

73 Baker Street, W.l. # 


DESOUTTER LIMBS 


X 
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Portable Administration Outfit 


for Basal Narcosis 



The light portable case contains all the requisite apparatus for 
preparing and administering the solution, and includes a bottle of Avertin. 
a bottle of Congo Red Solution and five ampoules of Coramine as a 
cardiac stimulant in emergency. 

The price complete is ^4 4 s. 

Literature is available and will be supplied op application . 


PREPARATION ■ PNEUMODINE 


O-Iodo-Ethyl 
Allyl Ether) 


A volatile iodine compound much more powerful la action than creosote and allyL sulphide, of the 
highest therapeutic activity, excreted chiefly through the lungs, and therefore representing the most 
direct and effective method of iodine medication for the antiseptic treatment of pulmonary infections. 

!KDI€AT10NS.---Brojiclnectasis s Lung Abscess, Pneumonia, Chronic Bronchitis, Bronchial 
Asthma, Whooping-cough, Early and Chronic Afebrile Ambulant Cases of Tuberculosis, 
Pulmonary Complications of Influenza. 

“ Pneuraodine is definitely beneficial in selected cases of tuberculosis.” — m.d, etc .' 1 
“ I have tried Pneumodine in a case of bronchiectasis and found it very beneficial.” 

I have tried Pneumodine in. four cases of pneumonia and all of them did well on it.” 

Issued in the form of a palatable Emulsion in petroleum and Elixir, free from the smell of 
the original substance. 5s. per 5-oz. bottle ; 12s. 6d. per lb. 

Special Pack available for Hospitals and Institutions. 

Dosage. — For adults (in Tuberculosis) 2 to 3 fluid drachms thrice daily after food' In non- 
tubercular infections, 1 to 2 fluid drachms. 


REYNOLDS & BRANSON LTD, 13 Briggate, LEEDS, 1 


AD VERTISEMEN TS 






ADVERTISEMENTS 



REGENT ST., LONDON, W. 1 


PARK ST , LEED: 


;G SUTURES ARK ISSUED FOR USAGE UNDER MINISTRY OF HEALTH LICENCE OJ2-C 


An Ideal Syringe of considerable and 
practical value. — Consisting of two 
parts only — Barrel and Piston. 


Price complete in Metal 
Case with Two Needles 
6/1 each 
6/9 „ 


Price Naked 
4/3 
4/10 

6/9 


Old 

lical School, 

LEEDS 


252 , 

Regent Street, 

LONDON, W.l 
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The “COLONIAL” 

ALL STEEL WARES LOCKER 



Strang and light, with Art finish 
in White, Silver Grey, or 
Pastel Green. 


Made throughout of heavy gauge pressed 
sheet steel 5 specially treated to resist 
the effects of corrosion and climatic con- 
ditions. Pressed sheet steel enhances 
the strength, and angled steel uprights 
with turned in feet ensure stability. 
Shelf at tops cupboard below 3 with 
strongly hinged door and closing handle. 
12 in. Towel Rail at back. 

Can he completely taken apart for ship- 
pings as the tops cupboard, and uprights 
are rapidly dissembled or assembled, thus 
reducing freight charges. 

Cleanliness. Easily kept clean with a 
damp cloth. 

Finish. Stoved on undercoat and 
finished Cellulose enamel to give 
smooth clean surface in the following 
colours White, Silver Grey* Pastel 
Green, 


Measurements : 

Top size 141ns. x 15 ms. X 34 ins. high (35I- X 38 x 86cms.) 
Cupboard size iojins. X 10$ ins. xiojins. (26J x 26 J x 26JcmsJ 
Shelf. Depth from Top 9 Jins. (240ns.) 

£ s. 

Price (Ex Works) Packing extra . . . . . . each 2 15 

In lots of 25 (all one colour) . . . . . . each 2 10 

In lots of 50 (all one colour) . . . . . . each 2 7 

In lots of 100 (all one colour) . . . . , . each 2 3 

White Vitrolite top . . . . . . each extra 0 7 


Medical School. 


Telegrams & Cables : 
“Aseptic, Leeds ** 
Telephone 20085 
(3 lines). 




Manufacturer of Hospital Furniture, 
Equipment, and Surgical Appliances. 


252, 

Regent Street, 

L0ND0N.W.1 

Telephone, Telegrams 
and Cables : 
“Regent 1884 
London.*’ 
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The “ STANDARD” AUTOMATIC 

ELECTRIC STERILIZER 


New 

Type 

with 

Patent 

Heat 

Control 

and 

Cut Out 


BRITISH MANUFACTURE 


AS ILLUSTRATION 
9X5 X 3 ins. 

11 X 5J X 4 ins. 

14 X 6J X 5 ins. 

17 x 8 X 6 ins. 

20 X 10 x 7 ins. 

Please state Voltage when ordering. 


Old 

Medical School. 

LEEDS 


252 , 

Regent Street, 

LONDON, W.l 
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The “THACXRAY” 

o? si at tabl 

Improved Universal Model 
on Oil Pump Base 

BRITISH MADE THROUGHOUT. 



Descriptive Booklet* a Modern Operation Tables/* 
sent on request. 










The JUNIOR EQUATOR 
DIATHERMY APPARATUS 


Junior Equator model 
for alternating current * 40 - 
60 cycles. Price £36 10 © 


A HIGHLY efficient Unit of compact design and pleasing 
appearance. Specially suitable for small hospitals and for 
general practice. Producing currents for general Medical 
Diathermy treatment and coagulation up to 5 amperes. Speci- 
fication: Constructed as a mobile Unit in trolley form and 
finished in white cellulose lacquer and chromium plate ; control 
panel of white statuary marble. Quadruple air-cooled Tung- 
sten spark gap. Amperemeter with two measuring ranges, 0-1*5 
and 0-6 amperes. 

Patients’ _ Circuit regulator — loose coupled inductive system; 
Alain Switch and three-core connecting cable. 

Blocking Condensers are incorporated in the patient circuit, 
permitting dual treatments with Galvanism, etc., to be effected. 

THE MEDICAL SUPPLY ASSOCIATION, LTD. 
167/175, GRAY’S INN ROAD, LONDON, W.C.I 

(electrical department) 

ml at nd X-Ray 

Apparatus. Write fmi* full set 0/ Calafofoes 
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The SHROPSHIRE 

ORT DPMDIC H DRSE” 

« Installed at many of the leading Hospitals throughout 
Jfc. /i the Country 

M 1 VA ADAPTABLE 

”'^^',5'^' ACCESSIBLE 


dr 


Allows a 
clear field for 
Radiography. 


Patent No. 369472. 


The Table Top is completely Removable* leaving an absolutely 
unimpeded approach to the patient. Foot Rests of latest type allowing 
Universal Adjustment* adjustable also in height relative to Pelvic Rest. 
Pivot Point of Traction Bars adjustable along entire length of apparatus 
independently of Pelvic Support* for use either on Upper or Lower 
Extremities. Back Rest may readily be replaced by “ Ironing Sleeve ” 
Support for use when cast in Thoracic Region is required. This may 
readily be withdrawn on completion. For operations in the neighbour- 
hood of the Hip Joint the patient may be tilted laterally* thus affording 
great comfort to the surgeon. 


A Surgeon to a well-known 
hospital writes : — 

“We have now had your 
Table in use some time 
and I would like to let 
you know how satisfactory 
we find it. I have used, 
it both for adults and 
small infants and find it 
just as suitable for one as 
for the other ; it is far and 
away better than any I 
have used and in use is 
not at all complicated, as 
might be thought from 
illustrations.** 

F.R.C.S. 



NEW AND 
IMPROVED 
DESIGN 
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ROGERS* Standard SPRAYS 


Have a WORLD-WIDE REPUTATION 
lor Efficiency and Reliability. 

They are made In many forms, 'scientifically designed for ’ f.. ; 

NASAL, PHARYNGEAL, POST -NASAL 
AND LARYNGEAL TREATMENT 


" The standard of 
Perfection in medical 
sprays.’* 




li©ger@ 5 
(Adaptable) 

AQUOLIC ATOMIZER 

for nose or throat without alteration. 
Very useful for laryngeal and post nasal treatment. 

Rogers’ ASTHMA 
NEBULIZER 

for oils or balsamic solutions. 
Produces the finest vapour for 
inhalation. 


Particulars of these and many other reliable 
spray producers gladly supplied by the 
sole maker — 


FRANK A. ROGERS* 1, Beaumont St, LONDON, W.l 


M. MASTERS & SONS, Ltd. 


240, New Kent RdL, LONDON, S.E.1 'Phone Rodney 3110 

33, Mount Pleasant, LIVERPOOL Z h gas foy* 1 4m 

12, Colston Street, BRISTOL 'P h o n e Bristol 202 21 

Artificial Limbs and Surgical 
Appliances of every description 

O UR New Model Metal Leg still remains unsurpassed for light- 
ness, strength and natural action. The ideal method of 
attaching this limb is by means of our “ Surehold ” hip joint and 
pelvic band, which is neat and light, gives the wearer universal move-' 
ment, complete control over the limb, and enables shoulder braces 
to be dispensed with. 

Our reputation for surgical appliances of all kinds, e.g.. Leg Instru- 
ments, Spinal Supports in certalmid, poroplastic or metal, Caliper 
Splints, etc., grows steadily year by year. We welcome difficult 
cases, and in our well-appointed fitting rooms we have every 
convenience for the comfort and treatment of patients. 

We are prepared at the shortest notice to send an expert fitter, male 
or female, to any part of England and Wales to take instructions 
and measurem ents. 

THE MASTER APPLIANCE is a MASTERS APPLIANCE 



mm 






Telephone - WELbeck 8549 


By Appointment 
to 

THE RUPTURE 
SOCIETY, and 
VARIOUS 
HOSPITALS 




Late of 

J. H. Montague, 
69 New Bond. St. 

W.l. 




(Two Doors from WIGMORE STREET ) LONDON, 1 


mm 


ntniM 


J ■ 


I T IT, 

, . 'A 



RT5j 


Every Medical Officer should secure our 
Illustrated Catalogue of BRITISH-MADE 
DENTAL EQUIPMENT, which is the 
most complete of its kind. 

BROCK HOUSE, f flRmflN W -f 

97 GREAT PORTLAND ST. UVWUUll, *»«l- 

JBranches throughout the Provinces. 


WATS OK 

& SONS (Electro - Medical) Ltd. 


The leading Firm in the X-Ray industry. 
Manufacturers of Shockproof X-Ray 
Equipment and Electro -Medical Appar- 
atus in all its forms. Catalogues on 
request. 


“ Sunic ” House, Parker Street, Kingsway, LONDON, W.C.2 
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TAMAK INDIEN GRILLON. 


Price S/- 
per box. 


A Laxative, Refreshing and Medicated 

fruit 

FOR THE TREATMENT OF 


Price 3/- 
per box. 


Constipation, Headache, indigestion, Bile, 
Haemorrhoids, &c., &c. 

Inyalwab/e to Young Mothers as it does not upset the Baby. 

Warranted to eontaln neither Mineral nor Drastic. 

Sold Retail by ail Chemists & Druggists. Wholesale : 87 Southward Bridge i^d., S.E.i 


N PRESCRIBING CHLORODYNE 

edlcal men should be particular to specify 


Used with 
unvarying success by 
the Profession in all 
parts of the Universe 
for over 75 years 


TJae original and. only Genuine Chlorodyne 
There is NO SUBSTITUTE 



WE SPECIALIZE IN / 
, £ THE LATEST METAL / 
f AND WOOD LIMBS / 
LIGHTEST IN WEIGHT 


<C/34€.ferris/^ 

y^END YOUR PATIENTS / / 
/TO US. NO EFFORT / f 3‘ 


XSEND YOUR PATIENTS 
/ TO US. NO EFFORT J 
/ IS SPARED TO MAKE / 
EACH CASE A SUCCESS / 


k Jr *Pkone 
f Jr Museum 
/ 2876 

' Estob . over 
Half Century 


^ £ 33 Museum St. 
/LOND W.C.1 

Near the British Museum 


TffB ORIGINAL AND ONLY GENUINE, 


;RD LEAVES 


Adopted by the Paris Hospitals, the French Army and Navy, and the 
British Army and Navy. 

Cleanly, Efficient, Energetic, Portable, Su re. 

Sold Retail by ail Chemists & Druggists. Wholesale : 87 Southwark Bridge Rd., S.E.I ! 
7 d. and 1/- packets; 1/7 tins. 





A mixture of the Sodium Salts of Pentose Nucleotides. 
Prepared under the direction of the Committee on Nucleotide 
Therapy of the Harvard Medical School. 

PENTNUCLEOTIDE 

(formerly Nucleotide K-96) 

Indicated in agranulocytic angina (malignant neutropenia) and 
also when leucopenia occurs in infections which usually are 
accompanied by leucocytosis. Pentnucleotide is cc accepted 55 
by the Council on Pharmacy and Chemistry of the American 
Medical Association. Further information sent on request. 



THE IDEAL RECONSTRUCTIVE TONIC 



*S (EsI^ay Brand) 


Presents the acid glycerophosphates of calcium* sodium and 
strychnine in a stable* readily assimilable and efficient form* 
while its marked palatability is of the highest importance. 
Indicated in defective nerve-cell nutrition* in neurasthenia and 
nerve weakness* or debility due to excessive mental or bodily 
fatigue* in all stages of convalescence* and as a general tonic. 

Issued for prescription in 8-oz. bottles. 



cc lodex ** is the ideal form of iodine for external use. 
Although more potent than the tincture* it is bland in action. 

IODINE OINTMENT 

“IOCSI” 

BRAND 

May be applied as frequently and as liberally as necessary* 
without risk of injury or irritation either to skin or delicate 
mucous linings. cc lodex ” is indicated* therefore* wherever 
a rapidly penetrating and soothing iodine ointment could be 
of service. Twenty-five years 5 clinical experience has proved 
its value in the treatment of rheumatism* neuritis* enlarged 
glands* parasitic skin disease (e.g. ringworm)* haemorrhoids* 
and inflammatory conditions generally. 

MENLEY & JAMES LIMITED 


64, HATTON GARDENS, LONDON, E.C.l 








Price of Bag complete with Best English 
Nickel-plated Instruments and Dressings, 
£13 3 6 net. 

Export 2,0;- extra, Carriage Paid. 
Price of Bag only, S3 17 0 net. 


HPHE advantage of this Bag is that 
all components are easily access- 
ible. There is only one position (in 
use or out of use) which ensures all 
containers carrying liquids being in 
an upright position. The Box for 
dressings^ etc., to which the bottles 
are fitted, takes out for convenience. 
The Sterilizer is on the base and 
the Midwifery Instruments are car- 
ried inside. 

The Bag is hand-made of Best 
Brown Cowhide, and lined with 
White Waterproof Materials for 
cleaning purposes. 


Donald M. Gaw, in,trS^L«, Chapel Walks, Liverpool 


IMPORTANT 


- H.B.T. VITAMIN 

To all HEALTH FOOD 

Medical Men Q J S p re p arec i f rom the very highest 

and Medical quality materials procurable and is a 

combination that will unfailingly pro- 
Institutions mote the good health of all who use 

it. For children and adults of all ages, 
and specially for weakly children, this 
is the Ideal Food. 

It contains Cod Liver Oil, Halibut Liver 
Oil, Yeast, Oranges, Malt, Beef Juice, fresh 
Eggs, with additional elements designed for 
the building up of the body tissues — bones 
and nerves — so that everything necessary 
for health will be found in 

H.B.T. VITAMIN HEALTH FOOD 

1-lb. Jars, 2/6 Of all Chemists and Stores 4-lb. Jars 7/6 
H.B.T. PRODUCTS. Glasgow, S.E. BCM/HBT, London, W.C.1 



Latest May Electric Ophthalmoscope, with 24 Spherical Lenses* I 
Daylight Electric Auriscope, with Daylight Bulb and 3 Specula. | 
Metal Holder for wooden Tongue Depressors. | 

Battery Handle, with Clip and adjustable Rheostat. | 

to regulate the intensity of the light. 

Complete in Velvet-l ined Case, with Sp are Lamp. | 

No. 84. With Super (Giant) Handle, Batteries ! 

available in every country in the world PRICE 84/- 

I Every Set with the Trade Mark “ KLINOSTIK Regd.” is fully guaranteed. > 

From all Surgical Instrument makers f 

JOHN SMITH & SON (Glasgow) LTD. \ 

Manufacturers of Electric Diagnostic Instruments jl 

26-30 GIBSON ST., HILLHEAD, GLASGOW, W.2 j 

ESTABLISHED 1751 CABLE A STD TELEGRAPHIC ADDRESS : cc KLINOSTIK, GLASGOW” f 


ADVERT 1SEMEN TS 

New KLINOSTIK Electric 


Combination Diagnostic Set No. 84 
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Size when closet;? v 4 y i\ in. 


“COMPACT” 


DIAGNOSTIC SET 


For Eye, Ear, 
Nose and Throat 
Examination 


EVERY SET WITH THE TRADE 
MARK ''KLINOSTIK REGD.” 
IS FULLY GUARANTEED 

Oritr your Set to-day! 


Latest May Electric Ophthalmoscope. 
Daylight Electric Auriscope with 3 
Specula, Dilating Operating Nasal 
Speculum. Angled Laryngeal Rod 
with Lamp. Throat and Post-nasal 
Mirrors. Metal Holder for Wooden 
Tongue Depressors. Metal Tongue 
Depressor. Standard Battery Handle 
with Clip and Adjustable Rheostat to 
regulate the intensity of the light, and 
Spare Lamp. Complete in new 
“COMPACT” Folding Case. 


No-5126, With Standard Handle, for 

N&5176. With Super (Giant) Handle, 
batteriesavailable 

v „ miuu 


No. 686. With Super Handle and 
Focusm. Swivel p R | C [ 


KLINOSTIK 


Insist on Klinostik 


JOHN SMITH & SOI) (Glasgow) LTD. 

Manufacturers of Electric Diagnostic Instruments 
26-30 GIBSON ST, HILLHEAO, GLASGOW, W.2 



SUPER DIAGNOSTIC SET with Focusing Swivel Headlamp 
1934 MODEL ELECTRIC PROCTOSCOPE and 
NEW 'ELECTRIC BI-VALVE VAGINA SCOPE 

Full descriptions of the Proctoscope and 
Vaginoscope appear on pp. 578, 589 

No. 1015. in Serviceable Carrying poire /ia ir a 
C ase, 13 X 11 X2-j- in 0 with Spare Lamps * L 1 U m 1 !> 1,81 II 

From all Surgical Instrument Makers 


JOHN SMITH & 
26-30 Gibson Street, 


SON (GLASGOW) LTD. 
Hillhead, GLASGOW, W.2 


X X vll i ADVERTISKMEX T< 

' KLINOSTIK Super Electric 
Attache Case Combination Set 



— - T 9 

\d? !\ !g# 

“ COLLOSOL ” 



HALIBIT" LIVER OIL 


The Crookes' Laboratories were the first to introduce 
halibut liver oil to the medical profession of the United 
Kingdom at the centenary meeting of the British Medical 
Association in July f 1932. A solvent-free extraction pro- 
cess enables a pure oil to be presented with a natural 
vitamin A content at least 80 times that of the finest 
cod oils, with an adequate vitamin D content. 



The standardization, by means of the 
Blue Unit B.B. 1 932 test, the biological 
test and the spectroscopic test, is shown 
by a iabel affixed to each bottle. 

Crookes' Halibut Liver Oil can be sup- 
plied with added calciferol, for acute 
rachitic cases, raising the Vitamin D 
value fo 25,000 units per c.c. (200/300 
times the strength of cod oil) if required 
and at identical prices. 

The range includes Halimalt (halibut 
liver oil in malt extract) and Halidexol, 
a halibut liver oil emulsion. 

PACKINGS & PRICES 
Vials with pipette - 5 c.c. 2/- ; 15 c.c. 5/- 
Capsules (3 minims) bottles of 25 - 2/6 
Halimalt jars - - - - 1 lb. 2/6 

« - - - - 2 lb. 4/6 

Halidexol - 6 oz. 2/-; 12 oz. 3/6 



PARK ROYAL 

Telephone (5 lines ) 
WILLESDEN 6313 


(BRITISH COLLOIDS LTD.) 



LONDON n.w.io 

Telegraphic Address 
COLIOSOLS, H ARLES . LONDON 
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GLANDULAR PRODUCTS 

of exceptional Therapeutic Activity. 

Every gland product* and isolated Hormones* 
supplied from stock* in Tablet* Capsule* 
Ampoule* and Liquid forms. 

a - ? a : T A B 

A Plurigland tablet of proved efficacy in the treat- 
ment of D YSMEN ORRHCEA ; also of therapeutic 
value in SECONDARY AMENORRHCEA. 
Bottles of ioo. 

LITERATURE ON REQUEST. 


Telegrams : 

si GLANDS, GrEENFOSdA 
Telephones ; 

Perivale 1143 & 1144. 


PABYRN LABORATORIES , 


Descriptive Literature and Prices 
of the Preparations on application. 


(15S Farrington Road, E.C.I.) 
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Prostatic 

Hypertrophy 

Extract from a doctor's letter : 

With regard to my own case, my prostate was so 
enlarged when examined by a consultant two years ago 
after sudden haematuria from a chill, that lie could 
scarcely get the cystoseope past the lateral lobes, and 
he was uncertain as to whether it was malignant or 
not, but strongly urged an operation within the next 
three months. It would have upset my plans so terribly 
to have to lie up then, that I took the suggestion of 
an old medical friend and put myself under “ Opocaps ” 
Prostatic (B.O.C.) with occasional Hexamine or 
Pyramidon. 

There was no noticeable response until about the 
third month, by which time, unconsciously, I became 
slowly normal as to symptoms, and I have remained so 
ever since. It was interesting to note that when I 
remitted the gland treatment for a few months in the 
summer the symptoms recurred, but vanished after 
resuming the treatment. 

Since my own experiences, I have put four patients 
on the treatment (including two doctor friends), and 
the results have been the same as in my own case. 

I have proved that it is of no use to give just a few 
capsules, but that it is necessary to continue the 
treatment for at least three months before good results 
obtain, and it is essential to prescribe the correct 
preparation — “ Opocaps” Prostatic (B.O.C.). 

M.D. 

II “ Opocaps 55 Prostatic (B.O.C. ), gr. 3. 

^ Mitte . . . sig. 1 t.d.s., a.c. 

(Supplied in boxes of 50 or 100) 

BRITISH ORGANOTHERAPY CO. LTD. 

22 GOLDEN SQUARE, LONDON, W.l 

Telephone: Gerrard 7111. Telegrams: ** Lymphoid, London ” 
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PERCAINE 

Trade Mark Registered 

“CiBA” 

The New Local Anaesthetic 
for Regional, Infiltration, 
Surface and Spinal Anaesthesia 

Acts in extreme dilution (0*5 — 2:1000). 

Produces anaesthesia of hitherto unattained intensity 
and duration. 

Not a narcotic. Economical in use. 

Belongs chemically to a class entirely different from 
cocaine and its derivatives. 

Packages available : 

Percain© (Hydrochloride) Crystals. Percaine Base. 

(For solutions) (For ointments and oily solutions) 

5 grin. 5 gun. 

Percain© Tablets (for the preparation of solutions). 

Tubes of 20 x 0*05 grm, Tubes of 10 X 0T grin. 

Percain.©- Adrenalin Tablets. 

Tubes of 10. 

Pereaiae Solution 2% (exclusively for surface anaesthesia in E.N.T. work). 
Stoppered bottles of 30 c.c. 

Psrcaine Ampoules. 

Boxes of 5x 5*5 c.c. Solution - - 1 : 1000 (with Adrenalin). 

Boxes of 2 x ,30*5 c.c. Solution - - 1 : 1000 (with Adrenalin). 

Boxes of 10 x 30*5 c.c- Solution - - 1 : 10u0( with Adrenalin). 

Boxes of 10 x 2*3 c.c. Solution - - 2 ; 1000 (with Adrenalin). 

Boxes of 10 x 2*3 c.c. Solution - - 3 : 1000 (with Adrenalin). 

Boxes of 12 x 20 c.c. Solution - - 1 : 1500, for Spinal Anaesthesia. 
Boxes of 10 x 2*3 c.c. Buffered Sol. 1 : 200, for Spinal Anaesthesia, 

Full reports and samples on request , 


THE CLAYTON ANILINE CO. LTD. 

pharmaceutical department 

40 SOUTHWARK STREET, LONDON, S.E.l 

Telephone: Hop 4474 (3 lines). Telegrams: Cibadyes Boroh London 
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THE BRITISH DRUG HOUSES LTD. 

Graham Street, London, N.i, are makers of 
scientific medical products that maintain a 
wide reputation for purity and constancy 
in effect. 

It ADI@ST i _ki Sixl 

Standardised Vitamins A and D — for maintaining 
the integrity of the epithelial linings* thus 
preventing the penetration of invading organisms 
of disease. 

RADIC 

Standardised Vitamins A B l B 2 and D — an ideal 
vitamin preparation for administration .as an 
extra-dietary product in ail cases of malnutrition 
in which the deficiency is general but not acute. 

UYOCEN 

A palatable tonic containing ail the blood- 
regenerating principles of fresh liver together 
with Vitamins B 1 and Bs and haemoglobin — for 
administration in all cases of general debility and 
lowered vitality* and particularly in the malaise 
following severe illness. 

OWTSigff&K&S 

A standardised preparation of the pure crystalline 
follicular hormone — for the treatment of condi- 
tions arising from ovarian hypofunction. 

S.U.P. 36 

For injection in inflammatory conditions with 
pyrexia to reduce the temperature and to shorten 
the period of infection and invalidity. 

Descriptive literature in regard to any of the above * and samples * will 
be forwarded on request . 

MP/3307 
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of outstanding merit 

qrkt vr ;s 

An elixir of Interstitial Extract which 
exhibits a powerful tonic and revitalizing 
action in all states of nervous and physical 
exhaustion, in NEURASTHENIA, 
DEBILITY, and CONVALESCENCE. 

Bottles of 8 oz. 


A natural pancreatic hormone which lowers 
vaso-constrictor tonus and, in cases of 
ARTERIAL HYPERTENSION, produces 
a delayed and persistent fall of blood 
pressure which is never followed by a 
reactionary rise. 

Boxes of 6 ampoules. 


Literature and Samples on request from — 
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BAYER 





BAYER 


THE STANDARD of excellence and reliability, resulting from 
pioneer investigation and exhaustive tests — biological and chemical- 
lias gained for all Products issued under r Bayer ’ Trade Marks the 
confidence and approval of Clinicians throughout the World. 




4 ACIDOL ’-PEPSIN 4 LACARNOL ’ 

Hydrochloric Acid in Tablet Nucleosidic preparation for 

Form Angina Pectoris 


‘AD ALIN’ 

Mild Sedative and Hypnotic 


4 LUMINAL’ 

The Original Product 


‘AVERTIN’ 

The new Basal Anaesthetic for 
rectal administration 

‘BAYER’S’ ASPIRIN ~~ 
The First and Original 

‘CAMPOLON’ 

liver Extract for intramuscular 
iniection 

‘COMPRAL* 

Safe Analgesic 

‘CYCLOFORM ’ OINTMENT 
Analgesic, Antiseptic, Astrin- 
gent 


‘ EL1TYRAN ’ 

Standardised Thyroid Prepara- 
tion 

1 EVIPAM ’-SODIUM 

For intravenous cc Short ” 
Anaesthesia 


' NOVALGIN ’ 

New Antirheumatic 

1 PADUTIN ’ 

Circulatory Hormone for Gan- 
grene, Raynaud’s Disease, etc. 

■ per^abrodil"’ 

For X-ray diagnosis of the 
urinary tract ; intravenouslv 

RHANODORM ’ 

The Hypnotic for General 
Practice 

' PROM INAL’ 

c Luminal 5 minus the hypnotic 
effect 

• SALYRGAN ’ 

Mercurial Diuretic 

‘ THEOMINAL ’ 

For High Blood-pressure 


EHRLICH’S ORIGINAL 4 SALVARSAN ’ PREPARATIONS. 

‘BEHRING ’ VENULE. 4 BEHRING ’ SERULE. 

4 YATREN ’ VACCINES. 4 YATREN ’ 105. 

Samples and Literature on request 


AFRICA HOUSE, KINGSWAY, LONDON, W.C.2. 


Union of Sourh Africa ; 

Taeuber & Corssen (Pty.) Ltd. 
P.O. Box 2953, 

Cape Town. 


Australasia : 

Fassett & Johnson Ltd 
36-40 Chalmers Street 
Sydney N.S.W. 

Levy Building, Manners Street, 
Wellington, New Zeal ana. 
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THE GUARANTEE OF 
» %a§0i,zMBM0kJMdm « 

Is behind the follow- 
ing preparations for 

TROPICAL MEDICINE 

‘ATEBRSN’& ‘PLASMOQUINE’ 
‘YATREN’ 105 
‘SPIROCID’ 

‘BAYER 205’ 

‘N EOS ALVAR SAN’ 

‘ SO LU-S ALVARS AN’ 

Clinical samples and literature on 
request from the following overseas 
depots : 

BRITISH INDIA: Havero Trading Co. Ltd., P. O. B. 642, Bombay 

HONGKONG : China Export- Import- & Bank Co. A.G., P. Q. B. 59 

BRIT. MALAYA: N. V. Straits Java Trading Co., P. O. B. 600, 

Singapore Straits Settlements 


GOLD COAST : Woerman & Co., P. Q- B. 326, Accra 

NIGERIA: N. V. Handelmaaischappij v h J. F. Sick & Co., 

KENYA. UGANDA P * °- B- 1 79. Lagos 

TANGANYIKA TERRITORY: Hansing & Co., P, O. B. 322, Mombasa 

Usagara Co. Ltd., P. O. B. 418, Daressalam 
Usagara Co. Ltd., P. O. B. 23, Tanga 
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£C After 

Years of Research” 


tc A FTER years of research ” in connection with 
Parke -Davis products is no idle advertising 
phrase. It connotes the verifiable results of more 
than a quarter of a century of scientific investigation, 
recorded, as it proceeded, in the medical and chemical 
press, and, especially, in publications devoted to 
technical progress in biochemistry. During the period 
mentioned over four hundred papers on research work 
in the Parke, Davis & Co. Research Laboratories 
have been published. 

In the early days of the firm, their scientific in- 
vestigations involved, firstly, the systematic clinical 
testing of little-known drugs, and secondly, the 
application of the principle of chemical standardiza- 
tion to all drugs amenable to this method of assay. 
Later, physiological assay had its origin in the firm’s 
laboratories. 

Another and even more extensive line of research 
involved the investigation of new chemical com- 
pounds, and led to the introduction of important 
therapeutic agents. Other additions to the materia 
medica , such as Adrenalin, Pituitrin, Pitocin, 
and Pitressin, were bom of the same 
spirit of research. The firm’s re- 
search activities are being 
vigorously continued. 


PARKE, DAVIS & COMPANY 

50, Beak Street, London, W. i 

Inc. U.S.A., Liability Ltd. 

LABORATORIES: HOUNSLOW', MIDDLESEX. 





F'cap cvo. 62 pp. Cloth . Is. Sd. net, postage 2d. 

THE LIVER DIET COOKERY BOOK 

Containing RECIPES for COOKING LIVER without the BY 

addition of fat, and MENUS for FOURTEEN DAYS. DOROTHY SEWART 

With a Foreword by VINCENT COATES, M.C., M.A., M.D. Cantab., M.R.C.P. 

Brit . Med . Jour. — * 4 Practitioners and patients alike wid find this volume a very useful aid.*’ 


BRISTOL: JOHN WRIGHT & SONS LTD. 


London : Simpkin Marshall Ltd. 
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ST. AUSTELL BAY HOTEL 

Sitaation ; Faces due South* commanding uninterrupted views of the open Sea and 
magnificent Coast Scenery. 3§e Railway Station : PAR* South Cornwall 

Visitors soy—“ THE BEST IN THE WEST" 

This most Modern Hotel in the West of England replete with every convenience and 
comfort. 120 Bedrooms (Hot and Cold), Private communicating Bathrooms to nearly 
all Bedrooms. Large Vita Glass Sim Lounge. Own Golf Course* 6,500 yds., adjoining 
Hotel* in perfect condition, free to Hotel Residents. Putting Course, Clock Golf* 
Bowls, Hard Tennis Courts, Squash Rackets, and Badminton. Swimming-Pool on the 
Beach in front of Hotel. 8 acres Hotel Gardens. Deep Sea Fishing. Dining Room 
for 200 persons. Spring Dance Floor. Billiards. Miles of Cliff Walks. Recommended 
by Medical Profession. Hotel overlooks St. Austell Bay. Cornwall’s only 5-star Hotel. 
Garage for 60 cars. Special chauffeurs rooms. Private loch-ups* inspection pits, petrol pumps, etc. 
Private bus meets all trains at Par Station. Patronised by Royalty and Nobility 

INCLUSIVE TERMS . . . from £1 1 0 per day 

For descriptive Booklet and Tariff apply Resident Director , St. Austell Bay Hotel , Par, S. Cornwall ; 
or London office , 118 Newgate St. Hold : Telegrams, Phone, Par 131 ; Land. Office , Tel. hat . 2910 
iBiaiiKHiiBiiugnaaHniaiinaaaBaaaBBissBBisBiiXBBiiiissiaiiffiH 


TfJie €mms£ SUwem, 

fm Mm£M cmd 3Midaif ! 

THE MILDEST CLIMATE IN GREAT BRITAIN 
COOLEST IN SUMMER: WARMEST IN WINTER 


◄ 
< 

i 

< 

< 

< 

Stay, at EAe hcdmautA Motet, ffaCmeutO ^ 

Tariff and full particulars from R. J. S. Fields, ( Manager ) ^ 

Telephone Falmouth IS Telegrams “ Falmouth Hotel ” Falmouth 


t: s m 

MOTOR. ELEC FRIG and H A 1*10 -PROPELLED 


INVALID CAPS 


Lever & Rotary Action 

Models built from special from 
designs to meet indi- 
vidual requirements. 

Special Terms to In- 
stitutions and Medical 
Profession. Illustrated f 
Catalogue post free . g 
Bath Chairs, Mer- 
lin Chairs and 
Spinal -Carriages, 
also Folding Chairs 
from 37s. 



R. A. HARDING 


Head Office : 

IS LR. BRISTOL RD., BATH 
alw at 273/274 HIGH HOLBORN, LONDON., W.C4 


Makers to the British Legion 
and United Services Fund, 
British Red Cross Socy. and 
various other Institutions 


For Scale of Charges for Advertisements , apply to The Advertisement Manager 3 
JOHN WRIGHT & SONS LTD.. 

“ The MEDICAL ANNUAL ” Offices, Stonebndge House, BRISTOL. 
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POINTS ABOUT 'ASPRO’ 
OF INTEREST TO THE 
MEDICAL PROFESSION 

The superiority of 4 ASPRO s Tablets over all other forms of . Acetyl- 
Salicylic Acid tablets is based on three factors. 

1 A modern process which enables the "J * ASPRO ’ does not come in contact 
tablet to be produced without a trace with the human hand, and reaches the 
of free Salicylic Acid. consumer in its original pure state. 

2 The Sanitape method of packing pre- We make the following positive 
vents the development of hydrolysis claims for ASPRO * Tablets, 
in the tablet. It is a known fact They are made from the purest 
that Acetyl-Salicylic Acid tablets when Acetyl-Salicylic Acid known to nnedi- 

packed loosely or in bottles frequently cal science, and conform to the tests 
develop free Salicylic Acid through of all known authorities. They are 
coming in contact with the atmos- made by processes which ensure that 

phere. The Sanitape system of pack- they are of the same standard of 

ing prevents this as it hermetically seals purity as the original drug, and con- 

each tablet in a separate compartment. tain no free Salicylic Acid. 

Extract from Doctor s Letter 

‘ASPRO 9 Is VASTLY SUPERIOR to ORDINARY ASPIRIN 

ESPECIALLY VALUABLE TO PATIENTS WHO 
SUFFER FROM DIGESTIVE DISTURBANCES. 

Dear Sir.— In most cases I have found ‘ ASPRO ’ VASTLY SUPERIOR 
TO ORDINARY ASPIRIN, especially in patients who, in addition to varying 
conditions for which ‘ASPRO ’ was given, also suffer from some form of digestive 
disturbance. 

One case in particular is worthy of mention. A NURSE (age 39) engaged in 
public health and infant welfare work, since coming to Manchester four years ago 
has suffered from sub-acute attacks of Rheumatism. She COULD NEVER 
TOLERATE SALICYLATE IN THE FORM OF ASPIRIN OR IN MIX- 
TURES. I gave her several of the sample boxes of ‘ASPRO/ and she is genuinely 
delighted with the results, viz., alleviation of pain : undisturbed sleep and complete 
freedom from ill after-effects in the shape of depression and indigestion. 

Yours faithfully. (M.R.C.S., L.R.C.P.) 

Name withheld for Professional Reasons. 

‘Aspro ’ consists of the purest Acetyl-Salicylic Acid that has ever been 
known to Medical Science, and its claims are based on its superiority. 

Agents : GOLLIM & CO. PTY. LTD., ( e Aspro ’ Dept.), SLOUGH, BUCKS 

Phone : SLOUGH 60S 

No proprietary right is claimed in the method of manufacture or the formula. 

Made in England by ASPRO LTD., SLOUGH, ENGLAND. 

SAMPLES FOR CLINICAL TESTS FREE TO 
MEMBERS OF THE MEDICAL PROFESSION 

on application to 

GOLUN & CO. PTY. LTD., (‘ Aspro ’ Dept.), SLOUGH, ENGLAND. 
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From CASSELL’S MEDICAL LIST 


Modern Medical Treatment 
By E. Bellingham - Shith, m.d., 
F.B.c.p.Lond., and Anthony Fetl- 
ing, m.d. Cantab., f.r.c.p. Loud. 
2 vols. Illustrated. Price 30s. net. 

The Essentials of Medical 
Diagnosis 

By Lord Border of Ashford, 
k.c.v.o., m.d., f.r.c.p. Bond., and 
A. E. Gow, 3i, d., f.r.c.p. Bond. 
Illustrated. Price 16s. net. 


A System of Surgery, 

Edited by C. C. Ckgyce, c.m.o., 
c.b.e,, b.sc., 3I.D., P.R.c.s.Eng., and. 
J. Martin Beattie, m.a., c.m., m.d. 
3rd Edition. *3 vols. Illustrated. 
Price £6 net the set. 


Sick Children 

By Donald Paterson, b. a. Mani- 
toba, 3i. d. Edin., f.r.c.p. Lend. 
Illustrated. Price 16s. net. 

Pulmonary Tuberculosis t 

Medical and Surgical Treatment 
By H. Mor ristox Davies, 
m.ch. Cantab., f.r.c.s. Eng. Illus- 
trated. Price 27s. 6d. net. 


Treatment of Epilepsy 

By Fritz B. Talbot, m.d. Illus- 
trated. Price 18s. net. 

Manson’s Tropical Diseases 

Edited by Philip Manson-Bahr, 

D.S.O., 31. A., 31. D , , D.T.3I. & H, 

Cantab., F.R.c.r.Lond. 9th Edition. 
Illustrated. Price 31s. 6d. net. 

Injection Treatment In Medical 
Practice 

By David Levi, 3i.b., m.s., f.r.c.s. 
Illustrated. Price 6s. net. 


Complete List of Medical Works, post free, on application. 

. & CO. LTD., La Beile Sauvage, LONDON, E.C.4 
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We have over two million volumes in stock, including almost all 
the best new and second-hand books on Medicine and all other 
subjects. Our catalogues are free on mentioning your interests, 
and we attend to post orders quickly and efficiently 


■ 
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Complete Set of 19 Sheets on tough cartridge paper, size 2 ft. 2 in. X 3 ft. 4 i 
42 {-net; or mounted on Linen, 70/- net. Postage 1/3 


Fulhf Illustrated Prospectus on application. 

“Will certainly save the Lecturer much trouble.” — Hospital. 

Enlarged from the Illustrations « CIDCT HUPfe” TO THE INJURED 
in Warwick and Tumtali’s ra taO I ILf AND SICK 

An Advanced Ambulance Handbook. 

Edited by F. C. NICHOLS, M.C., M.B., Ch.15., L.K.C.P., L.D.S., late Capt. R.A.M.C. {X.}. 
RECENTLY PUBLISHED. Uth Edition. Will Thousand. With 298 Illustrations, 
some of which are coloured. 2s. M. post free. 

“Has taken its place as a standard work,’*— British Medical Journal. 

“ One of the most concise works on the subject.”— First Aid Journal , 


JOHN WRIGHT & SONS LTD. 


London : SIMP KIN MARSHALL LTD, 
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are invited to forward MSS, of all kinds 
(including Medical Works) for prompt 
publication. Fiction is specially required. 
£50 cash is offered in prizes for Poems. 

Catalogue and advice free. Address : 

ARTHUR H. STOCKWELL Ltd., 29 Ludgate Hill, London, E.G.4 


AUTHOR 
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JOHN BALE, S9MS ft MilELSSON, Ltd. 

ANTONY VAN LEEUWENHOEK AND HIS “* LITTLE ANIMALS.'* By CLIFFORD 
DOBELL, F.R.S. Being some account of tbe_ father of Protozoology and Bacteriology, and_ his 
multifarious discoveries in these disciplines. Published on the three hundredth anniversary of his birth. 
31s. 6d. net. Postage : inland. Is. ; abroad, 2s. 3d. _ 

d 4 This s$ & very great book. No biologist can call himself educated who has not both read and 
studied it .” — Quarterly Review of Biology. 

WILHELM CONRAD RONTGEN and the Early History of the X Rays. By OTTO GLASSER. 
Illustrated. 32s.6d.net. Postage: inland, 9d. ; abroad, Is. (id. 

“ Dr. Glassef has brought together everything he could discover about Rontgen and the X rays, 
including many curious comments."— Lancet. 

ACROMEGALY. By F. R. B. ATKINSON, M.D., CM. (Edin.). With a Foreword by Sir ARTHUR 
KEITH. 21s. net Post free, 21s. Sd. # . . . 

"This monograph is a work of reference which will supply information on any question relating 
to the disease, within the limits of present knowledge ." — British Medical Journal . 

ARTIFICIAL CRANIAL DEFORMATION s A Contribution to the Study of Ethnic Mutilations. 
By Dr. E, J. DINGWALL. 55 full page Plates. 90 Ulus. 5 Maps. £3 10s. net. Post free, £3 12s. 

“ Dr. Dingwall has brought together in this well illustrated volume the materials for the consideration 
of one of the strangest customs ever invented by man." — Lancet . 

AN ATLAS OF SION DISEASES IN THE TROPICS, By E. C. SMITH, B. A., M.D. (Dublin), 
D.P.H.. D.T.M.&H. (Eng.). 21s-.net. Post free: 21s. 9d. ; abroad, 22s. 6d. 

“The book is a real treasure," — Lancet . 

“May be described as a very meritorious effort to fill a serious gap in medicine. The subject 
matte r is presented in a very readable manner. * ’ — T rop. Diseas . $ Bulletin . 

“ Should be in the hands of those who are likely to work in the tropics, and will be found of great 
interest to all dermatologists .” — British Medical Journal . 

DIPHTHERIA, PAST AND PRESENT. Its Aetiology. Distribution, Transmission and 
Prevention, By J. GRAHAM FORBES, M.D,, F.R.C.P., D.P.H., Principal Assistant Medical Officer, 

L. C.C. Introductory Note by Sir FREDERICK ANDREWES, M.D., F.R.S. Post free, 46s. net. 

“ It should be in the hands of every Medical Officer of Health ." — Public Health. 

“ Probably the most comprehensive account of diphtheria which has ever been attempted. No 
public health department should fail to add this volume to its books of reference.” — Lancet . 
CRIMINAL ABORTION. By L. A. PARRY, M.D., B.S., F.R.C.S. Post free, 11s. 3d. 

“ No work on criminal miscarriage has been published^ in this country for many years, although 
there is evidence that the practice is very considerably on the increase. This book appears at the psycho- 
logical moment ." — Medical Times. 

ENURESIS OR BED-WETTING. By J. R. BATTY, M.D., B.Sc., D.P.H. Post free, 3s. 9d. 

“ Every genera! practitioner and many other members of the profession will benefit greatly by 
possessing this book. We strongly recommend it. — British Journal Urology. 

PRACTICAL POINTS IN EYE SURGERY AMD DRESSING. By HUGH E. JONES, 

M. R.C.S V L.R.C.P. Post free, 2s. 9d. 

“This little book can be thoroughly recommended ." — Medical Press. 

THE CURE OF HAEMORRHOIDS, VARICOSE VEINS AND ULCERATION, AND 
ALLIED CONDITIONS : Modem Methods of Injection and Bandaging. By STUART 
McAUSLAND, B.A. (Lond.), M.D., Ch.B. (Uv.), M.R.C.S. (Eng.), L.R.C.P. (Lond.) With Illustrations. 
Post ^ free, 3s. IQd. 

“ The book can be confidently recommended ... is well written, there are some good illustrations, 
and the teaching is practical .’ 1 ' — British Medical Journal , 

POCKET MONOGRAPHS ON PRACTICAL MEDICINE. 

Edited by ARNOLD SORSBY, M.D., F.R.C.S., and MAURICE SORSBY, M.D.,F.R.C.S. 
2/6 Back Volume Net, Post Free 2/8 

Diseases and Disorders of the Digestive Organs. By ADOLPHE ABRAHAMS, O.B.E., M.D., 
F.R.C.P. 

The Acute Abdomen. By C. H. FAGGE. M.S., F.R.C.S. 

General Haematology. With Special Reference to the Child in Health and Disease. By W. M. 

FELDMAN, M.D.* B.S. 

Acute Otitis Media. By WM. MAYHEW MOLLISON, C.B.E., M.A., M.Ch., F.R.C.S. 
Treartmemt^of Fractures in General Practice. (In Two Volumes.) By W. H. OG1LVIE, M.D., 

Allergy," By G. H. ORIEL, M.A., M.D. 5 

Radium and Cancer. By H. S. SOUTTAR, C.B.E., M.D., M.Ch., F.R.C.S. 

The Discharging Ear. By A. G. W'ELLS, M.B., B.S., M.R.C.S., L.R.C.P. 

Pulmonary Tuberculosis in General Practice. By ANDREW MGRLAND, M.D., M.B., B.S..' 
MRCSLRCP 

Urinary Infections. By ALBERT CLIFFORD MORSON, O.B.E., F.R.C.S. 

An Epitome of Obstetric Diagnosis in General Practice. By BETHEL SOLOMONS, M.D. 
M.B., F.R.C.P.L 

83-91 GREAT 7ITCHFIELD STREET, LONDON, W.1 




H. K. LEWIS & CO. Ltd. 

MEDICAL PUBLISHERS AND BOOKSELLERS . 

PUBLISHING*— See pages 34, 35, 36. 

BOOKSELLING. — Large Stock of Text-Books and recent Literature 
in all branches of MEDICINE, SURGERY, 
^ and the Allied Sciences of all Publishers. 

■- FOREIGN BOOKS in Stock 


Prompt attention to orders and 
enquiries. 


BOOKS SENT ON APPROVAL IN 
THE BRITISH ISLES. 

MEDICAL STATIONERY 

Card Index Cabinets, Casebooks, 
loose-leaf or bound. Case Sheets* 
Diagram Stamps, Temperature Charts, 
Diet Charts, Etc. 

Hours: 9 a.m. bo G p.m. 

Saturdays : 9 a.m. to 1 p.m. 



CORNER OP GOWER STREET AND 
GOWER PLAGE 


MEDICAL A 
LENDING 


SCIENTIFIC 

LIBRARY 


ANNUAL SUBSCRIPTION, Town or Country, from ONE GUINEA. 

Detailed Prospectus on application. 

The Library includes all the Standard Works in every branch of 
MEDICINE, SURGERY, and GENERAL SCIENCE. 

ALL NEW WORKS and NEW EDITIONS bearing on the above subjects 
are added to the Library on Publication. 

LEWIS’S BI-MONTHLY LIST OF ADDITIONS TO THE LIBRARY, giving 
net Price and Postage of each book, will be sent free regularly t® 
Subscribers or Book-buyers on receipt of name and address. 


SECOND- 


BOOKS 


Large Stock always available at 140 GOWER STREET 
Catalogue Post Free on application. Telephone : Museum 4031 


Telegrams : Publicavit, Eusroad, London. 


Telephone : Museum 7756 ( 3 lines ) 
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WORLD-WIDE ORGANIZATION 

OF THE 

“PH C IIX” 

TRANSACTING 

ALL CLASSES OF INSURANCE 

EXISTS TO SERVE YOU, WHEREVER YOU 
RESIDE, TRAVEL, PRACTICE OR PLAY. 

Branches or Agencies are established in every part of the 
world, and their services and advice are at your disposal. 

PHCENIX ASSURANCE CO. LTD. 

Head Office : Phoenix House* King William Street* London* E.C.4 

wimammmmmmmmmmwm 


NORTHWOODS 1 Telephone & Telegrams: 

Winter bourne, Bristol, winte rbou rne is 

This beautiful mansion in fifty acres of secluded grounds was built specially 
for the TREATMENT OF MENTAL AILMENTS. 

Certified and temporary patients of both sexes. Thorough clinical* bacterio** 
A few voluntary patients received in logical and pathological 

the Medical Superintendent's house. examinations. 

Separate bedrooms. Terms from 1 Visiting Consultants. 

Private suites. . Occupational therapy. 

Wireless or other concerts. mme&$ Q arc | en and dairy produce 

Private golf course. a week * from farm on the estate. 

For further particulars and prospectus* apply to JOSEPH CATES* M.D. 


DORSET 

HOUSE 


CLIFTON DOWN 
BRISTOL 


A RESIDENTIAL CLINIC providing 
treatment for cases of Mild Nervous 
Disorder and other illness occurring 
in women and girls. Approved by the 
Board of Control for the reception of Vol- 
untary and Temporary Patients. A special 
feature is made of Occupational Therapy. 
High situation overlooking Clifton Downs. 
Large gardens. 

Terms from £5 5s. a week. 
Apply, Elizabeth Cassgn* M.D.* D.P.M. 
Telephone & Telegrams : 35195 Bristol. 
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1 HE flexible speed and re- 
liability of the talbot make 
a strong appeal to the medi- 
cal profession all over the 
world. They enable the 
doctor to keep to his time- 
table. For his pleasure 
motoring, the talbot offers 
him luxuri- 
ous comfort 
and requires 
very little at- 
tention. It 


is almost purely automatic. 
Our illustration shows the 
talbot 'Sixty-five 5 4-light 
saloon at £425, indicative 
of Talbot’s ability to intro- 
duce ‘high-price 5 perform- 
ance in a medium-priced 
car. Other models up to 

1 795 • Ex- 
port orders 
and enquiries 
receive spec- 
ial attention. 


The 

TALBOT AMBULANCE 

Like the talbot private car 
the talbot ambulance is 
the best of its type (as the 
London County Council 
recognises). You can re- 
commend it with confidence 


Write for the Talbot Catalogues 


“ T al L B w 


CLEMENT TALBOT LTD,, BARLEY ROAD, LADBROKE GROVE, LONDON, W.10 
London Showrooms : 12 Princes Street, Hanover Square, W.l 





DR. BARNARDO'S HOMES: 

NATIONAL INCORPORATED ASSOCIATION. 

CHARTER : 

* e NG DESTITUTE CHILD EVER REFUSED ADMISSION.” 

MOTTO: ei FOR GOD AND COUNTRY.” 

114,000 children have been, admitted, 

16,427 children and young people dealt with last year* 

8,400 boys and girls being supported, of whom 
1,124 are under industrial and technical instruction, 

410 are crippled or afflicted in various ways, and 
1,323 are babies and toddlers under 5 . 

5 (on an average) come in daily. 

30,666 young people have been migrated to the Overseas 
Dominions. 


Cheques and Orders payable “ Dr. Barnard o’s Homes ” and 
crossed u Barclays Bank Ltd., a/c Dr.. Barnardo’s Homes ’* 
should be sent to Dr. Barnardo’s Homes, 221 Barnardo House, 
Stepney Causeway, London, E.i. 


ADVERTISEMEN IS 


Medical men will be interested to learn that the death- 
rate in the Homes for 1932 was only 3*92 per 1000. 
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NIVERSITY ISHiSE HOSPITAL 

540 Beds. MEDICAL SCHOOL. Session 1933-34. 

School of Advanced Medical Studies in the University of London. 
TEACHING STAFF. 

MEDICINE. Medical Unit— Director, Prof, T. R. Elliott, F.R.S. ; Assistants, E. A. Blake- 
Pritchard ; P. M. D’A, Hart ; H. P. Himsworth ; F. H. Smirk. Clinical Medicine — F. J. Poynton 
(Holme Lecturer) ; C. Bolton, F.R.S. ; Sir T. Lewis, F.R.S. ; J.W.McNee; K. E. Harris. Dermato- 
logy and Sy philology— A. M. H, Gray ; W. N. Goldsmith. Psychiatry— B. Hart; A. F, Tredgold, 
Neurology — F. M. R. Walslie. Children 7 s Diseases — W. J. Pearson. 

SURGERY. Surgical Unit— Director, Prof. C. C. Choyce; Assistants, K. L. James; C. J. L. 
Thurgar; F. J. F. Barrington. Clinical Surgery— W . Trotter, F.R.S. ; Gwynne Williams {Holme 
Lecturer); E. K. Martin ; Julian Taylor; A. J. Gardham ; C. W. Flemming. Ophthalmology — 
H. Neame; C.,Dee Shapland. Laryngology , Bhinology and Otology— H. A. Kisch ; F. W. Watkyn- 
Thomas; M. L. Formby. Dental Surgery— J. L. Dudley Buxton. Radiology— R. W. A. Salmon d. 
Anaesthetics — C. W. Morris ; S. Hutchinson ; H. N. Webber. 

OBSTETRICS and GYNECOLOGY. Obstetric Unit— Director, Prof. F. J. Browne ; Assistants, 
J . C. Moir ; N. L. White; Miss G. H. Dodds ; J. D. S. Flew; Miss F. C, Kelly. Obstetric Surgeons 
— Clifford White; N. L. White. 

PATHOLOGF. Director, A, E. Boycott, F.R.S. (Graham Professor). Morbid Anatomy — 
G. P. Wright. Bacteriology— Prof. C. G. Okell ; F. H. Teale; D. Embleton. Chemical Pathology— 
Prof. C. It. Harington, F.U.S. Clinical Pathology — M. Maizels. 

STATE MEDICINE. Hygiene and Public Health — Prof. M. E. Delafield. Forensic Medicine- 
Sir Bernard Spilsbury. 

The School is for Final Studies only. Students are prepared for the Degrees of the 
Universities of London, Oxford, Cambridge and Durham, and for the qualifications of the 
Conjoint Board and other Examining Bodies. 

FEES.— Inclusive fee to cover complete Clinical Course, £45 per annum for three years. 
Oxford and Cambridge students who have completed their Course in Pathology, £40 per aim. for 
three years. There are no extras as these fees include : (1) Courses of instruction in Pharmacy, 
Vaccination, and Fevers; (2) Life subscription to the Medical Society or Women’s Medical Club. 

CLINICAL UNITS IN MEDICINE, SURGERY, AND OBSTETRIC MEDICINE ARE NOW 
IN OPERATION. The whole-time Directors of the Units are concerned with the organisation 
of the teaching generally, but the honorary staff are responsible for the largest share of the 
teaching in the wards and Out-Patient Department of the Hospital. 

RESEARCH WORK, — Ample facilities are provided for research work in the Graham 
Laboratories, under the Graham Professor of Pathology, and also under the Directors of the 
Medical and Surgical Units. 

HOUSE APPOINTMENTS. There are 28 vacancies each year for House Physicians, etc. 
The appointments are given by competitive examination and are held for 6 months each. 
There are also 8 senior posts for Registrars, etc., paid from £150 to £250 a year each. 

SCHOLARSHIPS, EXHIBITIONS and Prizes of the value of over £1000 are awarded 
annually. Among the more important are: — 

Two Goldsmid Entrance Scholarships, entitling the holder to the Final Course of Medical 
Study, offered for competition annually, and open to Students who are preparing for the 
Degrees of the Universities of London, Oxford, Cambridge, Durham, or other British 
Universities, or for the Diplomas of the Royal Colleges of Physicians and Surgeons. 
Goldsmid Entrance Exhibition (value £80), entitling the holder to a reduction of £80 of the 
fees due for the Full Course of Final Medical Study. 

Filliter Entrance Scholarship in Pathology (value £52 10s.), entitling the holder to a 
reduction of £52 10s. of the fees due for the Full Course of Final Medical Study. For this 
Scholarship Students need take Pathology alone. 

Subjects of Examination : Any two of the following— Anatomy, Physiology , General Pathology, 
and Bio-Chemistry. 

Ferriere Scholarship, awarded annually, value £25. 

Bucknill Scholarship.— O f the value of 160 guineas, tenable for the. earlier Medical 
Studies at University College and for the Final Studies at the Medical School. 

Graham Scholarship in Pathology, £300 per annum, 

Radcliffe Crocker Travelling Scholarship in Dermatology, awarded every five 
years, value about £280. 

Leslie Pearce Gould Research Scholarship in Surgery, awarded every two years, 
value about £2u0. 

Magrath Scholarship in Clinical Medicine, about £160. 

Perceval Alleyn Prize, about £110. 

Atchison Scholarship, about £55 per annum, tenable for two years. 

Atkinson Morley Scholarship, £45 per annum, tenable for three years. 

DENTAL STUDENTS can obtain a complete curriculum at University College, University 
College Hospital and its Dental School (The National Dental Hospital, Great Portland St., W.l), 
RECREATIONS.— The School Is equipped with a Gymnasium and two Squash Racquet 
Courts, which are open to all members of the Students’ Medical Society. Members may also 
use the asph&lte Tennis Court, the Fives Court and the Racquet Court at University College. 

The Athletic Ground, shared with the Union Society of University College, 3s situated at 
Perivale, near Ealing, and consists of 28 acres. There are facilities for Cricket, Rugby and 
Association Football and Hockey, and the Hospital runs its own teams. There are twenty- 
three Tennis Courts and a modern and well-equipped Pavilion. 

STUDENTS’ HOSTEL.— Adjoining the Medical School is a specially equipped Hostel 
solely for the use of students in the School. Large, airy and handsomely furnished bed-sitting 
rooms are available as well as Common Rooms. All Meals are provided in the School Refect- 
ory, which adjoins, and service in the Hostel is under the Control of an efficient Steward and 
Staff. A member of the Staff Is always in residence at the Hostel. 

All further information, and the Prospectus, can be obtained from the Secretary, and the 
Dean and Yice-Dean can be interviewed at any time by appointment. 

Dean : A. M. H. GRAY, C.B.E., M.D., F.R.C.P., F.R.C.S. 

Vice-Dean : GWYNNE WILLIAMS, M.S., F.R.C.S. Secretary : R. SLOLEY. 

Sub-Dean for Dental Students; J. L, DUDLEY BUXTON, L.M.S.S.A., L.D.S. 
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Telephone: TEMPLE BAR 8993 
(Three lines) 


Telegrams; “TUBERCLE, WESTRAND, 
LONDON.” 


THi 


Clinical Reseaich Association 

LTD* 

Offices 3 Laboratories 5 and Consulting Rooms : 

WATERGATE HOUSE, 

YORK BUILDINGS, ADELPHI, LONDON, W.C.2. 

{Nearest Stations 3 Charing Cross.) 


The object of the Association is to provide a complete 
laboratory service to assist the Medical Profession 3 
Public Health Authorities 3 Hospitals and similar 
institutions in the prevention 3 diagnosis and treatment 
of diseases . 


By handling large numbers of specimens, and through the well-organized team 
work of highly trained experts, the necessary investigations are carried out 
expeditiously, accurately, and at a moderate cost. 

The prices for the various examinations have recently been thoroughly revised and 
are at the lowest reasonable rate consistent with the high standard of the technical 
work involved and the expert opinion supplied. 

Th© Directors of the Laboratories are highly qualified and experienced, and are 
prepared to afford every possible assistance to Practitioners, whether Members or 
Non -members, in London or in the Provinces, in all branches of work within th© 
scope of the Association. 

Reports are NOT supplied direct to the patient unless specific instructions are 
received from the Medical man in charge of the case. 

Arrangements can be made for the personal attendance of patients at the 
CONSULTING ROOMS of th© Association or at a West End NURSING HOME 
for the collection of material. 

C ARDIOG R APHIC AND X-RAY EXAMINATIONS are made and, if necessary, 
Cardiograms and Radiograms can be taken at the patient’s home. 

MEMBERSHIP OF THE CLINICAL RESEARCH ASSOCIATION* 

OVER 7,000 PRACTITIONERS, HOSPITALS AND PUBLIC BODIES ARE 
MEMBERS OF THE ASSOCIATION. 

THE FEE FOR LIFE MEMBERSHIP IS A SINGLE PAYMENT OF £1 la. 
THERE IS NO ANNUAL SUBSCRIPTION. 

For this SINGLE PAYMENT of One Guinea the following advantages are 
obtained : 

1. A greatly reduced seal© of charges. 

2. A Member’s Cabinet containing an assortment of collecting apparatus, in 

suitably addressed containers approved by the Postmaster-General for the 
transmission of pathological specimens by post. 

3. The immediate replacement of collecting apparatus. 

4r. Regular receipt of the Association’s Publications, including the current edition 
of the 200-page, cloth-bound PRACTITIONER’S GUIDE TO CLINICAL 
RESEARCH, th© quarterly JOURNAL OF CLINICAL RESEARCH, 
containing original articles, reviews and abstracts of subjects connected with 
Clinical Pathology, together with a handbook of GENERAL INFORMA- 
TION AND LIST OF CHARGES. 

_ Members are free to visit the Pathological Laboratories in order to see the con- 
ditions under which work is done, and they are invited to discuss any case, from a 
pathological point of view, with one of the Association’s Medical Staff, Enquiries 
by letter or by telephone will always receive a reply. 

THE LABORATORIES OF THE CLINICAL RESEARCH ASSOCIATION ARE 
OPEN DAY AND NIGHT FOR THE RECEPTION OF SPECIMENS. 
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RUTHIN GASTLE 

NORTH WALES 

{formerly DUFF HOUSE, Banff, SCOTLAND) 


A PRIVATE HOSPITAL 
for INTERNAL DISEASES 

- Except Mental or Infectious Diseases 


The Hospital is equipped for the investigation and treatment of 

DISORDERS of THE STOMACH and INTESTINES, DIABETES 
(including Insulin Treatment), NEPHRITIS, MALNUTRITION, 
OBESITY, TROPICAL DISEASES, HEART and ARTERIAL 
DISEASE, ANAEMIAS and NERVOUS DISEASES 

and other complaints which need skilled chemical, bacteriological and 
protozoological investigation, and dietetic, physical, or other special 
treatment, or daily supervision. The Castle is fitted with Laboratories, 
X-ray Department, Electrocardiograph, Medical Baths, and Lifts. A 
special equipment is installed for the treatment of glandular swellings, 
inoperable growths, etc., by X rays. The Staff includes Physicians 
who have had special experience of Chemical and Bacteriological 
Pathology, Dietetics, and X-ray Work, Analytical Chemists, Bacterio- 
logists, Radiographers, a Matron, trained Nurses, experienced Masseurs 
and Masseuses. Operating Surgeons, Gynaecologists, and Specialists 
for Diseases of the Eyes, Nose, and Throat visit the Hospital when 
desired. The climate is mild, and the neighbourhood beautiful. 




Hi 
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Clinique Medicate 

du CHATEAU BE GARCHES 

2* Grande Mee et !l bi % rue de la Porte~Jaune, 
GARCBES* near Paris (S.*et~0.) 

Telephone: Val D ? Or 00 - 55 . 

Medical Director : Dr. GARAND* late Chief Clinical Director at the 

Faculte de Paris. 


DISORDERS OF THE NERVOUS SYSTEM, OF 
NUTRITION AND OF THE DIGESTIVE TRACT 


Detoxification Treatment. Open-air and Rest Cures. Convalescents. 
No Contagions or Mental Cases. 

The Clinique is open to Doctors, who may direct the treatment of their patients 

DIET TREATMENT — PHYSICAL AND BIOLOGICAL TREATMENTS 
PSYCHOTHERAPY'— LABORATORY 
MODERN INSTALLATIONS— GREAT COMFORT, 
NUMEROUS ROOMS WITH PRIVATE BATHS 

Beautiful Park of Fifteen Acres. 


“ LA COLLINE ” 

SAINT-ANTOINE-NICE 

(Alpes-Maxitiiaes), FRANCE. 

Diseases 0 ! the Digestion. Nervous Affections (not 
Mental). Arthritis and Heart Diseases. Overwork. 
Rest and Convalescence. Diet, Air, and Sun Cures. 
Every comfort. Two Resident Doctors ; Nurses 
and Masseurs. 

Terms from TS fir. per day, including medical 
attendance. Prospectus on application . 

Ideal situation, 750 feet above the sea, in large 
grounds of about 10 acres, three miles from 
the centre of Nice. 



HYDROTHERAPY, HELIOTHERAPY, AND ELECTROTHERAPY. 
Director - - Dr. Perski. 


Ockenden Convalescent Home 


36 BEDS. 


Situated on High Ground 
OVERLOOKING BAY. 
Balcony* Garden* Etc. 


TORQUAY, DEVON. 

CONVALESCENT PATIENTS are received 
on payment of 27/6 per week* 
including board and laundry. 

For particulars* apply THE LADY SUPERINTENDENT, MISS GLOVER, 

O CKENDEN HOME, WARREN ROAD, TORQUAY. 

For Scale of Charges for Advertisements * apply to The Advertisement Manager * 
JOHN WRIGHT & SONS LTD., 

(c The MEDICAL ANNUAL Offices * Stonebridge House * BRISTOL . 






ADVERTISEMENTS 


I: 


TORQUA Y 


For SUMMER 
and WINTER 


THE ENGLISH RIVIERA 


MARINE SPA 
BATHS 


INDICATIONS 
DRINKING WATER 

CLIMATE 

ACCESSIBILITY 


Equipped for the various forms of Spa, 
etc., Treatment recognised by Medical 
Hydrologists : Torbay Seaweed Baths ; 
Seawater Baths ; Dartmoor Peat Packs ; 
Aix and Vichy Douches ; Plombleres treat- 
ment ; Electro-Medical Department, etc. 
cc Vita 55 Glass Sun Lounge, and large 
Cooling Lounge. Warm sea water filtered 
Swiming Bath. Reasonable Tariff. 

Rheumatism, Arthritis, Sciatica, Gout, etc. 

The Torquay Natural Mineral Water, of 
the same type as Evian and Vittel. 

Extremely equable and particularly suit- 
able for Winter Spa treatment. 

3I- hours from London (Paddington). 


SPECIAL FACILITIES TO MEDICAL MEN IN PRACTICE . 

Free literature from The Baths * General Manager ( for the Corporation) : 
H. BERKELEY HOLLYER, 3, Baths Offices, TORQUAY. 


M O A Vx A A 


Altitude 5,000 ft. above Sierre (Valais), on the Sim- CtAf|T7ED| &NR 
1 plon Line. Only 20 hours by train from London 

i IDEAL ALL-YEAR-ROUND MOUNTAIN RESORT. 


MOST FAVOURABLE RESULTS 
in TREATMENT of ALL FORMS . 
OF TUBERCULOSIS 


Sanatoria, Clinics and Pensions with extensive range 
of prices. 

FURNISHED CHALETS AND FLATS, . Prospectus from 
HOTELS AND BOARDING HOUSES FOR X ,/, e Enquiry Office 


SUMMER & WINTER SPORTS. 


Telephone - 179. 
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REGISTER of 

St. DunstatPs Chartered Masseurs 
and Bio-Physical Assistants 


LONDON AND SUBURBS 


ADDISCOMBE 

Mr. J. II. Mellor, 128, Shirley Hoad. 

(Tel. : Addiseombe 3534) 
BECKENHAM 

Mr. C. R. Bulmax, 5, Crescent Road. 
(Tel. : Beckenham 2474) 

BEDFORD PARK, W.4 

( ’apt . F. Huaie Crowe, 5, Rust-hall 
Avenue. (Tel. : Chiswick 5064) 
BLACKHEATH, S.E. 

Capt. R. YY’. H. Callaghan, 28, 
Beaeonsfield Road. (Tel. : Greenwich 
1SSS) 

<TTY .MASSAGE CLINIC 

'Mr. F. Winter, Room 501, 4th Floor, 
Mansion House Chambers, Queen 
Victoria Street. (Tel. : Central 8382) 
CROYDON 

Mr. W. Collins, 60, Park Lane. 
(Tel. : Croydon 2089) 
CRICKLEWOOD 

Mr. G. A. Brown, 98, Gladstone 
Park Gardens, Cricklewood, NAY. 2. 
(Tel. : Gladstone 6110) 

DULWICH 

Mr. S. C. Mackey, 16, Elsie Road, 
Grove Vale, S.E.21. (Tel. : New 
Cross 0293) 

EALING, YY.5 

Mr. A. R. ' Aldridge, 9, Brunner 
Road. (Tel. : Ealing 5933) 

Capt. F. II. Crowe, 15, Eaton Rise, 
Ealing. (Tel.: Chiswick 5064) 
FINCHLEY 

Mr. K. Pugh, “ The Croft,” 14, 
Ilervey Close, Church End, N.3. 
(Tel.: Finchley 1837) 

HAMPSTEAD 

Mr. R. Graves, 31, Inglewood Road, 
N.W.5. (Tel. : Hampstead 5652) 


HIGHGATE 

Mr. C. Bregazzi, 4, Hornsey Lane 
Gardens, N.0. (Tel. : Mount Y r iew 
2813) 

LEYTONSTONE 

Mr. A. .1. YVoollen, 38, Fulready 
Road, Leytonstone, E.ll. 

Mr. S. Kelly, 46, Harrington Road. 
(Tel. : Leytonstone 3021) 
MARYLFBONE and ST. JOHN’S WOOD 
Mr. M. J. Hoyle, 28, Manchester 
Street, W.l. (Tel, : Welbcek 7039) 
Mr. E. Toft, 3, Chandos Street, 
Cavendish Square, W.l. (Tel. : Lang- 
ham 3952) 

Mr. N. Warren, Flat 3, Berkeley 
Court, Baker Street, W.l. (Tel. : 
Welbeck 7668) 

NEW MALDEN 

Mr. F. Jackson, 32 Mount Pleasant 
Road. (Tel. : Malden 0226) 

PINNER 

Mr. YY. M. Millard, ” Enslow,” 
Cuckoo Hill Road. (Tel. : Pinner 68) 

STREATHAM 

]Mr. YY. T. Scott, 46, Leigham Avenue, 
S.W.16. (3 mins, from Streatham Hill 
Station.) (Tel.: Streatham 6524) 

WANDSWORTH 

Mr. S. C. Tarry, 64, East Hill, 
S.YYL18. (Tel. : Battersea 4181) 

WATFORD 

Mr. D. K. Peacock, “ Thornborough 
House,” Clarendon Road. (Tel. : 
Watford 3846) 

WEMBLEY PARK 

Mr. T. G. Roden, 54, Manor Drive. 
(Tel. : Wembley 1731) 

WEST KENSINGTON 

Mr. M. C. Westwick, 47, Gwendwr 
Road, W.14. (Tel. : Fulham 2009) 


PROVINCES 


AYLESBURY 

]Hr. D. B. Chapple, 36, Great Western 
Street. (Tel. : Stewkley 30) 

RIR31 IXGH AM 

Mr. F. P. Best, 114a, Gough Road, 

Edgbaston. 

Mr. It. Middlemiss, 3, YYeUington 
Road, Handsworth Wood. 

Mr. S. Nixon, 64, Robin Hood Lane, 
Hall Green. (Tel. : Shirley 1321) 
BOLSOVER 

Mr. J. H. Smith, Rosebery Villa, 54, 
Welbeck Road. 

BOLTON 

Mr. H. Vickers, 29, Chorley Old 
Road. (Tel. : Bolton 2450) 
BOURNEMOUTH 

Mr. C. J. R. Fawcett, 1, Poole Road, 
(Tel. : Bournemouth 40) 


BRADFORD 

Mr. H. Ferrand, 1, Grantham Road, 
Lister Hills. 

BRISTOL 

Mr. W. C. Taplln, 112, Redland Road, 
Redland. (Tel. : Bristol 45115) 
CANTERBURY 

Mr. YY T . E. Carlton, 74, Whit-stable 
Road. (Tel. : Canterbury 261) 
CARDIFF 

Mr. A. J. Ca.ple, 117, Clare Road, 
Grangetown. (Tel. : Cardiff 5293) 

CHELTENHAM 

Mr. S. Go bourn, Segrave,” Park 

Place. (Tel.; Cheltenham 3606) 
CREWE 

Mr. R. Gifpin, 44, Brooklyn Street, 
(Tel. : Crewe 2800) 
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REGISTER of St. Dunstan’s Chartered Masseurs 
and Bio-Physical Assistants — continued 
PROVINCES — continued 


DOVER 1 

Mr. A. Bennett, 264, London Road. 
(Tel. : Dover 488) 

EASTBOURNE 

Mr. J. Crawford, 13, Burlington 
Place. (Tel. : Eastbourne 2084) 
EXETER 

Mr. A. G. Peto, “ Church House,” 
Heavitree. (Tel. : Exeter 3249) 
FOLKESTONE 

Mr. I. Nicholas, 93, Cheriton Road. 
(Tel. : Folkestone 784) 

GOOLE. YORKS 

Mr. F. E. Matthewman, 30, Marshfield 

Road. 

GRIMSBY 

Mr. P. J. Sparkes, 408, Hainton 
Avenue. (Tel. : Grimsby 3265) 

HALE 

Mr. E. W. Benton, 26, Albert Road. 
(Tel. : Altrincham 917) 

HALIFAX 

Mr. R. Fitzgerald, 22, Manor Drive. 
(Tel. : Halifax 352) 

HARROGATE, YORKS 

Mr. H, Netvens, 64, King’s Road. 
(Tel. : Harrogate 3640) 

HAYWARD’S HEATH 

Mr. L. Howell, Heathfield, Perry- 
mount Road. (Tel. : Hayward’s 
Heath 102) 

HO YE 

Mr. L. R. King, 68, Osbourne Road, 
Brighton, and 11, Eaton Gardens. 
(TeL: National Hove 2223). 

Mr. J. W. Mahon y, e * Palmer,” 15, 
Cra mm er Avenue, Old Shoreham Road. 
(Tel. : Preston 214S) 

LEATHERHEAD 

Mr. E. Bates, 43, Highlands Road. 
(Tel. : Leather head 509) 

LEIGHTON BUZZARD 

Mr. D. B. Chapple, Stewkley, Beds, j 
(Tel. : Stewkley 30) 

LIVERPOOL 

Mr. P. P. Jones, 51, Queen’s Drive, 
Moseley Hill. (Tel. Wavcrtree 2523) 
LLANDUDNO 

Mr. E. W. Jarman, “ Kenton,” St. 
David’s Rd. (Tel. : Llandudno 6533) 
LUTON 

Mr. J. M. Colley, 14, Cardiff Grove. 
(TeL : Luton 562) 

MAIDENHEAD 

Mr. J . Ingram, 60, Norfolk Road. 
(Tel. : Maidenhead 733) 

MANCHESTER 

Mr. W. C. Scott, 65, Claremont 
Road, Alexandra Park. (TeL : Moss 
Side 1251 ) 

MINSTER-IN-SHEPPEY 

Mr. E. W. Savage, “ Gildan,” Queen’s 
Road. 

NEWCASTLE-ON-TYNE 

Mr. W. Scott Pearey, 3, Victoria 
Square, J esmond. (TeL : J csmond S 7 7 ) 
NORWICH 

Mr. F. H. Hughes, 24, Grove Avenue. 


READING 

Mr. A. A. H. Brown, “ Holm wood,” 
15, Denmark Rd. (TeL : Reading 2026) 

REDHILL 

Mr. W. Collins, “ Clevedene,” 
Hatehlands Road. (TeL : Redhill 538) 
ST. ALBANS 

Mr. D. Gray, 8, Upper Marlborough 
Road. (TeL : St. Alban’s 541) 

ST. LEONARDS 

Mr. F. J. Gibdins, 49, Eversfield Place. 
SHEFFIELD 

Mr. C. Greaves, 58, Bower Road, 
Crookesmoor. (TeL : Bromhill 170) 
SITTINGBOURNE 

Mr. D. H. Luck, 72, West Street. 
(TeL : Sittingbourne 153) 

SOUTHAMPTON 

Mr. J. H. Burt, 4, Carlton Road. 
(Tel. : Southampton 2559) 
SOUTHBOURNE, HANTS. 

Capt. F. Ogg, The Chantry, Broadlands 
Avenue. (Tel.: Christchurch 470) 
STOCKPORT 

Mr. H. W. Kirby, “ Holly Bank,” 
Holly Road, Heaton Chapel. (TeL : 
Heaton Moor 52S) 

TAPLOW. BUCKS 

Mr. G. R. Smith, M.C., Lingmell, Dor- 
ney Reach. (TeL: Maidenhead 796) 

WALLASEY 

Mr. A. Caldwell, 25, Sea Bank 
Road. (Tel. : Wallasey 2210) 

Mr. H. Cook, 5, Cambridge Road. 
(TeL : Wallasey 2240) 

WARGRAYE. BERKS 

Mr. F. Channing, Tredydan. (TeL: 
Wargrave 162) 

WESTCLIFF-ON-SEA 

Mr. J. S. Whitelam, 94, Westboume 
Grove. (TeL : Southend 3148) 
WOKING, BERKS. 

Mr. A. A. Biggs, Claremont Avenue. 
WORTHING 

Mr. E. G. Thomas, 112, Heene Road. 
(TeL : Worthing 2140) 

SCOTLAND 

EDINBURGH 

Mr. W. Kerr, 17, Lansdowne Crescent. 
(TeL • Edinburgh 62519) 

GLASGOW 

Mr. T. Irvine, 7, Wilmofc Road, 
Jordan Hill, Glasgow, W.3. (TeL 
Scotstoun 1342) 

MOTHERWELL 

Mr. W. Strachan, ** Campfield,” 
Cadzow Street. 

SALTCOATS, AYR 

Mr. A. Gordon Fisher, St. Dunstan’s, 
Caledonia Road. (TeL : Saltcoats 151 ) 
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BELFAST 

Mr. J. Boyce, 50, Mount Charles, 
(TeL : Belfast 2300) 


N.B. — The above Members are qualified to give Massage , Exercises and Medical Electricity. 



FABRITIL’S, OSLO 



HESS, BILLS and HONEYWELL 

declare in their treatise “Antirachitic 
Potency in Relation to Volume of 
Oil in the Liver of the CocT > that: 

“the antirachitic potency is inversely 
proportional to the fat content of 
the liver’ . 

This accords with the observations 
made by Professor Poulsson at the 
State Vitamin Institute of Oslo to 
the effect that Norwegian cod liver 
oil is richer in Vitamin D than 
any other cod liver oil, and hence 
the most effective medicine against 
rickets. 



NORWEGIAN MEDICINAL 00D LIVER OIL 

World-famous for its high quality. 
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INSTANT service — responsibility — experience : these three things, 
which bind the medical man himself, he is entitled to expect from any 
Agency which serves him. 

Only in one way can an Agency give instant service. It must be 
available at any hour of the day or night. In any emergency when 
outside help may be required (as, for example, during an epidemic) 
the medical man may telephone The Medical Agency, Ltd., at any 
hour of the night, and be sure of receiving instant service. It is vital 
that such service shall be not only prompt but dependable. The 
Medical Agency, Ltd., in its forty years’ experience, has tried to make 
DEPENDABILITY its chief asset. Whether in supplying a locum 
tenens, negotiating the transfer of a practice, or in any other function, 
The Medical Agency, Ltd., tries to build goodwill for itself at the same 
time as it serves the medical man. 

The personnel of The Medical Agency, Ltd., is made up of men in 
touch with modern conditions : and any medical man in need of the 
services detailed hereunder may be sure that, in using The Medical 
Agency, Ltd., he will be served with EXPERIENCE. 

The Agency is under the personal direction of William H. Grant. 

DEPARTMENTS 

Medical and Dental Practices and Nursing Homes transferred and 
Partnerships negotiated. 

Reliable Locums, Assistants and Dispensers, supplied at short notice. 

Medical men desirous of receiving Resident Patients are invited to 
place their names on our Register. 

All forms of Medical Accountancy undertaken : Income Tax, Auditing 
of Books and Collection of Accounts. Practices, etc., investigated on 
behalf of intending Purchasers. 

Additional Capital at a low rate of interest obtained through Banking 
Channels for any legitimate purpose relating to Medical Practices. 
All classes of Insurance effected at lowest possible rates consistent 
with security. 

Mortgages arranged on house property at low rates of interest. 

The Medical Asiwcy. Ltd, 

(Established by J. A. REASIDE in 1893) 

DUDLEY HOUSE, 36-38, SOUTHAMPTON STREET, 
STRAND, LONDON, W.C.2 

Telephones : 

Temple Bar 1054-1034 Telegrams and Cables : 

Shepherds Bush 1400 Reagrant, Rand, London.” 

(Night and Holidays) 
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A flexible plan; it offers full life 
assurance ; a good interest 
yield ; a newoption for married 
men or single men when they 
marry. Please write for the 
booklet “Simple Prescriptions 
for Pension & Life Assurance.” 


THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 

Write to the Secretary 

Head Office : 

9 ST. ANDREW SQUARE, EDINBURGH, 2 
London Offices : 28 CORNHILL, E.C.3. 

Telephone : Mansion House 9066 md 

17 WATERLOO PLACE, S.W.1 

Telephone : Whitehall 6041 
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HOGASTRIN 


A PALATABLE Liquid Extract 
prepared from freshly killed hogs’ stomachs 
containing the 

INTRINSIC ANTI ANAEMIC FACTOR 

in active solution. 

Clinical tests in cases of 
PERNICIOUS AN/EMIA 
demonstrate a consistent increase in the blood 
count, in some cases of more than 80 per cent. 


In a case of pernicious ansemia in a man of 54 
years of age, reported by a physician, the blood 
count improved from 2,600,000 to 4,800,000. 

The colour index also became normal and the 
percentage of haemoglobin increased. The im- 
provement was most marked, and the patient 
evinced no repugnance to the administration of 
Hogastrin — in fact found it pleasant to the taste. 

Dose : One or two teaspoonfuls to be taken 
three or four times a day. 

Manufactured by 

GILES, SCHACHT & CO. 

CLIFTON, BRISTOL, 8 
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Contributors and Original Contributions to 
The Medical Annual ’ 1934 

HAMILTON BAILEY, F.R.C.S., Surgeon, Royal Northern Hospital, London ; 
Consulting Surgeon, Essex County Council. (Genito-urmary Surgery.) 

Bladder, Surgery of — 70. Catheterization of the Urethra — 110. Maun atari a 
— 208. Kidney, Surgery of — 267. Penis, Surgery of — 643. .Prostate, 
Surgery of— -373, Saline, Continuous Intravenous — 417, Testis and Append- 
ages, Surgery of — 467. Ureter, Surgery of — 506. Urethra, Surgery of— 511. 
Urin ary Antiseptics — 0 1 3. 

JOSEPH BLOMFIELD, O.B.E., B.A., M.D. Camb., Consulting Anaesthetist, 
St. George’s Hospital. " (Ancesthesia.) 

Amesthesia — 36. 

JAMES F. BRAILSFORD, M.D., M.R.C.S., Radiological Demonstrator in 
Living Anatomy, University of Birmingham ; Honorary Radiologist, 
Queen’s Hospital, Birmingham, the Royal Cripples 1 Hospital, and the 
Warwickshire Orthopaedic Hospital ; Radiologist, St. Chad’s Hospital, 
Birmingham . ( Radiology . ) 

X-ray Diagnosis — 532 . X-ray and Radium Therapy— 542. 

W. LANGDON BROWN, M.A., M.D., F.R.C.P., Regius Professor of Physic, 
University of Cambridge ; Physician, Addenbrooke’s Hospital, Cam- 
bridge ; Consulting Physician, St. Bartholomew’s Hospital ; Consulting 
Physician, Metropolitan Hospital ; Examiner in Medicine in the Univer- 
sities of Sheffield and Wales ; Member of the General Medical Council. 

( Endocrinology .) 

Addison’s Disease — 14 . Diabetes — 143 . Hyp 0 gly caeml a— 230. Obesity — ■ 
329. Parathyroid (Hands, Disorders of — 337. Pituitary Body, Disorders 
of— 354. Sex Hormones — 125. Thyroid (Hand, Disorders of— 480. 

STANFORD CADE, F.R.C.S., Surgeon in Charge of Out-Patients and Joint 
Lecturer in Surgery, Westminster Hospital ; Surgeon, Mount Vernon 
Hospital and St. Paul’s Hospital ; Consulting Surgeon, Bethlem Royal 
Hospital. ' ( Radium Treatment of Cancer.) 

Cancer, Radium Treatment of — 104. 

VINCENT COATES, M.C., M.A., M.D. Camb., M.R.C.P. Loud., Senior Physician, 
Royal Mineral Water Hospital, Bath ; Assistant Physician, Royal United 
Hospital, Bath ; Consulting Physician, Trowbridge and District Hospital 
and Freshford Cottage Hospital ; Cardiac Specialist, Wilts County Council. 

(Chronic Rheumatic Disorders.) 

Rheumatic Disorders, Chronic — 405. 

MACDONALD CRITCHLEY, M.D., F.R.C.P., Junior Neurologist and Lecturer 
in Neurology, King's College Hospital ; Assistant Physician, National 
Hospital, Queen Square ; Neurologist, London County Council. 

( Diseases of the Nervous System.) 
Aneurysms, Cerebral- — 44. Apoplexy, Cerebral — 53. Central Nervous System, 
Treatment of Infections of— 117. Chorea — 127. Epilepsy — 167. Facial 
Paralysis — 173. Injury and Nervous Disease — 235, Intracranial Pressure. 
Increased — 251. Meningitis, Tuberculous — 301. Migraine— 305. Neuritis 
of the Lateral Femoral Nerve— 325. Poliomyelitis, Acute— 361. Spinal 
Block, Diagnosis of — 438, Subacute Combined Degeneration of the Spinal 
Cord — 454. 
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STANLEY DAVIDSON, B.A. Camb., M.D., F.R.C.P.E., Regius Professor of 
Medicine, University of Aberdeen ; Physician, Royal Infirmary, Aberdeen. 

( Blood Diseases. ) 

Agranulocytic Angina — 15. Anaemia : A Classification — 22. Anaemia, 
Acute Haemolytic, of Lederer — 23. Annemia, Hypochromic— 27. Anaemia, 
Pernicious — 30. Anaemia of Pregnancy — 36, Anaemia, Sickle-cell — 86. 
Haemophilia — 208. Hodgkin’s Disease — 280, Lipoid Metabolism, Diseases 
of — 282. Polycytlicemia Vera — 865. Purpura Hmmorrliagiea — 884. 

IVOR J. DAVIES, M.D., F.R.C.P., Honorary Physician, Royal Infirmary, 
Cardiff : Visiting Physician, Ministry of Pensions Hospital, Rookwood, 
Llandaff ; Examiner in Medicine, Conjoint Board, and late Associate 
Examiner in Medicine, University of London. 

(Dietetics, Pharmacology and Therapeutics , and Pyelocystilis .) 

Dietetics — 146. Pharmacology and Therapeutics — 847. Pyelocystitis — 8S4. 
Vitamins— 521. 

HENRY DEVINE, O.B.E., M.D., F R.C.P., Medical Superintendent, Holloway 
Sanatorium, Virginia Water, Surrey ; Lecturer on Psychology, Maudsley 
Hospital. (Mental Diseases and Psychological Medicine.) 

Alcohol and Drug Addiction — 17. Anorexia Nervosa — 49. Drunkenness, 
Tests for — 154. Insanity, Sudden — 286. Mental Disorders in Twins — 802. 
Psychotherapy — 877. 

SIR STEWART DUKE-ELDER, M.A., D.Sc., Pu.D., M.D., F.R.C.S., Oph-' 
thalmic Surgeon and Lecturer in Ophthalmology, St. George’s Hospital ; 
Surgeon and Physiotherapist, Royal London Ophthalmic Hospital. 

( Eye Diseases.) 

Cataract — -112. Conjunctiva, Diseases of — 132. Myopia — 311. Optic Nerve, 
Diseases of- — 331. Retina, Detachment of — 401. Vitreous Haemorrhages, 
Recurrent (Bales 5 Disease) — 580. 

A. TUDOR EDWARDS, M.A., M.D., M.Chir. Camb., F.R.C.S., Senior Surgeon 
in Charge of Out-patients and Joint Lecturer in Surgery, Westminster 
Hospital ; Surgeon, Brampton Hospital for Diseases of the Chest, etc. ; 
Examiner in Surgery, University of Cambridge. ( Thoracic Surgery.) 

Bronchiectasis : Surgical Treatment — 97. Lung, Abscess of — 283. Lung, 
Carcinoma of — 2S4. Lung, Injuries of — 2S5. Tuberculosis, Pulmonary, : 
Surgical Treatment — 496. 

JOHN FRASER, M.C. S M.D., F.R.C.S.E , Honorary Surgeon to H.M. the King 
in Scotland ; Regius Professor of Clinical Surgery, University of Edinburgh ; 
Consulting Surgeon, Royal Hospital for Sick Children, Edinburgh ; Surgeon, 
Royal Infirmary, Edinburgh. ( Surgical Diseases of Children.) 

Empyema in Children — 164. Hare-lip and Cleft Palate — 211. Intestinal 
Occlusion, Congenital — 244. Intussusception — 252. Meckel’s Diverticulum 
— 29 S. Osteomyelitis In Children — 833. Peritonitis, Pneumococcal and 
Streptococcal, In Children — 846. Pylorus and Duodenum, Congenital Stenosis 
of — 386. Testis and Appendages, Surgery of — 475. Urinary Tract Surgery 
in Children — 514. 


J. F. GASKELL, M.A., M.D., F.R.C.P., D.F.H., Honorary Physician, Adden- 
brooke’s Hospital, Cambridge. ( Diseases of the Respiratory Tract.) 

Asthma and Hay Fever — 71. Bronchiectasis — 96. Lung, Abscess of — 283. 
Lung, Carcinoma of— 284. Lung, Massive Collapse of — 285. Lung, Physical 
Signs In — 285. Pneumonia — 359. Pneumonokoniosis — 361. Tuberculosis, 
Pulmonary — 498. 
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A. G. GIBSON, M.A., M.D., B.Sc., F.R.C.P., Reader in Morbid Anatomy, 
University of Oxford ; Examiner In Medicine, University of Liverpool and 
for the Conjoint Board of the Royal Colleges ; Honorary Physician 
and Honorary Pathologist, Radelifie Infirmary and County Hospital, 
Oxford. { Diseases of the Heart and Blood-vessels .) 

Arrhythmias — 64. Coronary Artery Disease — 135. Electrocardiography- — 
161. Heart Disease — 217. Heart Disease, Congenital — 222. Heart Failure 
—-223. Heart, Influence of Chest Deformities on Action of — 225. Heart, 
Senile — 225. Pericardium, Affections of — 343. Syphilis of the Heart and 
Arteries — 466. Thrombo- angiitis Obliterans — ISO. 


A. M. H. GRAY, C.B.E., M.D., F.R.C.P., F.R.C.S., Physician in Charge, Skin 
and Venereal Diseases Departments, University College Hospital ; Physician, 
Diseases of Skin, Hospital for Sick Children, Great Ormond Street ; Dean, 
and Lecturer in Dermatology and Syphilology, University College Hospital 
Medical School ; Lecturer, London School of Dermatology. 

(Skin Diseases .) 

Cosmetics — -137, Dermatitis Medicamentosa — 141. Dermatitis Venenata — 
142. Ichthyosis — 232. Lupus Erythematosus — 286. Pemphigus — 342. 
Psoriasis— 376. Rosacea — 416. Skin, Fungous Affections of— 427. Skin, 
New Growths of — 430. Skin, Pyogenic Infections of — 432. Skin, Tuber- 
culosis of — 434. 


ERNEST W. HEY GROVES, M.S., M.D., D.Sc., F.R.C.S., Emeritus Professor 
of Surgery, University of Bristol ; Consulting Orthopaedic Surgeon, South- 
mead Hospital, Bristol ; Consulting Surgeon, Bristol General Hospital ; 
Member of the Court of Examiners, late Vice-President, Royal College of 
Surgeons, England. ( Surgery of the Bones and Joints.) 

Bone Tumours — 93. Bone- grafting for Large Tibia! Defects — 93. Bones 
and Joints : Treatment of Infective Conditions by Drugs or Bacterial Agents 
— 94. Deformities— 140. Fractures and Dislocations — 181. Joints, Surgery 
of — 256. Osteitis Deformans — 333. Osteoporosis, Traumatic — 334. Spine, 
Affections of — 438. 


L. W. HARRISON, D.S.O., M.B., Ch.B. Glasg., F.R.C.P.E., Brevet-Col. 
R.A.M.C., and King’s Honorary Physician (Ret.) ; Technical Adviser on 
Venereal Diseases, Ministry of Health ; Lecturer in Venereal Diseases and 
Director of Venereal Diseases Department, St. Thomas’s Hospital. 

( Venereal Diseases . ) 

Chancroid — 124. Gonorrhoea — 203. Lymphogranuloma Inguinale — 287. 

Syphilis— 460. 


BERNARD HART, M.D., F.R.C.P., Physician in Psychological Medicine, 
University College Hospital and National Hospital, Queen ' Square ; 
Lecturer on Mental Diseases, University College Hospital Medical School ; 
Lecturer, Maudsley Hospital. (Insomnia.) 

Insomnia and the Us© of Hypnotic Drugs— 238. 


ROBERT HUTCHISON, M.D., F.R.C.P., Physician, London Hospital ; 
Physician, Hospital for Sick Children, Great Ormond Street, London. 

0 Gastrointestinal Disorders. ) 

Cholecystitis — 126. Colon, Melanosis of — 131. Gall-bladder, Functional 
Disorders of — 189. Gastric and Duodenal Ulcer — 194. Gastritis— 202. 
Hmmatemesis — 207. Halitosis — 208. Hiccup — 229. Jaundice, Obstructive 
— 254. Leather- bottle Stomach — 280. 
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GEOFFREY JEFFERSON, M.S., F.R.C.S., Honorary Neurological Surgeon, 
Manchester Royal Infirmary ; Honorary Surgeon, Salford Royal Hospital 
and National Hospital, Queen Square, London ; Lecturer in Applied 
Anatomy ( Neurological}, University of Manchester. 

(Surgery of the Nervous System.) 
Apoplexy, Cerebral : Surgery of — 5$. Brain, Abscess of — 95. Cerebral 
Tumours' — 120. Facial Paralysis : Surgical Treatment — 174. Neuralgia, 
Trigeminal — 824. Pituitary Body, Surgery of — 858. Sympathetic Nervous 
System, ■ Surgery of — 458, Vertigo : Operative Treatment of Meniere’s 
Disease — 520. 

E. KAYE LE FLEMING, M.A., M.D., Direct Representative, General Medical 
Council ; Chairman of the Representative Body, British Medical Associ- 
ation ; late Chairman of Conference of Local Medical Panel Committees, 
etc. (National Health Insurance Practice .) 

National Health Insurance Practice — 817. 

J. P. LOCKHART-MUMMERY, M.A., M.B., R.Ch., F.R.C.S., Senior 
Surgeon, St. Mark's Hospital ; Consulting Surgeon, Queen’s Hospital for 
Children, Hackney. ( Rectal Surgery.) 

A no-rectal Tuberculosis — 48. Anus, Epithelioma of — 50. Anus, Fistula of 
— 52. Coccygeal Sinus — 180. Rectal Incontinence — 302. Rectum, Cancer 
of — 302. Rectum. Cavernous Angioma of — 305. Rectum, Prolapse of — 305. 

REGINALD MILLER, M.D., F.R.C.P., Senior Physician, Paddington Green 
Children’s Hospital ; Physician, St. Mary’s Hospital ; Lecturer in 
Children's Diseases, St. Mary’s Hospital Medical School. 

(Medical Diseases of Children.) 

Anaemia In Childhood — 28. Bronchiectasis, Atelectatic, in Children — 90. 
Diarrhoea, Acute, and Vomiting in Infants — 147. Dysentery In Children— 
160. Epitssberculosis — 171. Patent Ductus Arteriosus — 339. Premature 
Infants — 866. Pyuria in Children, Ivetogenic Diet in — 888. Renal Rickets 
from Acquired Nephritis — 101. 

GEOFFREY E. OATES, M.D., M.R.C.P., D.P.H., Barrister-at-Law ; Medical 
Officer of Health for the Metropolitan Borough of Paddington. 

(Public Health and Forensic Medicine.) 
Foods and the Public Health. — 177, Infra-red Rays and Personal Comfort 
— 234. Pharmacy and Poisons Act, 1933 — 853. Toxicology — 4S5. Tuber- 
culosis, Avian,, in Man — -493. 

SIR LEONARD ROGERS, K.C.S.I., C.I.E., M.D., F.R.C.P., F.R.F.P. & S. 
Glasg., F.R.C.S., F.R.S., Major-Gen. I.M.S. (Ret.), Physician to the 
London Hospital for Tropical Diseases ; President of the Royal Society 
of Tropical Medicine and Hygiene ; late Professor of Pathology, Medical 
College, Calcutta. (Tropical Diseases.) 

Amceblasls— -21. Ankylostomiasis — 48. Bubo, Climatic, and Inguinal 

Granuloma — 101. Cholera — 126. Dysentery, Bacillary — 159. Filariasis — 
175. Guinea-worm Disease — 206. Kala-azar — 265. Leprosy — 280. Malaria 
— 290. Oriental Sore — 332. Pellagra — 341. Plague — 359. Schistosomiasis 
— 123. Snake Poisoning — 487. Trypanosomiasis — 491. Typhus, Tropical — 
565. Yaws— 546. Yellow Fever — 547. 

JOHN D. ROLLESTON, M.A., M.D. Oxon., F.R.C.P., Medical Superintendent, 
Western Fever Hospital, London. (Acute Infectious Diseases .} 

Cerebrospinal Fever— 123. Chicken-pox — 124, Diphtheria— 151. Enceph- 
alitis, Epidemic — 166. Erysipelas — 172. Erythema Infect! osum — 178. 

Erythema Nodosum — 178. Influenza — 232. Jaundice, Spiroehaetal — 255. 
Measles — 296. Mumps — 309. Paratyphoid Fevers— 33S. Rubella — 416. 
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mucosa . . . . . . . . . . 314 

— stagnation in crowded rooms . . . . 234 

— in treatment of tbrombo-angiitis obliterans 87 

Heated cow’s milk, nutritive value . . . . 525 

Hebaralsodium, a new barbituritic compound 553 
Heel supports for examination couch (Fig. 

147) 572 

Heels, painful . . . . . . . . . . 140 

Heliotherapy in cervical tuberculosis . . 498 

— laryngeal tuberculosis 279 

— rickets . . . . . . . . . . 528 

Hemicolectomy in tuberculoma and cancer 

of CBecuin 131 

Hemiplegia (see also Apoplexy) 

— following measles 297 

— small-pox complicated by . . . . 436 

Hemipyonephrosis (Figs. 100, 101) . . . . 516 

Hemoprotein for non-specific protein therapy 553 
Henle-Coenen test, mechanism of (Fig. 26) 90 

Hepamult, a new liver extract . . . . 553 

Hepatex in pernicious anaemia . . ... 454 

Hepatic (see also Liver) 

— artery, accidental ligature of . . . , 188 

— and common ducts, stones in . . . . 186 

Hereditary multiple telangiectases . . . . . 226 
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Hernia 2: 

. — diaphragmatic, with secondary anaemia. . : 

— femoral . . .. . . . . .. 2: 

— inguinal, methods ' of operation (Figs. 

5.3-55, Plates XXIX, XXX). . . . 2: 

prevention of scrotal haematoma (Pig. 

54) 2: 

recurrence after Bassini operation , * 2: 

— injection treatment . . . . . . 2: 

Heroin pills, smoking of .. . . .. i 

Herpes zoster, facial paralysis and . . . . 1 

Hexamine and air injections in meningitis . . 2! 

— in cholecystitis ... . . . 126, I 

— disorders of central nervous system . . 1 

— meningitis . . 3 

— pyelitis of pregnancy 5 

— as urinary antiseptic . . . . . . 5 

Hexuronic acid, vitamin G and . . . . 5 

Hexylresorcinol as an anthelmintic. . 

Hey Groves’s (E. W.) bed for spinal injuries 4 

Hiccup 2 

Hip-joint, ankylosis of, arthroplasty for (Figs. 

65—63) « • . . .. ..2 

— Charcot’s (Plate LXIT) . . . . . . i 

— tuberculosis of ( Plates XXXII, XXXIII ) 5 

Hodgkin’s disease . , . . . . . . f 

bone changes in . , . . . . i 

Hogastrin in anaemia . . I 

Hog’s stomach in pernicious antenna . . <5 
Hohman’s operation in tennis elbow (Pig. 64) i 

Holten’s renal efficiency test 1 

Hookworm disease 

Hormones, sex (Pig. 78) < 

Horse’s liver in pernicious anaemia . . 
Horseshoe kidney (Plate XXXIV) .. .. I 

Hour-glass stomach ! 

Humerus, fractures of neck (Pigs. 40, 41) . . i 

Hunner’s ulcer 

Huntington’s chorea 128, ! 

Hydatid cyst of liver . . . . . . . . ! 

thorax . . i 

— of Morgagni, torsion of ■ 

Hydrocele j 

Hydrocephalus and migraine ; 

— simulating pituitary tumour . . . . ; 

Hydrochloric acid in atonic distension of 

gall-bladder . . . . » . . . 

gastric disorders with subacute com- 
bined degeneration . . . . ■ 

prior to operation for gastric cancer. . 

Hydrogen peroxide in gas gangrene . . . . 

Hydropathic establishments . . . . 

Hydroquinine sulphate in malaria . . 
Hydroquinone to prevent decomposition of 
ether 

Hyoscine in insomnia . . 

Hyoseyamus in tetanus . . . . . . 

Hyperchromic deficiency anaemias . . 

Hyperinsulinism 230, 

Hyperpiesis (see Blood-pressure, High) 

Hypemephromata 

Hyperparathyroidism, bone diseases and 

(Plate LIX ) 337, 

Hyperpiesis, heart in . . 

Hyperpituitarism 

Hypersensitiveness (see Allergy ; Dermatitis) 
Hypertensive cerebral attacks 
Hyperthyroidism (see also Goitre) . . 

— cardiovascular features 

— fluorides in 

— glycosuria and 

— radiotherapy in . . 

— thyroidectomy in ... . . 482, 

Hypnosis and auto-suggestion as therapeutic 

measures . , 

Hypnotic drugs (see also Insomnia) 

— products 

— vaiitone elixir as ... 

Hypochromic antenna of pregnancy. . 

— deficiency anaemias . . 


Hypodermic needles, leak-proof (Fig. 163). . 

— syringe spirit-proof container (Fig. 148) 
Hypodermolithiasis 

Hypoferrisin 

Hypogastric nerve, anatomy of 

— — resection of { Plate LI I) 

in paresis of bladder (Fig. 20) . . 

Hypoglycaemia (see also Diabetes Meilitus) 

230 , 

— due to ether anaesthesia 

Hypoparathyroidism 
Hypopituitarism, obesity and 
Hypoplasia of pancreas, hypoglycaemia in . . 
Hypospadiasis . . . . . . 

Hypothyroidism 

■ — bone changes in (Plates LXIII , LXIV) 
Hypoionus in chorea 
: Hypovitaminosis A 
Hysterectomy, injuries to ureter during 

— in myomata of uterus . . 

! Hysterical chorea 

— insomnia 


I CE-BAG to carotid sinus in auricular 

fibrillation 

— increase tissue immunity in sinus mucosa 
Iced water lavage in hsematemesis . . 
Ichthyol in pemphigus 

— sycosis barboe 

Ichthyosis, magnesia internally and externally 


Icing-sugar intestine (Plate XLI ) . . . . : 

Icteric index in cerebral Hemorrhage 
Icterus (see also Jaundice) 

— gravis, erythroblastosis neonatorm with 
Idiopathic hypochromic anaemia 
Ignipuncfcure in detachment of retina 

401, 403, - 

Ileoeaecal spasm, right iliac pain due to 
Ileo-colostomy in cancer of colon . . 131, : 

neo-ileostomy and -colostomy . . . . . 

Ileostomy in ulcerative colitis 
Ileo-vaginal fistula, post-radiation . . 

Ileus, duodenal 

— paralytic, treatment . . . . . . 

Iliac fossa, right, pain in 

— vessels, embolism of . . 

Immetal injections in osteo-arfchritis (Flute 

XI) * .. .. 

Immunotherapy, recent developments in . . 

Impetigo contagiosa 

Implantation of ureters (see Transplantation 
of Ureters) 

Incontinence, rectal 

— of urine (Fig. 19) 

Inebriates (see Drunkenness) 

I nfant ile paralysis (see Poliomyelitis, Acute) 

Infantilism . . 

Infants (see also Children) 

Infants, acute diarrhoea and vomiting in 
— ■ antenna in (see Anaemia in Childhood) . 
— ferrolac in 

— asphyxia neonatorum, causes 

— : Drinker respirator for (Plate 

XXXVIII) 

— blood of, coagulation and bleeding time of 
transfusion in (Figs. 24, 25) . . 

— . dysentery in . , 

— erysipelas in 

— haemorrhages in newborn 

. — kala-azar in. . . .... 

— ophthalmia in 

— premature (see Premature Infants) 

— vaccination in . . . . ... 

Infarction of kidney .. .. . « 

Infarction, mesenteric 

Influenza . . ' 

— bacteriology 
: — blood in 

F A 
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Influenza, epidemic-logy 232 : 

— psychotic symptoms ^ 237 i 

. — typhoid fever diagnosed as . . . - 502 j 

Dhluenzal meningitis . . . . . . . . 233 ; 

Infra-red rays and personal comfort » . . . 234 ; 

Inguinal granuloma . . . .. 101,283 ■ 


Inguinal hernia (see Hernia) 

Injury {see Trauma) 

Innominate artery, ligation of. In subclavian 

aneurysm * . . . , . . . . 92 : 

Insanity,, sudden 236 ; 

Insecticides, fluoride poisoning from . . 489 j 

— nicotine poisoning from , . . . . . 486 j 

Insomnia , . " 238 ; 

• — anxiety and pre-occupation causing . . 239 ; 

— barbitone group of drugs la . . . . 241 ; 

— bromides and chloral i n .. .. .. 241 ; 

— general principles of treatment . . .. 242 ! 

— habit and 240 ; 

— hebarai sodium in . . . . . . . . 553 i 

— hypnotic drugs in . . . . . . . . 240 I 

— . — ™ dangers of . . . . . . . . 241 ! 

— hysterical . . . . . . . . . . 240 ; 

— nightmare causing . . . . . . 240 ! 

— paraldehyde in . . . . . . . . 241 i 

— physical diseases causing 239 ; 

— psychological causes . , . . . . 239 

— vaiitone elixir in . . . . . . . . 557 i 

Institutions certified under Mental Defi- 
ciency Act, 1913 . . .. . . 610 ; 

— • for inebriates . . .. . . . . 614 \ 

— • mental disease . . 603 j 

— nurses . . 619 ; 

— special care and treatment . . . . 619 j 

Instrument case, new pattern (Fig. 149) . . 573 > 

— tray, Improved type (Fig. 150) .. .. 573 | 

Insulin allergy . . . . . . . . 144 

— in anorexia nervosa . . . . . . 50 

— diabetes . , . . . . . . . . 144 

— • — prior to operation . . . . , . 73 

— in diabetic gangrene . . . . . . 192 

— and glucose in congestive heart disease. . 224 

— hyporiusulinism . . . . . . , . 230 

— for toxic symptoms alter ether anaesthesia 39 

— in treatment of morphinism . . . . 20 

Insurance practice (see National Health 

Insurance) 

In terclinoid ossification, migraine and . . 306 

Ixiterrenalln in Addison’s disease . . . . 14 

Intestinal anastomosis {Figs. 57, 58} . . 249 

Intestinal drainage in, cases of obstruction , . . 243 
• — flora in psoriasis .. .. .. .. 376 

— obstruction, acute mechanical . . . . 246 

— •— anaesthesia and . . . . . . 40 

diagnosis . . . . . . . . 244 

Intestinal obstruction, drainage in . . . . 243 ! 

— — statistics . . . , . . . . 246 , 

Intestinal occlusion, congenital . . . . 244 I 

— perforation in typhoid . . , . . . 501 j 

Intestine (see also Colon, etc.) 

- — icing-sugar (Piute AT/) .. .. 346 j 

— small, tumours of ... .. .. .. 248 j 

— ureter implanted Into ( Flute s IT, A 17 ) 

5 11, 512 j 

Intestines, lymphosarcoma of , . ... 452 j 

« — non-specific granuloma of. . .. .. 250 ] 

— short-circuiting operations on . . 248, 251 j 

Intestines, surgical diseases of . . . . 244 ■ 

— statistics 246 : 

— volvulus of . . . , . . . . 248 ■ 


Intoxication (see Drunkenness) 

Intracranial aneurysm (see Aneurysms, 

Cerebral) 

division of Yfflth nerve in Meniere’s 


disease ... 520 

- — hemorrhage (see Mm Aneurysms, Cere- 
bral j Apoplexy) ■ 

— ' — in newborn *. . » .. ..327 

Intaeranial pressure, increased . . . . 251 

Intrathecal air injections in meningitis . . 299 
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Intravenous (see also Glucose, Saline, etc.) 

— urography . . . . . . . . . . 514 

Intussusception 252 

— barium enema in (Fig. 59) . . . . 252 

- — recurrence in . . . . . . . . 253 

Iodides in retrobulbar neuritis . . , . 331 

Iodine, colonic washes with, in pellagra . . 342 

— content of blood in hyperthyroidism . . 481 

— in Graves’ disease . / . . . . . . 484 

— mill: in actinomycosis , . . . . . 14 

— nicotine poisoning . . . . . . 486 

— preparation (immetal) in osteo-arthritis 

(Plate AT) . . . . . . . . 94 

— to prevent renal complications in scarlet 

fever . . . . 270 

— in streptococcal meningitis . . . . 453 

Iodoehlorhydroxyquinodme in aincebiasis . . 22 

Iodoform gauze packing in liver abscess . . 282 

Iopax In intravenous urography . . . . 516 

Iridectomy for cataract . . . . 113, 114 

Iridotomy forceps (Fig. 128) . . . . 567 

Iris, anaesthesia of, in cataract operation . . 113 

Iron and ammonium citrate in antenna 25, 29 

— in anaemia . , 29, 454 

— — of cceliac disease . . . . . . 25 

— and arsenic in boils . . . . . . 433 

— in cardiac complications of ankylostomiasis 48 

Iron-arsenic-strychnine compound G.L. . . 553 

Irradex, pharmacology . . . , . . 553 

Isoalkalin in neuritis of lateral femoral nerve 326 
Ito-Reenestierna reaction in chancroid . . 288 


J AKSOH ! S(von) amemia .. .. 27 

Janeway gastrostomy (Plate XL VII F) 452 

Jaundice, acholuric family 27 

addisin in . . 34 

splenectomy in 443 

— arsenical 466 

Jaundice, catarrhal, surgical treatment . . . 253 

— differential diagnosis . . . . . . 254 

— latent, after operation . . . . . . 40 

— pre-operative treatment 185 

Jaundice, spiroehaeta! 255 

Jaundice, obstructive .254 

* resection of bile-ducts for . . . . 189 

Jejunostomy in gastric ulcer ( Plate XX TUP) 200 
— tumours of small intestine . . . . 249 

Jianu gastrostomy (Plate XLIX) .. . . 452 

J bints (see also Bones and Joints ; Rheumatic 
Disorders, Chronic ; and under various 
Joints) 

— Charcot’s . . . . . . . . . . 409 


K ALA-AZAR 2 65 

— cutaneous . . . . . . . . 332 

Kaufman syringe for glucose-saline trans- 
fusion in infants (Figs. 24, 25) . . 85 

Kehrer’s sign in subarachnoid haemorrhage . . 4.6 

Keratosis, magnesia in 232 

Ketogcnie diet in pyelocystitis . . . . 384 

Ketogenie diet in pyuria of children . . . . 388 

urinary infections . . , . . . 514 

Ketogemc-dehydration regime in epilepsy . . 170 

Kidney ( see also Renal) 

— capsule knife (Fig. 151) 573 

— congenital cystic 268 

— horseshoe (Plate XXXI V) .. .. 268 

— infarction of . . 272 

— influence of magnesium sulphate on . . 400 

— injuries of, pyelography in . . . . 271 

— malignant tumours of (Fig. 69) . . . . 267 

— peri-renallipomata .. .. .. 268 

Kidney, surgery of 267 

hazards . . . , . . . . . . 272 

nephropexy by means of fascial 

hammock (Fig. 70) . . . . 271 

— — nephrostomy (Fig. 71) .. .. 271 

pyelovenous backflow and . . . . 269 
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Kidney, tuberculosis of 269 j 

Klapp’s osteotomy {Plates ATT- ATT) .. 140 ■ 

Knee, ankylosis of, arthroplasty for ^ r •* 265 j 

— hyperextension of, paralytic (Plate X VII) 140 j 

— pneumoradio, graphy of 535 i 

— tuberculosis of . . 262 ! 

Knee-jerks in chorea 12S , 

— drunkenness . . . . . . . . 157 : 

Knives with detachable blades (Fig i. 152) . . 573 j 

Knutsson’s penile clamp for use in urethro- 
graphy (Fig. 99) 511 | 

Kohler’s disease . . . . . . . - 534 ! 

Kondoleon operation in elephantiasis . . 164 j 

‘ Koremher poisoning by 428 j 

Kubie’s forced spinal drainage in nervous- j 

system infections . . . . . ■ 119 | 

KLimmelFs disease 43S 

Kurehi in amoebiasis 22 


L ABOUR, causes and treatment of 

asphyxia neonatorum . . . . 326 

Labour, influence of age upon .. .. 273 

Labyrinthotomy in meningitis . . . . 29S 

Laminectomy for pain in prostatic cancer . . 376 

Lamps, examination (Fig. 120) . . . . 564 

Larocain as local anaesthetic 44 

Laryngeal nerve, recurrent, paralysis of . - 396 

— significance . , . . - . 485 

Laryngocele (. Plates XX AT’, XXXVI , Fig. 72) 275 
Laryngology, local anaesthesia in (see Anaes- 
thesia, Local) 

Larynx, tuberculous disease of . . . . 276 

artificial sunlight treatment . . 279 

blocking of pharyngeal nerve plexus 

in . . . . 277 

diagnosis . . . . . . . . 276 

galvano-cautery in . . . . 278 

gargling 'Kith bicarbonate of soda 

. for pain in . . . . . . 278 

gold salts in . . . . . . 27S 

ultra-violet rays in . . . . 279 

Laxative, enteromuci.no 'as a .. .. 550 

* — Lixen pastilles as a . . . . . . 553 

Lead poisoning , . . . . . . . 488 

— — "from cold cream 137 

— treatment of mumps . . . . . . 310 

Leather-bottle stomach 280 

Lederer, acute haemolytic anaemia of 23, 26 
Leg, artificial, improved pattern (Fig. 104) 558 

Leg, ulcer of chronic . . . . . . - . 506 

Leishmaniasis 205 

— dermal . . . . . , , . . . 332 

Lemonade, antimony poisoning and . . . . 489 

— remo val by diathermy in cataract . . 116 

Lens expressor or hook (Fig. 153) . . . . 574 

Leprosy 280 

Leucocyte count after vaccination . . . . 519 

Leucocytic reactions in. measles . . . . 297 

Leiieoplakia, oral, ultra-violet rays in . . 279 

Leukaemia, X-ray therapy in 542 

Levurides . . . . 430 


Ligation of artery and vein in gangrene 

(Fig. 26) 89 

— - hepatic artery, accidental . . , . 188 

— and resection of middle meningeal artery 

in migraine . . 308 

— of splenic artery in purpura hsemorrhagica 384 

splenic auminia . , . , . , 445 

— in subclavian aneurysm ... . . . . 92 

— of vas deferens . . , . . . , , 473 

Ligature scissors (Fig. 154) 574 

Ligatures, electrohsemostasis in place of . 

(Plate LI) .. . . . . . . 456 

Light treatment in laryngeal tuberculosis . . 279 

Lime water in fluorosis 4S3 

lingual thyroid >185 

Linitis piastica . . 280 

Up, boils and .carbuncle of . , ... . . ill 

— cancer of (Fig. 73) 309 


PAGE 

Lip, cancer of, electro-coagulation and 

irradiation in 431 

radium therapy in 106 

Lipaemia in diabetes . . 144 

Lipiodol in asthma and hay fever .. .. 72 

— radiography of chest " 537 

Lipoid metabolism, diseases of . . . . 282 

— nephrosis, diet in 400 

Lipomata, peri-renal . . 268 

Lipstick, dangers of . . . . . . . . 137 

Lithiasis (see Calculi) 

Liver, abscess . , . . . . . . . , 282 

— acute yellow atrophy of 254 

— cancer of . . . . 254 

— cirrhosis of, bilharzial 423 

einehophen causing 490 

— diseases of, hypoglycsemia in . . , . 231 

macrocytic anaemia with . . . . 35 

migraine and . . 306 

X-ray diagnosis with thorotrast . . 540 

— extract B.D.H. . . . . . . . . 553 

hepamult 553 

— hydatid cyst of . . . . .... 282 

— rupture of . , 282 

Liver, surgical diseases of 282 

— therapy in pernicious ancemia (see Anasmia, 

Pernicious) 

Lixen pastilles as laxative 553 

Lobectomy in bronchiectasis 98 

— tourniquet (Fig. 155) 574 

Lobeline in cocaine poisoning . . . . 4.4 

Longitudinal sinus, superior, glucose-saline 

transfusion in infants via (Figs. 24, 25) 84 

Loose sacro-iliac joint . ' 64 

Lorain’s infantilism . . . . . , . . 350 

Lugol’s solution in Graves’ disease . . . . 484 

Lumbar puncture in convulsive unemia . . 399 

hypertensive cerebral attacks . . 57 

influenzal meningitis 234 

meningitis . . 299 

raptured cerebral aneurysm . , . . 47 

— and sciatic pain . , 535 

— sympathectomy in tlirombo-angiitis 

obliterans ” .. .. .. 87, 480 

— vertebra, angioma of ( Plate IX VHP) . . 534 

Lumbosacral spine, deformity of, with 

sciatica (Figs. SI, 82) . . “ .. .. 441 

Luminal in cocaine poisoning . . . . 47 

— epilepsy . . . . . . . . . . 170' 

— hypertensive cerebral attacks . . . . 57 

— * migraine . . 308 

— ‘periodic syndrome * of children. . . . 307 

— status epilepticus . . 169 

Luminous paint, poisoning by . . 351, 485 

Lung, abscess of . . . . . . 283 

Lung, carcinoma of 2 84 

. — collapse of, bronchiectasis and ( Plates 

XII , XIII ) 96 

epituberculosis and (Plate XXL) . . 171 

massive . . . . . . . . 285 

post-operative . . . . 100, 372 

— complications in measles . . . . 296 

post-operative . , . . 40, 372 

bronchoscopie observations on . . 99 

oxygen and 350 

— effect of radiation on . , . . . . Ill 

— examination by broncho-spirometry . . 99 

Lung, Injuries of . . . * . / ... 285 

Lung, physical signs in 285 

Lupus erythematosus (Plate XXX VII ) . . 2E6 

acute . . . . . . . . . . 287 

bismurung in . . . . . . . . 549 

Lupus vulgaris . . . , . . . . 434 

— X-ray therapy of, sarcoma following . . 431 

Luvs’ method of examining seminal vesicles 

(Fig. 96) . . 474 

Lymphadenoma 230 

— bone changes in . . . . ... . . 535' 

Lymphatics of neek, malignant .. .. 106 

Lymphatics of neck, tuberculosis of . . . . 498 
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Lymphocyte-monocyte index In phthisis .. 4GB Melanosis of colon . . . . . . ..131 

Lymphogranuloma inguinale., .. idl, 287 Meniere’s disease, operative treatment .. 520 

Lyrophopat-fciea venereum 289 : Meningeal artery, middle, ligation and resee- 

Lymphosareoma of stomach and intestines. . 45*2 ; tion of, in migraine 308 

| — hemorrhage following scarlet fever . . 421 

Meningiomas, cerebral . . . . . . 120 

M AGHOCYTIU aua-mia in association ; Meningitis (see also Cerebrospinal Fever) 

with other diseases . . . . 35 — chemotherapy of . . 300 

— • — of pregnancy . . . . . , . . 36 ; — chicken-pox simulating . . . . . . 125 

Maero-genito-somia (Fig. 76 j 425 , Meningitis, "diffuse suppurative, of nasal or 

lladdener’3 operation in gastric ulcer . . 197 , aural origin . . . . . . , . 298 

Magnesia in. ichthyosis ~ 232 ; I# diphtheritic, post-operative . . . . 300 

Magnesium sulphate in cholecystitis 120. 185 =' — forced spinal drainage in , . 119, 120 

— — gall-bladder stasis . ‘ . . . . .7 88 — hex-amine in 118 

— — Influence on kklnevs 400 • — influenzal 233 
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— • — per rectum in apoplexy 

Malaria 

— atebrln in . . 

— ehmoplasni in prophylaxis 

— clinical 

• — diagnosis of paratyphoid from 

— epidemiology and prophylaxis 

— older remedies 

— plasmochin in 

— quinine in , . 

— tebetren in . , 

— therapy in gonorrhoea 

— Weil’s disease with 
Mai descent of testis (Figs, 97, i>t 
Male sterility, vas deferens and (Fig. 

Malignant disease ! see Cancer ; San 
Malignant neutropenia 

— — addisin in 

— — pentnucleotide ii 
Malt and cod-liver oil in cervical tuberculosis 
Malta fever (see Undulant Fever) 

Mandibular nerve needle (Fig. 157) 

Manganese, colloidal, in psoriasis 

— hydroxide, colloidal, in boils 
— - in hypochromic anaemia . . 

Maple trees, workers of, asthma in 
Marble bones (Plate XX/ X) . . 

Marini te in pernicious anaemia 
Mask for rehalational anaesthesia (Fig. 3) 

Scinmnselbusch, improved (Fig'. 158) 

Massage in apoplexy 

Mastitis complicating typhoid lever . . 
Mastoidectomy, scarlet fever following 
Mastoid operation instruments (Figs, 159. 

160 ) 

Maternal mortality and morbidity 

— narcosis in etiology of asphyxia neonatorum 

Maternity homes . . 1 . . 

liaxillo-ethmoidal region, cancer of 
surgical and radiological treat- 
ment combined . . 

Measles 

adexolin in. 

appendicitis complicating ■ . . 

— , epidemiology 

— hemiplegia following 
■ — immunization against 

— leucocytic reactions in . , 

* — pulmonary lesions in 
■ — purpura complicating 

— tuberculosis in relation to 
Meat, cooked, enteric fever spread l<v 
Meafal ulcer in children 
Meckel’s diverticulum 
Median nerve Injuries 
Mediastinal effusion, epi tuberculosis and 
Medical institutions . . 

— and scientific periodicals . . ... 

— societies 
Medical and surgical appliances (Figs, 102-19: 
Medina! in chronic ulcer of leg 

— insomnia 
Mediterranean lever (see Undulant Fever) 
Megalerythensa epidemicum , . 

Melanoma, electro-coagulation in 
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— intrathecal air injections in . . . . 299 

— with mumps . . 310 

— optic nerve tuberculosis causing . . . . 332 

— pneumococcal, oral immunization against 300 

— — serum therapy in . . . . . . 300 

— from sphenoid sinus ■ . . . . 300 

— staphylococcal 450, 451 

— streptococcal . . . . . . . . 453 

Meningitis, tuberculous .. .. 124, 301 

allergine in . . . . . . . . 301 

— try tophan test m 301 

— — Weil’s disease with 256 

Meuuigo-hydrocep halus , forced spinal drain- 
age 'in 119 

Menopausal menorrhagia, radiotherapy in . . 389 

Menorrhagia, menopausal, radiotherapy in. . 389 

Menstrual migraine . . . . . . . . 307 

Mental anorexia 49 

— causes of insomnia . . . . . . 239 

deficiency, institutions for . . . . 610 ■ 

— diseases (see also Psychotherapy) 

injury and 235 

institutions for. . .. .. .. 603 

Mental disorders in twins 302 

— hospitals, .grading of patients in, as a 

therapeutic measure . . . . , . 380 

psychotherapeutic measures at . . 378 

Menthol in atonic distension of gall-bladder 191 
Meralgia paraesthetica (Fig. 74) . . . . 325 

Merck’s dextrose, chemical purity of . . 371 

Mercurochrome in halitosis . . . . . . 209 

— - pharmacology 348 

— in ringworm of feet 429 

— vulvo-vaginitis 205 

Mercury inunctions in syphilis . . . . 464 

— ointment, nmmoniated, in impetigo . . 432 

— — — ringworm of feet 428 

— perehioride with tannic acid in burns . . 104 

Mesenteric cysts 304 
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Myocardium, tuberculosis of. . .. .. 217 meningitis .. .. . . . . 123 
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vitamin A and 'AM 

Neuralgia, migrainous . . . . . . 303 
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— bladder tumours . . . . , . ... 81 

— .deafness . . . , . . . . . . 328 

— dermatitis . . . . 143 

— pneumonokoniosis . . . . . . 361 

— poisoning (see Poisoning) 

— therapy in schizophrenia . . . . . . 378 

(Edema, cerebral . . . . 57, 231, 399 

— of nephrosis, gum acacia In . . . . ’ 400 

— psoaS' muscle, iliac pain due to ..... 01 

(Esophagus, safety-pins In, instrument tor 

removing (Fig. Ill) . . . . . . 560 

■ — stenosis of, post-diphtheritic* .. .. 232 

CBstria 425 

— preparation, ‘ gyncestryl ’ . , . . 551 j 

dstmfonn, pharmacology 553 { 

Offlelal' and trade directory 623 | 

Oil-ether, rectal, administration of . . . . 38 | 

Ointments for acne rosacea . . . . . . 416 

— ringworm of feet . . ■ 42S 

01. iiienth. pip. in atonic distension of trail - 

bladder . . . . 191 

Old age, chicken-pox in , . . . . . 125 

— — " electrocardiography and . . . . 161 

Old age, heart In . . * 225 

OSS age, surgical operations in . , . . , 455 

Oleo-sanocrysin, pharmacology . . . . 354 

Oleothorax in bronchiectasis 7. .. .. 97 

— pulmonary tuberculosis 495 

Oliguria, saline injections in .. .. .. 417 

Olive oil in cholecystitis 126 

Omental torsion * 339 


PAGE 

; Omnadin injections in carbuncle .. . . 112 

; Onychia . . . . . . . . . . 211 

! Operation tables, new pattern (Fig. 1 64) .. 577 

i Ophthalmia neonatorum . . . . . . 132 

; Ophthalmic diathermy, apparatus for . . 577 

i Opium (see also Morphia) 

■ — in acute diarrhoea and vomiting of infants 148 

■ — addiction to tinct. camph. co 19 

! — in insomnia due to pain . . . . . . 239 

i Optic chiasm, glioma of . . . . . . 358 

Optic nerve, diseases of . . . . . . 331 

I — retrobulbar neuritis . . . . 331 

tuberculosis of, meningitis due to . . 332 

; Oral cancer (Fig. 73) 308 

i radium therapy in . . . . . . 106 

j — hygiene to prevent post-opera tire com- 
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— spondylitis deformans . . . . . . 412 

— tuberculous abscess of, calcified (Plate 

LX VII) .. ' 534 

— tumours of. X-ray aspect 535 

spirit, applications of, in boils . . . , 433 

8rih.it -r* roof container for hypodermic syringe 

‘(Fig. US) .. ..572 

Spiriius armoracise co. in atonic distension 

of gall-bladder 191 

Spnochceta pallida, life-cycle of .. .. 461 

Spirochetal jaundice . . 235 

8 pi roc Id in lupus erythematosus . . . . 287 

Spirometry ” . . 99 

Spirouine "in asthma 556 

Spleen, lesions of, X-ray diagnosis with 

thorotrasfe . . . . . . . . 540 

— radiotherapy over, In kala-azar . . , . 266 

rapture of, delayed hemorrhage in (Figs. 

85, 86) . . . . . . .. . . 444 

Spleen, surgery of 443 

Splenectomy, indications 443 

mode of approach (Fig. 1) . . . . 9 

— in purpura hffimorrbatrica 384, 444, 445 

— schistosomiasis . . . . . . , . 423 

— splenic anaemia 444, 445 

Splenic amemia 444, 445 

— artery, ligation of, in purpura Irnnor- 

rhagica 384 

— splenic anaemia 445 

— position of appendix 60 

Splint for Bennett’s fracture of thumb (Figs, 

1-8, 181) . . . . . . . . 75, 585 

— cradle, improved pattern (Fig. 117) , , 562 

— for hallux riddus (Fig. 145) . , . . 571 

— X- valgus (Fig. 146) ' 

— nasal (Fig. 162) 576 

— Porzett, for hare-lip (Figs. 44, 45) . . 212 

stretcher, for surgical tuberculosis (Fig. 

176) .. ' 582 

— for tennis elbow 263 

- testicles in epididymo-orehitis (Fig. 92) 468 
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| — traumatic ” 
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Stammering, explanation of 446 

— the nervous stammerer 443 

— schools of elocution . . . . . . 443 


— speed of speech 

— time required for cure 

— value of good tone 

— vocal tone , . 

— vowel drill 

— formation 

— the vowel stammerer 

Stamm-Kader technique in jejuuostomy 

(Plate XXVIII) 

Stannoxyl in osteomyelitis 

Staphylococcal bactericemia, bacteriophage 
'treatment 

— epididymitis 450, 

— epididymo-orehitis 

Staphylococcal infections 

— meningitis 450, 

— septicaemia 

Stasis of gall-bladder 

Status epilepticus, treatment 

— hemicranicus 

Steinach’s rejuvenation operations 
Stenosis, mitral 217, 

— — electrocardiogram in . . 

— of oesophagus, post-diphtheritic 
Stenosis of pylorus and duodenum, congenital 
Sterility, male, vas deferens arid (Fig, 95) . . 
Sterilization of catgut sutures 

Sterilizer, electric (Fig. 175) . . 

— forceps (Fig. 131) 

— recording gauge (Fig. 173j 

— for syringes, etc. (Fig. 174) 

Stibamine in kala-azar 

Stirrup, fracture (Fig. 138) 

Stitch-marking forceps (Fig. 132) 

Stomach (see also Gastric) 

— benign tumours of 

Stomach, cancer of 

— — in child 

gastric ulcer and 

surgery and radiotherapy combined 

in 

— influence of muscular work on move- 

ments of 

— leather-bottle 

— lymphosarcoma of 

— papilloma of 

Stomach, surgery of . . 

Stramonium injections in Parkinsonism 
Strangeways Collection in Museum of B.O.S., 

report on 

Streptococcal infections 

— meningitis 

Streptococcal and pneumococcal peritonitis 

in children (Fig. 75) 

— sore throat 

Streptococcus immunogen arthritis 

streptococcus singultus 

Stretcher splint in surgical tuberculosis 

(Fig. 176) 

‘ Stroke 1 (see Apoplexy) 

Strophanthin in auricular fibrillation 
Strychnine in apoplexy 

— nitrate in nicotine poisoning 

Subacute combined degeneration of cord 33, 
Subarachnoid haemorrhage, spontaneous . . 
Subcaecal position of appendix 

Subclavian aneurysm 

Subcutaneous tissues, effect of radiation on 

— whitlow 

Subcuticular whitlow 

Submucous ulcer of bladder 

Subphrenic abscess (Plate L ) 

Suction apparatus, silent (Fig. 177) 

— pumps (Fig. 178) 

— tube, abdominal (Fig. 105) 
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Sulphate of copper to reduce incidence of 

guinea-worm disease 206 

— magnesium (see Magnesium Sulphate) 

— zinc in sycosis barbie 433 

Sulphonal in insomnia . . . . , , 241 

Sulphur ointment in ringworm of scalp . ! 428 

Sunlight in cervical tuberculosis . . . . 498 

— laryngeal tuberculosis 279 

— in rickets . . . . , . , . . . 50$ 

Supernumerary testes 1 471 

— ureters * 509 

Supracondylar fractures ox elbow .. .. 183 

Suprapubic cystotomy, prevention of, pelvic 

cellulitis after . , . . . . . 81 

under local anaesthesia .. .. 80 

— drainage apparatus (Fig. 179).. .. 5S4 

— puncture, trocar for (Fig. 1S5) . , . . 5S7 

Suprarenals. hexuronic add a preparation of 528 

Supraspinatus tendon, rupture of . . . . 256 

Surgical and medical appliances (Figs. 102- 


Surgica! risks, bad . . 72 

Surgical technique 455 

elect roiiiemostasis ( Plate LI) . , 456 

electro-surgery in treatment of growths 455 

securing of patient’s hands during 

operation {Figs. 87, 88) .. , . 456 

— — sterilization of catgut sutures . . 456 

uses of rub tier from motor typrc inner 

tube (Figs. 3, 89-91) ‘ . 38, 457 

Sutures, catgut, sterilization ox .. . . 456 

— general utility 585 

Swimming baths, chlorinated water and , . 429 

Sycosis barbie 433 

Sydenham’s chorea (see Chorea) 

Sympathectomy, abdominal, in thrombo- 
angiitis obliterans . . . . . . 87 

— lumbar, iu thrombo-angiitis obliterans . . 480 

— peri-arterial, in traumatic osteoporosis 

(Plate XXXIX) 335 

— renal . . . . . . . . . . 270 

Sympathetic nervous system, surgery of . . 458 

resection of presaeral nerve 

(Fig. 20, Plate LIT) 78, 458 
Syncope iu heart-block . . , . . . 66 

— from paracentesis in ascites . . . . 70 

Synechia knife, anterior (Fig. 106) . . , . 55 

Syphilis . . . . . . ‘ 460 

— arsenic-resistance in . , , . . . 464 

— arsenobenzene in . . 462 

— bismuth in 463 

oxychloride in . . 549 

— calomel inunctions in . . . . , . 464 

— diabetes due to 148 

— electrocardiograms in 162 

Syphilis of heart and arteries 466 

— incidence 460 

— life-cycle of Spirochaeta pallida . . . , 461 

— neosalvaman in . . . . 461, 462, 468 

— pyriier in . . . . . . . . . . 462 

— rubyl in . . . . . . . . . . 555 

— toxic effects of treatment. . . . . . 465 

— typhoid fever and 502 

— vaccine therapy in. . .. . . .. 465 

— yaws and 546 

Syphilitic cerebral aneurysms . . , , 45 

— meningo-hydrocephalus, spinal drainage 

in , . . . 119 

— rheumatoid arthritis . . . . . . 408 

Syphiloma, ano-rectal . . . . 288, 289 

Syringe for aspiration in empyema (Fig. 80) 164 

— and container for blood transfusion (Figs. 

108, 109) .. 560 

— hypodermic, spirit-proof container for 

(Fig. 148) 572 

— for injection of haemorrhoids (Fig. 140) 570 

— Kaufman, for glucose-saline transfusion 

in infants (Figs. 24. 25) , . . . 85 

■--- for spinal zone anaesthesia (Platt /) . . 41 

— ‘ ultra ’ (Fig. 187) . . . . . 588 
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Tables, operation, new pattern (Fig. 164 ) 577 
Tachycardia, paroxysmal . . . / 05 

Taenia solium in etlolosrv oi epitoosv (Plate 

„ xx ) . • V. .. 16S 

Talipes, congenital (Plate XVII L Fig . 34) . . 141 
Tali naiax tannic at-id telly . . . , t 55G 

Tannic acid in bums I . . . . . . . X02 

- — outfit for (Fig. ISO) . . . . 585 

nicotine poisoning , . . . . . 4S6 

Tapeworm infection, epilepsy and ( Plate XX) 168 

‘ Tarantism. ' „ , , . ‘ , , . ' 127 

Tea in nicotine poisoning 486 

Tebetren in malaria . 293 

Teeth, vitamin D and 524 

Telangiectases due to radiation . . lift, in 

Telangiectases, hereditary multiple . . . . 226 

Tendon-sheaths oi hand, spread of infection to 210 
Tendons and nerves of hand, division of . . 209 
Tennis elbow (Fig. 64 ) . . . „ . . 203 

Teratoma oi testis . . . . . . , . 472 

Testicular inadequacy 425 

Testis, absence of (Fig. 94) . . .. .. 471 

Testis and ^ appendages,. surgery of (see also 

EpWidymo-orchitis) 467 

— examination of vesicnla? semiuales 

(Fig. 96) 474 

hydrocele . . 472 

— v* bteinacli’s rejuvenation, operations 473 

— __ — vas deferens and male 3 ten li tv 

(Fig. 95) * 473 

~™ loss of mobility in tuberculous epididvmo- 

orchitis . . . , . . 470 

- xnaMesceut of . . , . . . . . 474 

— malignant disease of (Plate LI V). . '. . 472 

— rams', extract of, in asthma .. .. 72 

— splint for, in epididyino-orclutis (Fig. 92) 468 

~ supernumerary . . 474 

— torsion of appendix of . . . , ’ * 475 

— tumour of (Fig. 78) 425 

— undescended, (Figs. 97, 9S) .. 471 475 

Tetanus .. . . ? 47S 

— antitoxin for gas gangrene . . , , 393 

Tetany, post-operative " 33S 

Thallium acetate In ringworm of scalp . . 4*27 

Theelin in haemophilia . . . . . . 208 

7— menstrual type of migraine . . • 308 

Theelol, on ovarian preparation .. . , 55c 

Therapeutics (see Pharmacology and Thera- 
peutics) 

Thiosulphate of calcium. In arsenical derma- 

' this, etc 466 

'Thoracic aorta, aneurysm of 4G7 

— surgery, closed endobronchial anesthesia 

in (Fig. 4) . . 39 

Thoracoplasty in bronchiectasis ] . 98 

— pulmonary tuberculosis . . . , 495, 496 

— - tuberculous empyema '497 

Thoracotomy, exploratory, in intratkorarie 

tumours . . . . . , . 284 

Thorax (see Chest) 

Xhorotrast in X-ray diagnosis . , . . 540 

Tferomlte-angiltls obliterans .. .. so, 48<i i 

— , — adrenalectomy in .. . * . . 45 I 

— non-specific protein therapy in 1 . 349 

ILr- >ml ' J-phiebitfe, saphenous, post-operative 373 

ihrombosis, coronary .. . , _ jgg 

oxygen m " ] ] 350 

— — prognosis . , , , . . ^ < 221 

— of vorfceay vein complicating multiple 

trephining . . , . . . _ 499 

Thumb, Bennett’s fracture of (Figs. lo-ls, lsi) 

74 585 

Thyroid gland, disorders of (see also Goitre ; 

Hyperthyroidism) .. . . ■ 48r> 

— hypothyroidism (Males LXIII, 

/XIV) .. ■ .. 483, 534 

""" ■ relationship to simple goitre . . 434 

“y — malignant disease of ... . * * 4gl 

Thyroid gland, surgery of . , . . ' ' pgy 
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Thyroid heart 218 

— lingual 485 

— medication in anseima of cretinism . . 26 

— — anorexia nervosa , . . . 49, 50 

boils . . . . . . . . . . 433 

migraine . . 308 

— — myxeedema . . 483 

— ‘ periodic syndrome ’ of children . . 307 

to prevent renal complications In 

scarlet fever 270 

in subacute combined degeneration . . 454 

whooping-cough . . . . . . 532 

Thyroidectomy in congestive heart failure 

and angina . . , . . . . . 224 

— hyperthyroidism 482. 484 

Thyrotoxic myocarditis . . * . , . . 484 

Thyroxin in acute colloid goitre . . . . 481 

Tibia, separation of posterior margin in 

’ Pott’s fracture 184 

Tiblal defects, large, bone-grafting for (Plates 

Fill- X) 93 

Tic douloureux . . 32 4 

Ticks in etiology of tropical typhus . . . . 505 

Tin (stannoxyl) in osteomyelitis . . .. 91 

Tinct- camph. co., addiction to . . , . 19 

Toilet powders, uses and dangers , . . . 137 

Tolysin, pharmacology 347 

Tongue, cancer of (Fig. 73) . , . . 308 

radium treatment 10C 

— choreic . . . . 128 

— in drunkenness 157 

Tonsil enucleation, sucking dissectors for 

(Fig. 182) 586 

— forceps and dissector (Fig. 133) . . . . 568 

— guillotine, haemostatic (Fig. 139) .. 570 

— haemostatic forceps (Fig. 135) . . . . 5 68 

— holding forceps (Fig. 136) . . . . 569 

— sutures 585 

Tonsillectomy, anaesthesia in 4u 

local, broken needles and . . . . 44. 

— _ facial paralysis following. . . . 44 

— diphtheria immunity and 154 

— fatalities due to novocain injections 

for . . . 45 

■ — pulmonary suppuration following .. loo 

— scarlet fever following .. . . .. 420 

Torsion of appendix testis 475 

— omentum 330 

Tourniquet, lobectomy (Fig. 155) . . . . 574 

— pneumatic (Fig. 183) 587 

Toxic goitre , 4S2, 483 

Toxicology (see Poisoning) 

Toxoid in staphylococcal injections . . .. 450 

Trade and official directory 623 

Transplantation of ureters into bladder in 

urinary fistulas • 510 

: into bowel (Plates IT, L 17) 511, 512 

| in ectopia restore (Plate XI X) . . lol 

! Hunner’s ulcer 80 

| Transurethral prostatectomy . . . . 374 

i haemostatic bag for (Fig. 143) , . 571 

Trauma (see also Rupture) 

— in etiology of encephalitis . . , . 166 

— — nervous disease 235 

Traumatic cysts in bones (Plate LX 17) . . 534 

Traumatic osteoporosis ( Plate XXXIX) . . 334 

— spondylitis . . . . 438 

Treacle and milk per rectum after opera- 
tion 370 

Trephine, new pattern (Fig. 184) . , . . 58 7 

Trephining, multiple, in detachment of 

retina . . 402 

Treponema pallidum, life-cycle of . . . , 461 

Trichloracetic acid in granuloma pyogenicum 434 

lupus erythematosus . . . . . . 286 

Trichophytides . . . . . . „ . 429 

Trichophytin in fungous skin diseases . . 429 

Trigeminal neuralgia . . . . , , . . 324 
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Trocar for suprapubic puncture (Fig. 185). . 587 
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THE MEDICAL ANNUAL, 1934 

A Review of the Year s Work in the 
Treatment of Disease 

INTRODUCTION 

BY THE EDITORS. 

Reviewers and critics are usually kind to the Medical. Annual, for 
which forbearance the Publishers and Editors are grateful, but an 
occasional grumble is heard that there is too much for the specialist 
and not enough for the general practitioner, particularly in the way of 
simple methods of treatment. The reply is that this point has not 
been lost sight of. The Medical Annual is in the main, of course, 
a conspectus of current medical literature, and in this respect its contents 
are limited by what has been published, or has not been published, during 
the year. But careful consideration is also given each year to the 
selection and inclusion of special articles of practical value written inde- 
pendently of the literature. It is our constant principle never to pass 
over any new method of treatment that sounds at all promising. We 
venture to think that in the present issue a considerable number of 
therapeutic hints for the family doctor are to be found, and some of them 
are indicated in this Introduction. As has been explained in former 
years, the Introduction serves to indicate, in the least possible space, 
for the benefit of the most impatient reader, the new methods of diagnosis 
and treatment and the principal topics of interest that the year has 
produced . 

MEDICINE. 

National Health Insurance Practice. — Under the National 
Health Insurance Act of 1911, there are now nearly 19,000,000 insured 
persons, and 19,000 doctors take part in their treatment. To the credit 
of all concerned this colossal business works with comparatively little 
friction. Nevertheless it involves much organization, and with this 
have grown up many complex details. Doctors entering on Insurance 
Practice find difficulties in mastering intricacies which are considered 
to be essential for its smooth progress. A special article from an 
experienced practitioner sets forth clearly many of these points and 
will be greatly welcomed. 

Mental Diseases and Psychological Medicine. — The psychologists 
continue to pay considerable attention to the influence of infective toxic 
or metabolic disturbances in the production of psychoses. Some con- 
tend that a chronic focus of infection may be responsible for a sudden 
and acute psychosis. The question is of great importance, but must 
be protected from the risk of trivial defects being unduly exaggerated. 
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Conversely, it is emphasized that emotional disturbances can result 
in organic disease, e.g., disorders of the thyroid and suprarenal. One 
authority accepts the common belief that human hair has been known 
to turn white in a single night as the result of unusually severe emotional 
strain. The strict proof of this occurrence is still wanting, but the 
general principle is of greater importance. 

Tests for drunkenness properly continue to be reconsidered. 4 Drunk- 
enness in charge of motor ears 5 has introduced a new standard and 
increased difficulties. A thoughtful article by an experienced practitioner 
is reviewed at length. 

Stammering. — Stammering can reduce the school life of a sensitive 
child to one long misery and anxiety. In adult life, it is embarrassing 
alike to the stammerer and his audience, and it is a serious handicap in 
most occupations. Formerly the treatment was conducted on empirical 
grounds, but more recently it has been studied scientifically, and the 
results are excellent in skilled hands. An article explains the basic 
difficulties of the stammerer and the method by which he can be taught 
to circumvent them. 

Skin Diseases. — The use of cosmetics is almost universal, is dictated 
"by fashion, and in general is pleasing to the eye. It is obvious from 
their widespread use that most of them can be safely employed over 
long periods. Ill effects mainly occur to those who ask too much from 
them. The importance of such ill effects is that they tend to produce 
unsightliness in those who are especially anxious to avoid it. Several 
difficult law-suits have been the result. A review is given of recent 
articles on their dangers. 

Dietetics : Vitamins. — In recent years the study of vitamins, diabetes, 
and liver diet in anaemia has resulted in attention being drawn to what 
were formerly considered as unimportant details of diet. So carefully are 
diets now constructed that hospitals need special kitchens and special 
departments to deal with them. The subject of dietitians is dealt with 
in the article on dietetics. In the article on pyelocystitis there is an 
example of modern dietetic methods in a review of the ketogenic diet 
treatment. A lengthy summary of recent work on vitamins is given by 
our reviewer. The general principles of vitamins are fairly established, 
but it is now becoming recognized that details are of great importance 
in dealing with substances of -which the presence or absence in minute 
quantities in the diet can produce such enormous results in vast popula- 
tions. 

Tropical Diseases. — Malaria is one of the most important diseases 
in the world. The search still continues for a drug with a more potent 
effect than quinine on the sexual stages, especially of subtertian malaria. 
The favourable reports on atebrin in previous years are supported by 
recent records. It appears to be most efficacious when plasmochin is 
administered subsequently. With these two drugs, the number of 
relapses is undoubtedly less than with quinine. 

The etiology of pellagra still defies the complete elucidation which 
on several occasions has appeared to have been achieved. The field 
is, however, gradually narrowing. Goldberger’s pellagra-preventive 
vitamin, or 4 P-P factor’, is now shown to be identical with vitamin B 2 . 
Deficiency of vitamin B s cannot be the sole factor in the causation of 
pellagra, since it is present in high amount in maize, the consumption 
of which is undoubtedly connected with pellagra. 
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Tropical typhus has now been found to he an extensive group of 
diseases. Fortunately, it does not produce epidemics, as it does not 
spread from man to man. The complex hut interesting studies now 
in progress are summarized by the reviewer. 

Further studies are recorded on the vexed question of the relationship 
of yaws to syphilis. The authorities appear to be inclining more and 
more to the acceptance of their identity. 

Acute Infectious Diseases. — The bacteriology of influenza has 
defied the efforts of researchers over the whole world, a fact which always 
surprises the layman and is regarded as a great discredit to the medical 
profession. Investigations are hampered by the immunity of animals. 
It has now been discovered that the disease can be transmitted to ferrets, 
and the infection maintained by contact from ferret to ferret. The 
infection is distinct from that of a common cold. It may be hoped 
that this great advance will be followed by further progress. 

Spiroehsetal jaundice is reported from various parts of the Continent, 
especially from Holland. There is still confusion as to -whether the 
term 4 Weil’s disease’ is synonymous with spiroehsetal jaundice, or 
includes all forms of epidemic jaundice. It is frequently used in the 
former sense, but the latter would appear to be historically correct. 

The fact that the small-pox at present prevailing in this country is 
universally of the ‘mild 5 type is emphasized by the opinion expressed 
by a responsible authority that the benefit to public health from indis- 
criminate hospital isolation of small-pox is not commensurable with the 
expense involved . Such a statement would have amazed the last generation . 

Gastric and Duodenal Ulcer : Alkalosis. — The treatment of 
peptic ulcers with large doses of alkalis has been widely practised since 
its introduction by Sippy. Occasionally alkalosis develops, and the 
reviewer quotes the symptoms from a recent careful study. The picture 
is somewhat terrifying, but fortunately rarely occurs, is easily recognized, 
and readily cured if alkalis be withheld. 

Insomnia and the Use of Hypnotic Drugs. — Insomnia is a terrible 
factor in the lives of many people, and lurks as a frightening spectre 
round the beds of many others. So often it hits just at the time when 
41 tired Nature’s sweet restorer 59 is most urgently required. The fear 
of hypnotic drugs is also very general. No doubt this dates from the 
period when opium was the only potent sleep-bringer, and before Emil 
Fischer had discovered veronal and started the long train of barbitone 
derivatives. The subject is dealt with in a special article. 

Diseases of the Heart and Blood-vessels. — In last year’s Medical 
Annual a research was reported indicating that an electrocardiogram 
of low voltage was of very serious import. This view has been further 
studied during the past year. The general principle is accepted with 
modifications in certain circumstances. 

The relationship of hyperthyroidism to cardiovascular disease continues 
properly to attract attention, and several important articles are sum- 
marized. The prognosis in cardiac disease due to thyrotoxicosis has 
been the subject of detailed consideration. The general principles are 
gradually emerging year by year. 

Several articles on pericarditis have appeared recently. The subject 
has not received much attention of late. In view of the great seriousness 
of the affection, it may be hoped that some benefit will result from its 
further consideration. 



Introduction 


4 


MEDICAL ANNUAL 


Diseases of the Nervous System . — Spontaneous subarachnoid 
haemorrhage existed in text-books for many years as a rare condition 
with an obscure symptomatology. Clinical and pathological studies 
have proved that it is comparatively common and has an easily recog- 
nized picture. The diagnosis can. now be made with fair certainty on 
clinical grounds. . The etiology is wrapped up with obscure questions 
of cerebral aneurysms. It has recently been suggested by Volhard that 
the neurological manifestations in certain types of uraemia are due to 
disturbances of the cerebral circulation and not to retention of nitrogen 
and various metabolic products. The literature has increased rapidly in 
support of the theory. The reviewer discusses these matters in the 
articles on cerebral aneurysms and on cerebral apoplexy. 

One of the most important and interesting communications of the 
year comes from the Royal Army Medical Corps and emphasizes the 
influence of eysticereus infections as a cause of adult epilepsy. The 
investigation has been carried out most carefully, both clinically and 
pathologically. It needs close attention from those practising abroad. 
The subject is reviewed in an article on epilepsy, 

. Migraine has always laid a heavy hand on the intelligentsia, and 
many distinguished members of the medical profession have been 
life-long sufferers. It is now recognized that numerous widely-differing 
conditions may be primary factors. Chronic duodenal ileus was found 
some years ago to produce its features. Yet the cause of many attacks 
remains obscure. The problem is being attacked rightly from different 
aspects and there have been numerous communications in the past 
year, though no great addition has been made to our knowledge. 

The use of the Drinker Respirator was given considerable prominence 
in the lay press a few months ago. The need for this expensive and 
complicated apparatus is not likely to be extensive except in the case 
of a special epidemic of poliomyelitis. There is no doubt that it may 
occasionally save a life which would otherwise certainly be lost, and 
practitioners should be acquainted with the circumstances in which it 
is of use and how it can be obtained. Recent literature is reviewed in 
the article on poliomyelitis. 

Endocrinology. — Study of numerous syndromes attributed to 
diseases of the pituitary body has been stimulated afresh by Cushing’s 
fascinating writings on basophil adenomata. The degree of influence 
of the adrenal glands in this syndrome is still uncertain, but would 
appear to be closer than Cushing believed. Simmonds’ disease is also 
recognized to be by no means rare, and numerous eases have been 
reported and studied. The pituitary can scarcely be studied without 
considering the sex hormones, with which it is closely linked in many 
syndromes. Here, again, there has been a steady advance. The pre- 
paration of oestrin in a pure crystalline form has opened the path to 
exact determinations in some directions. 

Asthma. — There appears to have been little advance here. There 
is much discussion, with little solid basis, for and against the numerous 
methods of treatment which are being suggested, and which cause so 
much ill-founded optimism among the unfortunate sufferers who are 
so readily persuaded to adopt them. 

Chronic Rheumatic Disorders. — Rheumatic disorders are now 
attracting world-wide attention. They are said to hold first place as a 
cause of ill-health tinder the National Insurance Act. Our own country 
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has consequently been prominent in the recent literature. Unfortunately, 
many bodies and authorities who should know better have neglected 
the advice given by the Royal College of Physicians in their Nomen- 
clature of Disease that “ the term ‘Rheumatism’ should not he used 
without qualification It is by no means always clear what clinical 
condition is being referred to. The late Dr. S. T. P. Strange ways spent 
Ms life in the study of diseases of bone. His collection has been the 
subject of a special study. The report of the Arthritic Committee of the 
British Medical Association may be regarded as expressing views widely 
held in the medical profession in this country. The reviewer gives a 
summary of these views. The literature in this group is enormous, and 
the reviewer refers to sixty- eight articles. 

Anaemia. — Anaemia in childhood defied all attempts at classification 
until the recent advances in the knowledge of megalocytosis and micro- 
cytosis had cleared -the air to some extent. Much useful "work has been 
done in the last year, and several lengthy and important articles are 
summarized by the reviewer. The value of blood transfusions is being 
increasingly recognized. 

Pernicious anaemia and megalocytosis has again been the subject 
of important advances in knowledge. These are from many aspects 
rather than from any one dramatic discovery. 

SURGERY. 

General Surgery. — Our reviewer expresses the opinion that the 
Sylvester method of artificial respiration is not suitable on the operating 
table ; much better is direct inflation by blowing through the face-piece 
of a gas or ether inhaler. Bennett’s fracture of the thumb is a little 
injury often badly treated ; it is best to reduce the deformity and put 
up abducted in plaster. The tannic acid treatment of bums can be 
improved by adding a little acriflavine, and by over-painting the dried 
surface with collodion ; a method using a gauze dressing soaked in tannic 
acid and perehloride of mercury is recommended for the casualty room 
and the doctor’s surgery for minor cases of burns. A method of excising 
corns with the aid of a local anaesthetic deserves to be used more fre- 
quently than it is. The common condition called ganglion is often 
troublesome to excise ; it can be cured by injecting collodion. 

Abdominal Surgery. — The abdominal surgeon may be interested 
in a description of the use of diffusion anaesthesia along with the injection 
of percaine in the perivascular plexuses as a means of rendering the 
viscera insensitive. Continuous intravenous saline injection is regarded 
by many who have used it as a very valuable life-saving measure in 
critical abdominal cases. Several writers advocate a two- stage operation, 
ileocolostomy followed by hemi-coleetomy, as the best treatment for 
cancer of the caecum and ascending colon. We are informed that the 
blood-coagulation time is nearly valueless as indicating whether a jaun- 
diced patient will bleed, but a rapid sedimentation rate forewarns us of 
trouble. An interesting method is described of ascertaining the condi- 
tion of the bile-passages at operation by means of lipiodol and X rays* 
Removal of a suprarenal gland may cure patients with threatening gan- 
grene of one limb after another. The strange discrepancy between the 
results of gastro-jejunostomy for ulcer in Central Europe and in this 
country appears to be largely explained by the discovery that on the 
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Continent ulcers are usually associated with a marked gastritis with a 
tendency to secondary ulceration. The X-ray diagnosis of intestinal 
obstructions by examining the patient both recumbent to show gas- 
patterns, and standing to show horizontal fluid-levels, is becoming recog- 
nized as of real value. A very good account is given of rupture of the 
pancreas, and the importance of operating in the period of quiescence, 
after shock passes off and before a tumour-mass forms, is pointed out. 
The condition of hypoglycaemia, due to too much insulin- secretion from 
the pancreas, is recognized, and can be treated by resection of adenomata 
in the pancreas. Lymphosarcoma of the abdomen responds well to X-ray 
therapy. 

Genuto -urinary Surgery.- — Cystoscopy may be performed painlessly 
by using a very small low spinal injection of stovaine. A new treatment 
for nocturnal enuresis is recommended — the perineal injection of normal 
saline. Post- operative retention of urine may yield to large doses of 
potassium acetate by mouth. The partially paralysed bladder can be 
restored to function by excision of the presacral nerve. Good results are 
reported from the intravenous injection of calcium chloride in the treat- 
ment of gonococcal epididymitis. Coffey has improved and simplified 
his method of anastomosing the ureter to the colon. Neotropin is well 
spoken of as a urinary antiseptic, and a ketogenic diet appears to be 
useful for kidney infections. Acid ammonium phosphate and chloride 
acidify the urine better than sodium phosphate. Some of the best figures 
for prostatectomy that have been published come from Sydney, the 
method used being to reconstruct the floor of the prostatic urethra and 
close the bladder; it may be that this will prove to be a very sub- 
stantial advance. 

Surgical Diseases of Children. — The review of the surgical treat- 
ment of children’s diseases discusses the operation for double hare-lip, 
and advises non-interference with the projecting pre-maxilla. A muscle 
transplant operation is described for cleft palate. By sufficient pre- 
operative treatment the mortality of operation for congenital stenosis 
of the pylorus has been brought down to 2 per cent. 

Rectal Surgery. — Epithelioma of the anus responds better to radium 
than to resection. The troublesome little condition called coccygeal or 
pilonidal sinus is difficult to cure ; it may be excised completely, or 
treated by injection of caustics (for formula see the article on 6 Cysts 
and Fistulsr), 

Surgery of the Nervous System.— -As usual, the surgery of the 
nervous system provides plenty of new suggestions. A few cases axe 
recorded in which apoplexy (cerebral haemorrhage) has been operated 
on with success. Abscess of the brain can be dealt with much more 
successfully in the late than in the early stages and it is often wise to 
wait for encapsulation to take place. Paralysis of the facial nerve 
has usually been treated by nerve anastomosis, but recent experience 
shows that a graft to bridge the ' gap may be successful. Trigeminal 
neuralgia may be treated by alcohol injection or by division of the 
sensory root of the fifth nerve, either by the temporal route or through 
the cerebellar fossa ; in the hands of experts either method is 
now very safe, with a mortality under 1 per cent. The distressing 
vertigo of Meniere’s disease can be cured by dividing the eighth nerve 
intracranial!}’. 
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Thoracic Surgery. — The best treatment for abscess of the lung is 
often 4 bronehoscopic aspiration’. Tuberculous empyema should be 
aspirated, or the cavity obliterated by multiple-stage thoracoplasty ; if 
it is secondarily infected, closed drainage with repeated irrigation is best. 

Surgery of the Bones and Joints. — Several points with regard 
to the surgical treatment of bones and joints call for comment. Tuber- 
culous hip used to be treated by excision ; then conservative, non- 
operative treatment had a long reign ; now there is a tendency to return 
to operation in certain intractable cases, and particularly in adults; 
the operation may be an extra-articular fixation, or a modified excision. 
Tuberculous knee in patients above the age of nine also is probably 
better treated by arthrodesis; certainly this is true in adults. The 
troublesome ailment called 4 tennis elbow ’ really covers two quite 
separate injuries : the one is an arthritis or internal derangement of 
the radio-humeral joint, and the other a fibrositis-periostitis of the 
origin of the extensor muscles ; in the former ease rotation is painful, 
in the latter it is not ; in early eases rest on a splint is essential and 
massage does harm ; in the late cases a little operation to remove 
periosteal thickening is advised. In the treatment of open fractures, 
opinion seems to be settling down in favour of the Winnett Orr method 
(wound cleansing, open vaseline pack, perfect alinement and fixation by 
pins, closed plaster ease). There is a note on the causation and treat- 
ment of a little ailment troublesome in general practice, namely, painful 
heels ; deep X-ray therapy is said to give good results. A simple and 
effective remedy to be given by mouth for staphylococcal infections 
would be a great boon, and in the opinion of some this is to be found 
in stannoxyl. 

Venereal Diseases. — Under the title of 4 the sixth venereal disease ’ 
the condition known as lymphogranuloma inguinale has attracted 
much attention, and there is now a skin reaction (Fiefs test) for it; 
this shows that esthiomene, climatic bubo, and many cases of stricture 
of the rectum in women, are all due to lymphogranuloma inguinale ; 
evidently it is a disease that deserves serious notice. Some discussion 
is reported as to whether syphilis is or is not dying out ; probably in 
this country it is. There is evidence that late neuro-syphilis is more 
likely to occur in cases that have been treated by arsenic preparations 
alone than in those who had a heavy metal as well. Arsphenamine 
poisoning may be relieved by injections of sodium dehy dr oeholat e . 

Anaesthesia. — We have again to call attention to remarkable activity 
amongst the anaesthetists. A new drug for intravenous injection, 
evipan-sodium, is safe and reliable for short operations. Sodium soneryi, 
given by mouth, is said to be a safer pre-anaesthetic medicament than 
nembutal. For many types of operation, especially on the upper 
abdomen, it is better and safer to inject the spinal anaesthetic, not into 
the theca, but extradurally, though it is not entirely easy to place it 
correctly. 

Eye Diseases. — The importance of pre-operative care has impressed 
the ophthalmologists, as well as. their brethren the general surgeons. 
Before removing a cataract a bacteriological examination should be 
made, and if harmful organisms are found, the operation is postponed 
and the conjunctival sac treated ; if diabetes is present it should he 
controlled first. Of various ways of securing quiescence of the orbicularis 
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muscle during the operation, probably the best is to inject novocain 
into the branches of the facial nerve in front of the ear ; with the 
extracapsular extraction, the iridectomy should not be performed until 
the lens has been expressed. We now know that even severe cases of 
ophthalmia neonatorum are often due to other germs besides the gono- 
coccus. Silver nitrate is not a safe prophylactic ; protargol or argyrol 
is better. In treatment, eusol and acriflavine are preferred, and an 
intramuscular injection of milk is often very effectual. 

Ear, Xose, and Throat Diseases. — In an article on the treatment 
of tuberculosis of the larynx, reference is made to the importance of 
early diagnosis, which depends on examination signs, not on symptoms ; 
it is by no means a hopeless condition ; gold-salt treatment, electro- 
cauterization, voice-rest, and the local application of ultra-violet light 
rays are well spoken of ; pain, chiefly in the early morning, may be 
relieved by the simple procedure of gargling with warm sodium bicarbonate 
solution. Meningitis of otitic or nasal origin may recover after the 
intrathecal injection of air, which appears to promote free drainage. 
An important paper has been published in Stockholm on tumours of 
the upper jaw and ethmoid ; the results of treatment are by far the 
best yet put forward ; the method followed has been excision of the 
growth by diathermy. 

Gynaecology and Obstetrics. — Our reviewer calls attention to the 
good results obtained by treatment with radium or X rays for haemorrhage 
at the menopause ; some prefer one, some the other ; the use of radium 
by those who lack the necessary experience may lead to a crop of unpleasant 
sequelae, and even the expert has trouble at times ; for instance, per- 
manent amenorrhoea may be induced in young women. Much attention 
has lately been paid to the rearing of premature infants ; great care 
must be taken to maintain a constant high temperature, as by means of 
an electric blanket ; a common error is to kill the child by overfeeding. 

Radiology. — -The article on X~ray diagnosis calls attention to the 
value of skiagrams to the obstetrician in judging the size and shape of 
the mother’s pelvic canal, and the size and position of the foetus. The 
cause of low lumbar backache may be elucidated by the X-ray demonstra- 
tion of an apical abscess at the root of a tooth, causing septic absorption. 
The intravenous injection of thorotrast is relied on by some as a means 
of rendering the liver and spleen visible in the skiagram, but it is doubtful 
if the method is safe. Leukaemia may respond well to X-ray treatment, 
but the dosage must be very small at first. In a special article on radium 
treatment of cancer we are told that this is concentrating principally 
on growths of the mouth, breast, and uterus ; in many general hospitals 
it is now more frequently used than the scalpel for these conditions, and 
the final results appear to be better. It is now recommended not to 
remove the gland-bearing area in the neck, if no palpable enlargement 
can be felt, in patients treated by, radium for cancer of the mouth, but 
radiation is desirable. A case is reported in which it would appear that 
a lost radium needle eventually started a malignant growth. 

In these days when the output of medical literature in all countries 
is so enormous, some of it excellent, some of poor quality, we are the 
more grateful to our sectional contributors, who bring their special skill 
and experience to the task of giving us a summary of the best. 
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DICTIONARY OF PRACTICAL MEDICINE 

BY MANY CONTRIBUTORS. 

ABDOMEN, INJURIES OF. A. Ben die Short , 3I.D., F.R.C.S . 

Gunshot Wounds. — A number of American authors, including B. C. Willis, 1 
J. D. Martin, 2 and F. L. Loria, 3 write on this condition, with which they are 
more familiar than w’e in this country during time of peace. The main points 
that emerge are the following : Gunshot wounds are much more fatal than 
penetrating stab- wounds ; the death-rate amongst patients reaching hospital 
is from 85 to 60 per cent. A main cause of death is intraperitoneal. haemor- 
rhage, and blood transfusion may be life-saving. Pistol- and rifle-shot 
wounds call for operation to locate and close holes in the intestines. Shot- 
gun injuries with multiple retained pellets ought to be let alone, as the holes 
are too tiny to do much harm. All patients should be given intravenous 
glucose and saline, warmth, nothing whatever by mouth, liberal morphine, 
and Injections of antitetanic and perfringem serum. 

References. — x Ann. of Surg. 1932, Aug., 161 ; Aimer . Jour . Surg., 1933, July, 17 ; 
% Ann. of Surg. 1932, Aug., 169. 

ABDOMINAL SURGERY, MISCELLANEOUS. 

A. Rendle Short, 31. D.. F.R.C.S . 

Incisions and their Closure. — After discussing the incisions commonly 
used, and pointing out the importance of getting a good exposure, avoiding 
intercostal nerves, and preventing post-operative hernia, A. D. Bevan, 1 of 
Chicago, describes a method of approach for the gall-bladder which is suffici- 
ently shown by Fig. 1 . A similar incision may be used for splenectomy. In 
closing he uses a few long tension sutures, biting the skin, fat, and anterior 
sheath of the rectus, passed through the two eyes of a pearl button and tied. 
Metal clamps should not be used to close the skin in abdominal incisions, 
because in some cases where the wound has opened up, some of the clamps 
have been lost in the eviscerated intestines and omentum and have even 
produced intestinal perforation and death. [What a melancholy sequence ! — 
A. R. S.] Bevan very rightly advises an oblique incision, parallel to the 
nerves, for operations on the right or left colon. 

W. and W. Bartlett, 2 of St. Louis, argue in favour of transverse incisions 
in the upper abdomen, giving the following advantages : (1) Injury to the 
nerve-supply is avoided ; (2) The posterior aponeurosis of the muscles, 
the main supporting structure in the upper abdomen, is split parallel with the 
direction of its fibres ; (3) Intra-abdominal exposure is greatly improved, 
necessitating far less packing, handling, and retraction of viscera ; (4) Closure 
Is always facilitated ; (5) Post-operative course in the hospital is distinctly 
smoother, with noticeably less tendency to vomit, little pain on respiration, 
and shorter confinement to bed, with consequent economic gain ; (6) There 
is suggestive evidence that the risk of respiratory complications is less ; (7) 
Decreased risk of hernia and adhesions and better cosmetic result. These 
writers say that all incisions, such as Sloan’s, that avoid cutting the rectus, 
leave dead space for lymph to collect in. They therefore prefer to cut the 
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rectus across ; but to avoid a direct gap, which invites hernia,, they cut the 
anterior and posterior sheath as high as possible and the rectus muscle as low 
as it can be exposed. After suturing, the incision is therefore 4 staggered’. 

C. Haines, 3 of New York State, tilts the operating table downwards and to 
the left to make the caecum. and appendix present in a para-rectus (Battle) 
incision for appendicectomy. 

A. Starr and L. H. Nason 4 (Boston), discuss cases in which the abdominal 
wound burst open. This occurred 15 times out of 2455 laparotomies (0*6 per 
cent). There were more in the lower abdomen than the upper, and cases of 
carcinoma predominated. Probably the usual initial cause is a knuckle of 
omentum getting out through an insecure peritoneal closure. Sepsis is some- 
times an important factor. 

P. Moure and R. Martin 5 have had twelve cases in which the round ligament 
of the liver formed part of an epigastric fatty hernia, and gave rise to local 
pain or dyspeptic symptoms cured by resection and suture of the linea alba, 
in front of the gap. 

Local Anaesthesia in Abdominal Surgery. — N. Ishikawa 6 comes to the 
following conclusions on the use of percaine for intra-abdominal operations : 
“ Splanchnic anaesthesia is not sufficient for complete insensibility of the 
stomach* By block anaesthesia of the pneumogastric nerves, especially the 
left nerve and the splanchnic, complete anaesthesia of the stomach may be 
obtained. Painless operation on the stomach or biliary tract is possible under 
vagosympathetic (vagosplanchnic) diffusion anaesthesia. An injection of Pan- 
topon or Pavinal and Atropine is recommended. For interventions on the 
small intestine anaesthesia of the plexus at the root of the mesenteric vessels 
is satisfactory. In appendicitis, a painless operation may be performed only 
under anaesthesia of the perivascular plexus along the appendicular artery. 
In the presence of abscess or multiple adhesions, diffusion anaesthesia becomes 
necessary. Ileocaecal resections or resections of the large Intestine should be 
done under anaesthesia of the plexus along the corresponding mesenteric vessels. 
For the descending colon and the sigmoid, diffusion anaesthesia of the pelvic 
cavity induced with Percaine or regional anaesthesia of the sacral sympathetic, 
besides anaesthesia of the perivascular plexus, may be used. For resection of 
the hepatic loop diffusion anaesthesia is recommended. For other interven- 
tions on the abdominal viscera, anaesthesia of the perivascular plexus is 
recommended. For the liberation and resection of adhesions and in cases of 
acute inflammation of the abdominal viscera, high-frequency currents may be 
used successfully with local anaesthesia. Percaine is especially suited for 
diffusion anaesthesia of the abdominal viscera. For vagosympathetic anaes- 
thesia the author injects from 50 to 100 c.c. of a 0*05 per cent solution 
of percaine into the upper abdominal cavity before opening the peritoneum. 
From two to five minutes later he opens the peritoneal cavity and injects 
from 50 to 100 c.c. into the subdiaphragmatic space, and after another period 
of from two to five minutes he induces anaesthesia of the anterior perivas- 
cular gastric plexus from the periphery towards the centre. This method 
may be designated as vagosympathetic diffusion anaesthesia combined with 
anaesthesia of the perivascular plexus. 

“The action of percaine is more prolonged than that of novocain. Adrenalin 
or ephedrine are added to the percaine solution, and the anaesthesia is preceded 
by an injection of pantopon with scopolamine or atropine* Percaine anaesthesia 
combined with an injection of atropine is indicated especially for interventions 
on the stomach and biliary tract.” 

H. Finsterer, 7 of Vienna, in three long papers gives an account of his reasons 
for preferring local anaesthesia in abdominal surgery* He has used it 5172 
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times in twenty-five years’ experience, for 2445 resections of the stomach, small 
intestine, colon, or rectum. In 72-7 per cent of these cases no general anaes- 
thetic at all was used. He relies on 0*5 per cent novocain both for the abdo- 
minal wall and for injection into the mesentery. He does not like splanchnic 
anaesthesia. Id many cases it is better to use a general anaesthetic along with 
the local just at the commencement, and then to stop it. He allows a general 
anaesthetic for acute appendicitis because the operation is brief, but uses a 
local for chronic appendicitis even in children. In private practice the surgeon 
can insist on a local anaesthetic, because if the patient does not like it, he can 
go to someone else. His reasons for preferring local to general ansesthesia are 
as follows : One avoids deaths on the table, or within the first three to five 
clays, resulting from secondary cardiac or respiratory failure due to the ether, 
or from damage to liver tissue, or from circulatory weakness giving rise to 
embolism. So-called death from shock is often, in reality, anaesthetic poison- 
ing. Post-operative gastric and intestinal atony, vicious-circle vomiting, and 
occlusion of the duodenum by the superior mesenteric artery do not occur 
after local ansesthesia. Ether narcosis reduces the bodily resistance to mild 
infections, such as may lead to peritonitis. After local ansesthesia, post- 
operative pneumonia, though it may occur, runs a milder course and is never 
fatal ; it is probably due to bronchial excretions on account of poor expectora- 
tion. Pulmonary tuberculosis may be lit up into activity by general ansesthesia, 
not by local. Finisterer maintains that surgical work, such as suturing, is 
better done under a local anaesthetic because there is more time. [We. doubt 
if many will agree with him here. His criticisms of general anaesthesia may 
be true when it is given with little skill, but are not fair when it is at its best. 
— A.R.S.] 

(See aim Anaesthesia.) 

Post- operative Complications and Treatment. — In a paper on the 
control of distension, nausea, and vomiting, J. R. Paine, H. A. Carlson, and 
O. H. Wangensteen, 8 of Minneapolis, who have been studying (rather small) 
series of cases of cholecystectomy, appendicectomy, and herniotomy, treated 
by differing routine methods, came to the conclusion that Morphine is often 
really necessary, and neither prevents, produces, nor relieves abdominal 
distension. They do not believe it does any harm in reasonable doses (£ to 
£ gr., twice a day for two days or less). Pantopon and dilaudid are no better. 
Saline cathartics given immediately after operation open the bowels, but are 
not recommended because of their other disturbing effects. Nasal Catheter 
Suction- slphonage promotes comfort and effectually prevents distension, 
nausea, and vomiting, and makes enemata unnecessary. It is recommended 
as a routine after operations on the stomach or gall-bladder, or intestinal 
anastomoses. 

D. Balfour and H. K. Gray,® of the Mayo Clinic, discuss the various theories 
that have been advanced to explain the occurrence of pneumonia and bron- 
chitis after upper-abdomen operations. Pulmonary embolism, inhalation of 
septic mucus or vomit, and ether-irritation may contribute to, but scarcely 
account for, the greater frequency of lung complications after operations on the 
upper abdomen, as compared with the lower. Higgins, Graham, and others have 
shown that solid particles (e.g., graphite) are absorbed from the dog’s peritoneal 
cavity by several different routes besides by way of the thoracic duct. Much 
of it passes through the diaphragmatic lymphatics and finds its way to the 
lymph -nodes at the root of the bronchi ; the lymphatic drainage by this route 
is much freer on the right side than on the left. It is easy to imagine that 
impeded diaphragmatic contractions after operation might lead to stasis of 
infected particles in the bronchial lymphatic vessels and nodes, with secondary 
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Involvement of the lungs. It is certainly true that the right lung suffers more 
than the left ; embolism and inhalation, or ether irritation, would not explain 
this. To prevent post-operative troubles it is important not to open the 
abdomen until at least a week after a respiratory infection lias subsided. In 
pyloric obstruction cases daily Lavage before operation and at the operation 
helps. Atropine diminishes secretions. The operating-room and corridors 
should be warm, and the patient well covered. The authors do not find spinal 
anaesthesia very useful in upper-abdomen surgery, and prefer gas-oxygen-cther, 
especially intratracheal ether, and as little as possible. Hyperventilation with 
95 per cent Oxygen and 5 per cent Carbon Dioxide is used at the end. 
Aspiration by an oesophageal tube may be used to keep the stomach empty. 
Adhesive straps to fix the dressing should be used instead of bandages or 
binders, and they should be short. The Fowler position after return to bed 
helps the descent of the diaphragm, and a mixture of 10 per cent carbon 
dioxide and 90 per cent oxygen inhaled for two minutes every hour for 
the first eight hours has been found useful, by stimulating deep respiratory 
movements. 

W. Capelle and E. Fulde, 10 of Berlin, maintain that complete freedom from 
after-pain can be secured by injecting the abdominal wall with a long-lasting 
local anaesthetic. They use 80 c.c. of Paniocain solution in saline, 0-05 per 
cent, with 10 drops of Suprarenin to 100 c.c. It does not interfere with 
healing. I. S. Ravelin and C. G. Johnston, 11 of Philadelphia, write of the 
value of the slow Continuous Intravenous Saline injection with 5 per cent 
Glucose in all critical abdominal eases. They usually give 8000 c.e. in twenty- 
four hours. A needle, not a cannula, is put into the vein. It is not worth 
while to raise the fluid above room temperature, as it goes in so slowly. The 
arm or leg is immobilized by bandaging it to a pillow’. 

(See also Pre-operative and Post-operative Treatment.) 

References. — ^Ann. of Surg. 1932, Oct., 555 ; *Surg . Gynecol . and Qhst. 1933, July, 
95; s Med. Jour, and Record » 1932, Sept., 206 ; 4 Jour. Amer. Med. Assoc. 1933, Feb., 
310 ; 5 Bull . et. Mem, . Soc. nat. de Chir . 1933, July, 1011 ; 6 Jour, de Chir 1932, xxxix , 
809 ; 7 Wien. Min, Woch. 1932, July, 833, 868, 903 ; s Jour. Amer. Med , Assoc. 1933, 
June, 1910; * Practitioner, 1933, June, 625; 10 Deut . Zeits, f. Chir. 1932, Nov,, 637 ; 
11 Ann. of Surg. 1933, May, 749. 

ACNE ROSACEA. (See Rosacea.) 

ACTINOMYCOSIS. Sir W. 1. de C. Wheeler , F.R.C.SJ. 

A reminder of this condition in books of annual reference is necessary from 
time to time. In busy practice it may be forgotten. The reviewer lias seen 
eases of ulceration of the duodenum and jejunum from this infection. 1 Actino- 
mycosis of the buccopharyngeal region is quite common. The fungus gains 
access through small abrasions during mastication, especially in the presence 
of defective teeth. Fresh fruit and vegetables may be contaminated easily 
when packed in straw. The thorax may be infected by \fav of the oesophagus, 
yet the stomach and the small intestine are practically immune. The stepto- 
tlirix has few opportunities of escaping from the small intestine, but an attack 
of appendicitis may be the commencing of eaeeal actinomycosis. A patient 
may die of cerebrospinal actinomycosis in a few days. The disease may last 
ten years in a subcutaneous infection or prove fatal within a year when the 
liver is involved. 

R. Bates 2 concludes that : Human actinomycosis appears to be invariably 
an infection with the non-acid-fast anaerobic streptothrix A. boms. The 
superficial variety of actinomycosis occurs more commonly than is usually 
supposed. In cervieo-facial cases, before the formation of pus, trismus is the 
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most important sign. Early diagnosis by a bacteriological examination of 
pus in all cases of alveolar abscess and early treatment with iodides will prevent 
the terrible scarring and repeated relapses associated with the disease. If a 
test-tube containing actinomycotic pus is tilted the granules are visible to the 
naked eye as greenish-grey specks adhering to the glass. When a routine 
bacteriological examination of all pus is impossible, this method of tilting the 
test-tube and examination through a hand lens would indicate the suspicious 
cases which need fuller investigation. In the deep variety there is such a 
high mortality that a routine bacteriological examination of pus in cases of 
empyema, appendix abscess, and subcliaphragmatic abscess is imperative. 
Where eases arc allowed to suggest the disease by their very chronicity the 
disease has usually spread beyond human aid. 

[Iodine in milk, introduced by H. Chitty some years ago, will often cure 
cases that used to be considered hopeless. Ten per cent Tincture of Iofiane s 
without potassium iodide, is given in doses of 4 minims, rising to 30 minims, 
three times a day, in milk. — Ed.] 

References. — Jour. Surg. 1928, xv, 130; -Lancet, 1933, i, 571. 

ADDISON ? S DISEASE. W. Langdon Brown , M.D. , F.B.C.P. 

Treatment by Adrenal Cortical Extract. — F. A. Hartman and others, 1 
continuing their observations on adrenal cortical extract, emphasize the need 
for adequate dosage, especially in a crisis. As with insulin, an intercurrent 
infection appears to call for larger doses. They also used it for other types 
of asthenia, but, beyond improvement in appetite and sleep, they do not think 
the evidence as to its value is conclusive as yet. 

J. M. Rogoff, 2 reporting further cases treated with his cortical extract — 
Interrenatin — lays stress on the value of daily intravenous doses of from 250 
to 1000 e.c. of Normal Saline containing about 5 per cent Dextrose. He 
believes that in addition to the loss of a hormone there is also an auto- 
intoxication from accompanying metabolic disturbances, which this treatment 
serves to alleviate. 

G. Lyman Duff and C, Bernstein, 3 in describing 5 cases of Addison’s disease 
due to atrophy of the adrenal cortex, also stress the existence of a circulating 
toxin, which, indeed, they believe to be the causative agent in this type of 
case, and not merely an accompaniment. 

J. G. MeCrie and others, 4 while agreeing that in Addison’s disease the cortex 
is, mainly at fault, are of opinion that the absence or diminution of adrenalin 
plays a part in the symptomatology. It cannot be a purposeless whim of 
nature to have associated cortex and medulla so closely. They think that 
there are probably several hormones in the adrenal cortex which are unevenly 
represented in potency in the extracts at present available. 

Favourable results are reported by G. A. Harrop, jun. and A. Weinstein, 
L. G. Rowntree and C. H. Greene, using the Swingle-Pfiffner extract, and by 
P. C. Baird and F. Albright, 5 who employed Hartman’s preparation. 

The great outstanding difficulty in treating Addison’s disease by any of 
these extracts is their very high cost. There is, however, a hope that this 
may to a considerable extent be overcome. It has been found that by filtering 
an extract of the whole gland through a Permutit apparatus it is possible to 
do away with the laborious separation of the medulla and cortex by dissection, 
since the adrenalin from the medulla is destroyed by the alkali employed 
therein. 

References. — Mour. Amer. Med. Assoc. 1932, Oct. 29, 1478; -Ibid. Oct. 15, 1309 ; 

2 Bull. Johns Hopkins Hasp. 1933, Jan., 67 ; *Brit. Med. Jour. 1932, ii, 622 ; 5 Arch, of 
Internal Med. 1932, Sept., 394. . 
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IBEENALECTOMY. ,4. Rendle Short , M.D., F.R.C.S. 

According to R. Lericlie and R. Strieker, 1 of Strasbourg, this operation, ever 
since it was introduced by Oppei in the treatment of thrombo-angiitis, has had 
"ii bad press’ ; it lias been condemned by those who have never tried, it. The 
fact is that in suitable cases the results are excellent and durable. During 
seven years the writers have employed it twelve times for Buerger’s thrombo^ 
angiitis. It cannot, of course, do the impossible ; if the main arteries are 
already completely blocked and the collateral circulation at maximal dilata- 
tion, neither sympathectomy nor adrenalectomy can help. It is often difficult 
to know how far this blocking has taken place ; there is a method of arterio- 
graphy introduced by Raynaldo dos Santos that may prove very valuable in 
this connection. But if the main arteries are not completely blocked, or if 
the collateral circulation is capable of vaso-dilatation, wonderful, results can 
be obtained. [We can testify to this of our own observation in one of 
Leri cue’s cases. — A. R. S.] The evolution of the disease is arrested, the pain 
ceases, trophic lesions heal, and the threat of gangrene recedes, but inter- 
mittent claudication will persist, and the circulation remain precarious. If a 
hand or foot is cold, insensitive, immovable, and of a violet colour, it is too 
late to save it. Oppei had to amputate 50 of his 115 cases of adrenalectomy. 
Its main virtue is to prevent the loss of limb after limb, which is the rule in 
Buerger’s disease. When pulsation can still be felt or can be restored by a 
warm bath, when there are ulcers but not gangrene, operation is indicated. 
Shall it be sympathectomy or adrenalectomy ? Lericlie prefers the latter 
when the tendency to angiitis extends to more than one limb. It has been 
objected that the operation is dangerous, but of 19 cases he has only lost one. 
In cases of Buerger’s disease, there were no deaths. Sometimes a good result 
has been obtained by removing a suprarenal first, and doing a sympathectomy 
on a subsequent occasion. Of 12 cases of adrenalectomy for thrombo-angiitis, 
S gave a perfect result (followed up five and seven years), 2 others did well, 
5 failed, and 2 relapsed. The operation may be difficult. The approach is 
by a left subcostal incision, with or without resection of the twelfth rib. 

Reference. — 5 Presse mid , 1932, Aug., 1237. 

AGRANULOCYTIC ANGINA (Malignant Neutropenia, The Neutro- 
penic State, etc.) Stanley Davidson , M.D., F.R.C.P.E. 

Numerous papers have appeared during the past year regarding the etiology 
and treatment of a syndrome whose principal features are intense necrosis of 
tissues and marked toxaemia, while blood examination reveals a great diminu- 
tion in the white cells, particularly the polymorphonuclear leucocytes (T. Fitz- 
Hugh and B. I. Coraroe, 1 H. Harkis, 2 and E. Buhner 3 ). There is good evidence 
to show that there are two types of this syndrome, one in which the essential 
leucopenia is the result of no known toxic agent, and hence may be described 
as ‘primary’ neutropenia, and the second in which the low white-cell count 
is a direct result of some recognized toxic process which depresses bone-marrow 
function. In the primary condition studies of the bone-marrow show intense 
hyperplasia of the primitive white cells, and the view is expressed by €. A. 
Doan 4 and others that the essential feature is a maturation arrest in the develop- 
ment of the granular series of white cells, in the same way that pernicious 
anaemia is believed to be the result of a similar process in the development of 
the erythrocyte. Working on the basis that the normal stimulus for main- 
taining the leucocyte level in the blood-stream is produced by the action of 
the liberated products from disintegrated cells of the same type, on their 
immature precursors in the bone-marrow, Henry Jackson, jura, prepared 
adenine and guanine nucleotides which are now marketed under the trade 
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name of i Pentose Nucleotide K.G. 96-.* H. Jackson, F, Parker, and 
F. 1L L. Taylor 5 treated 69 cases of malignant neutropenia with this prepara- 
tion ; 2 <3 per cent died, compared to a figure which varies from 50 to 90 per cent 
in the reports of other investigators, using blood transfusion, X rays, etc. The 
preparation was effective, the authors believe, because ; (1) A favourable 
clinical and lueniatologieal response took place rather sharply about the fifth 
day of treatment, irrespective of how long the patient had been ill prior to 
treatment : (2) The subsequent hematological improvement in practically all 
eases followed the same orderly trend ,* and (3) The mortality ivas the lowest 
of any published series of like size. Ten c.c. of pentose nucleotide K.G. 96 
should be given intramuscularly night and morning, until the white cells have 
definitely risen, and thereafter once daily imtil the white count has been normal 
for at least three days. In desperately ill cases the authors recommend that 
10 c.c. of K.G. 96 should be diluted with 100 c.c. of warm saline and injected 
slowly into the vein each morning for four days, while 10 e.e. should be given 
intramuscularly every evening. 

In the reviewer’s opinion, pentose nucleotide therapy appears to offer the 
most promising hope for the treatment of an extremely fatal condition. 

References. — *Amer. Jour. Med . Sci. 1933, April, 552; -Jour. Amer. Med. Assoc. 
1932, Get. 1, 1132 ; 3 Lancet , 1933, i, 1119 ; *Jour. Amer . Med. Assoc. 1932, July 16, 
194 ; 5 Amer. Jour. Med. Sci. 1932, Sept., 297, 

F. TV. Watkyn-Thomas, F.R.C.S. 

A. E. Taussig and P. C. Schnoebelen 1 believe that agranulocytosis is increas- 
ing in frequency and that its etiology is still unknown. From a study of seven 
patients seen in the last year they agree with the view, now widely held, that 
the necrotic processes in mouth and pharynx are the result, not the cause, of 
the disease. Two of their patients recovered. Roentgen Therapy (minimum 
doses to the long bones) proved the most useful treatment. Three cases showed 
rapid regeneration of granulocytes after X-ray stimulation. In two eases it 
was proved that the fall in the granulocytes preceded a recurrence of the sore 
throat. 

H. Videbech 2 in describing a ease of agranulocytosis of possible medicinal 
origin accompanied by skin eruption raises the question of the possibility of 
certain chemicals, especially drugs containing the benzene ring, being an 
important factor in the occurrence of agranulocytosis. Although the majority 
of writers believe that agranulocytosis in its typical form depends on severe 
septic infection, there are some who hold that it is a bone-marrow reaction 
in individuals particularly sensitive to some specific influence. The patient 
Videbech describes had fever, joint pains, and oedema of fauces and uvula, 
with membranous ulceration and a pruriginous rash with icterus. Blood 
examination showed typical agranylocytosis. The patient recovered after 
X-ray irradiation of the long bones. His history was that for years lie had 
been taking aspirin, and for two months he had been taking a mixture of 
drugs with bases of ethyl-aUyl-barbiturate and dimethyl-amido-antipyrine. As 
well as this he used benzene in his daily work as a watch-repairer. [In view 
of the wide and increasing use by the laity of synthetic compounds of the 
barbiturates and benzene ring bodies without any medical supervision, this 
observation is of the utmost importance. ■ It may possibly have a relation 
to the increase in the number of these cases to which Taussig and Schnoebelen 
refer. — F. W. W.-T.J. 

References.-— V our. of Larynrjol. 1933, xlviii, 72 ; -Acta Otolaryngol. 1933, xix, 92. 


* Obtainable under the name of 4 Pentnucleotide,’ from Menley and James, Ltd., 04, 
Hatton Garden, London, E.C.l. 
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ALCOHOL AMD DRUG ADDICTION. (See also Drunkenness, Tests 
for.) //. Devine , 31.D., F.R.C.P. 

Alcoholism. — D. K. Henderson 1 observes that every one dealing with the 
habitual drunkard recognizes that the process of arrest, trial, and. imprisonment 
is a perfectly useless procedure, entailing considerable expense, and with no 
remedial element in it. It has been estimated that the cost of the prison 
institutional system per imprisonment, regardless of the period, is just tinder 
£60. Modern civilization demands a wider, more humanitarian outlook, one 
which is determined by the psycho -biological concept that all disorder of con- 
duct is a reaction to circumstances either of a personal or environmental 
nature. The emphasis is on the man himself as a total personality rather 
than on the symptoms — as evidenced by the conduct disorders which, he has 
shown. The chronic alcoholic is a sick man who needs care, help, and treat- 
ment under the? best type of medical regime. 

Unfortunately if every alcoholic subject was regarded as a patient and 
treated from the medical point of view, the incidence of recovery would 
probably be very small, since the treatment of such patients is on the whole 
discouraging as far as permanent cures are concerned. For any sort of cure 
to be effected, prolonged treatment is necessary, and few patients will submit 
to this. Four eases cited by Henderson, with one exception, illustrate this 
difficulty. All of them were of excellent position and good mental and physical 
equipment. With the exception of one case, all of them felt sufficiently 
readjusted In a few weeks to start afresh, but failed lamentably. . The first 
three were more naturally prone to alcoholism, whereas in the fourth ease 
there was a more obvious personality disorder, a greater degree of psychological 
insight, a clearer appreciation that alcohol was an expedient, an attempt “to 
get away from the prison house of reality back to the Golden Age.” In the 
latter type the outlook is more hopeful, as there is something more obvious 
to go for. Thus it has to be admitted that the results of treatment in these 
eases are far from satisfactory. 

It is not surprising that the family and practitioner are disappointed with 
the specialist for not having some specific course to suggest. The difficulty 
is that such patients are rarely certifiable in the strict sense of the term ; 
and, furthermore, if it is decided to certify, it is essential to ascertain that 
the patient has not been under the influence of drink for some time. In other 
words, it is not permissible to certify a person when that person is under the 
influence of liquor. Sometimes such patients are willing to enter a mental 
hospital on a voluntary basis, but they are seldom willing to stay after a few 
weeks. Any treatment to be helpful must be continued for from three to six 
months. It lias to be admitted, unfortunately, that we know of no specific 
specialized form of treatment for chronic alcoholism which can whole-heartedly 
be recommended. The control of the patient under specially supervised condi- 
tions, a careful psychiatric examination in the early stages, an understanding 
of the possible psychological determinants, may ail help in individual instances, 
but there is no sense of security about any of them. The ideal treatment 
has to be based on the prophylactic educational level, and in this matter the 
medical profession should give a far stronger lead. Efforts should be primarily 
directed to influencing the older groups of school children before the taste for 
alcohol is acquired. 

In a lengthy paper on the causation, treatment, and control of the alcoholic 
habit, A. Baldie 2 expresses much the same views as Henderson in regard to 
the inadequacy of our therapeutic methods. He points out that a survey of 
literature on alcoholism show’s that scientific research and discovery in the 
field of etiology and psychopathology has outstripped .advances in treatment ; 
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and that it is principally in institutions and by specialists that a system of 
practical treatment is being evolved. The class of habitue to which medical 
advice can be of help is greatly reduced by the unwillingness of many to 
undergo treatment, or to contemplate abstinence. It is, of course, essential 
that he must foe anxious to be cured, and willing to abstain completely. It 
is not, perhaps, a patient’s volition that is the deciding factor so much as his 
deliberate and conscious choice. The writer states that the persons unsuitable 
for home treatment are : mental defectives, psvchotics, constitutional inferiors, 
and others requiring constant supervision ; persons who require and are other- 
wise suitable for treatment, but who strenuously resist treatment, or who, not 
refusing openly, fail to co-operate in treatment ; pseudo-alcoholics — these are 
persons who, whether they indulge in alcohol or not, are wrongly brought for 
treatment, it may be from ulterior motives, by relatives. 

The treatment of the earlier habitue is that of his inadequacy and mal- 
adjustment to life, and of the associated physiological and somatic changes. 
A preliminary medical history should include a record of : physical disease, 
of inherited or acquired organic inferiorities, and of the physical and functional 
activities of the patient from infancy ; psychological experience : domestic, 
social, sexual, and religious life ; and alcoholic habit. The preliminary history 
will also contain a record of achievements and frustrations at school, during 
apprenticeship, and in subsequent occupations ; love affairs ; social and family 
relationships ; and so on. Baldie states that the Adler method of psycho- 
therapy has the merit of simplicity and of easy reference to such a history. 

Alcohol and the Germ-cell.-— In a contribution on alcohol and drug addiction 
in Germany, P. Wolfe 3 makes some interesting comments on the possible 
blastophorie effects of alcohol. The writer points out that the problem of the 
individual is closely connected with the question — so important from the point 
of view' of eugenics and theories of heredity — whether alcohol exerts a. toxic 
effect on the germ-cells and thus favours the production of degenerate progeny. 
Although experiments on heredity in the progeny of male mice in which an 
alcoholic condition lias been produced seem to show an increased death-rate 
amongst the sucklings, Wolfe finds himself in entire agreement with E. Brant-z, 
who points out that it is not justifiable to assume from these experiments that 
the effect in man is analogous. The experimenter produces maximal, or at 
any rate unusually marked, damage, and induces mutations of a less complex 
nature than, for instance, mental deficiency, psychopathy, and epilepsy. 
Direct experiment on human alcoholics is therefore necessary, although as 
a result of unsatisfactory methods the majority of such experiments are of 
but little value. The children of non-psvchopathic alcoholics suffering from 
delirium showed no increased incidence of disposition of anomalies. Pause 
investigated the children of habitual drinkers and found that there was no 
difference between the children born before the onset of alcoholism and those 
born after it. In man we must be content at first with smaller numbers than 
the biological experimenter and with one generation only, so that for the 
moment the question whether alcohol damages the germ cells must be left 
open, instead of being answered in the affirmative, as was frequently done 
previously. On the other hand, bodily and mental deficiency is often found 
in the children of drunkards ; it is not, however, due to the toxic damage to 
the germ-cells but is the effect of bodily ill-treatment, sexual damage, criminal 
acts, and premature indulgence of alcohol in the parents’ company. These 
iacts and finding's rob the anti-alcoholic- propagandist of advertising material 
but need not lead the eugenist to despair. 

Drug Addiction. — 

Unusual Forms of Drug Addiction. — E. W\ Adams 4 observes that there are 
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always a certain number of persons who are too poor to pay for life. For 
these three courses are open : (1) They may borrow — that is, they may draw' 
upon the sources of individuals more vitally endowed than themselves ; (2) 
They may acknowledge themselves paupers and accept the free lodgement of 
death ; or (3) They may use a kind of default and seek means to make reality 
less real. It is to this last class that our alcoholics and drag addicts belong. 
The drag addict is not valiant ; he can neither accept this robust universe 
nor escape it by an ascent to rarer regions. The writer gives an interesting 
account of some unusual forms of * escape from reality’ by means of drugs. 
A few instances may be cited. 

Under the name of ‘Paregorism’ French authors have described a form of 
opium addiction which presents some unusual features. The opium is obtained 
by the use of tr. camph. co ., and owing to the weakness of this preparation in 
opium, the addicts have to take enormous quantities to satisfy their craving. 
As a consequence, the symptomatology is a compound of that of opium 
euphoria with alcoholic confusion and hallucinations. Not only so, but “ impul- 
sive violent reactions ” are also noted, and it is thought that the large amount- 
ed essence of anise ingested has an important contributory effect in the pro- 
duction of the peculiar syndrome. Indulgence in paregoric is thought to have 
its origin in the difficulties experienced by drug habitues in obtaining their 
ordinary forms of dope, owing to restrictive legislation. 

A new’ and very curious method of indulgence in heroin has sprung up in the 
Far East in recent years. The heroin is made up into pills 'and smoked in 
the same way as opium. More curious still, these pills also contain strychnine , 
quinine , and caffeine. They are known an “ anti-opium pills ”, and each hold 
A gr. of heroin and about A_ gr. of strychnine. Vast quantities are made and 
.consumed, and it is said that the practice is far more deadly than opium in 
its effects on the system of the smoker. 

In India the chewing of cocaine has now' obtained footing. The drag is 
wrapped in betel leaf, chewed, and slowly absorbed by the buccal mucous 
membrane from the charged saliva ■which is held in the mouth. It is estimated 
that there may be as many as half a million of these cocaine chewers in India. 
The motives leading up to the habit are stated to be usually vicious and the 
results deplorable. 

Another curious ease is that of a chemist who became addicted to nitrons 
oxide . This man gradually acquired the habit of inhaling a small quantity 
of gas every day. In order to better indulge his abnormal passion he fitted 
up an ingenious apparatus by means of which lie was able to take a whiff 
whenever he felt “so dispoged”. He ended up in what our Chinese friends 
would call “an establishment for irregular intellects”. 

Adams observes that it is an interesting problem whether the nitrous oxide 
debauches rendered him insane or whether they were merely a symptom of 
a deranged mentality. It is difficult in the narcomanias to distinguish 
between the cart and the horse, though we should probably not go far wrong 
in holding that in the average ease the underlying psychopathic basis is always 
the horse, though the cart which it pulls may be of varying structure and 
make. This is well borne out by an exceedingly instructive history related 
by Hahn. He cites the case of a. young woman who took 2 grin, of cocaine 
subcutaneously and 0*08 grm. morphine. After an easy withdrawal treatment, 
without complications, she procured large quantities of, alcohol. When she 
kept free from alcohol she suddenly began to smoke up to eighty cigarettes 
daily. Directly these were forbidden, she became ail "extravagance maniac'. 
She incurred, at the time of greatest financial stringency, a petty expenditure 
of 150 marks daily and for the most part on completely unnecessary things. 
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When finally this senseless extravagance lost its savour, she took to dancing 
in a manner which one could only call ‘dance mania’, and also, In connection 
with her mania, she gave herself up to cathartics. 

Treatment of Drug Addiction.— E. W. Adams 5 gives a comprehensive 
review of the numerous therapeutic methods employed in the case of drug 
addicts. At the outset Adams points out that the individual practitioner can 
do much by way of prevention. He can see to it that no addict is created by 
any fault of his own. He can remember that there are pain-relieving drugs 
other than morphine, and he can see to it that the patient is never supplied 
with a syringe. The family physician can also act with special caution when 
ordering narcotic drugs to unstable persons. He is in a favourable position 
to recognize early the beginning of functional nervous and physical disorders 
'which are often of tardy development and which may be amenable to treat- 
ment in their early stages. He may thus be able to prevent the development 
of a condition which creates a predisposition in the patient to resort to 
narcotics, and so play an important part in prophylaxis. In short, he both 
has and can create many opportunities for contributing towards prevention 
of addiction. 

The treatment of addiction comprises two stages : (1) Disintoxication ; 
(2) Rehabilitation. 

1. Disintoxication. — This is a treatment designed to free the addict from 
his poison, or, in other words, it aims to withdraw the drug, either suddenly 
or gradually, and to follow this treatment by measures directed to the restora- 
tion of the general health. ' The following table is an attempt to classify these 
methods of disintoxication : — 

a. The ambulatory method : — This method may be defined as one in which 
the patient is free to go about and receives from the practitioner, and under 
his instructions, such quantities of his narcotic drug for self-administration 
as are deemed necessary. 

b. Methods devised to secure withdrawal within a limited period :■ — 

1. The abrupt (sudden) withdrawal method : (a) abrupt withdrawal without 
special measures (‘cold turkey’); (S) abrupt withdrawal under hypnosis; 
(y) abrupt withdrawal assisted by drugs of the atropine series; (?) abrupt 
withdrawal assisted by ‘specific’ treatment (e.g., ‘narcosan’, vegetable pro- 
teins, antibodies) ; (e) abrupt withdrawal with special symptomatic treatment 
(e.g., by means of euphvllin or insulin). 

ii. Rapid withdrawal methods : (a) rapid withdrawal with injections of 

autogenous serum ; (S) rapid withdrawal aided by drags of the opium series ; 
(y) rapid withdrawal under treatment by endocrine preparations ; (?) rapid 
withdrawal under light anaesthesia ; (t) rapid withdrawal under drugs of the 
atropine series. 

iil- The gradual reduction method. 

c. Treatment by the 4 conditioned reflex- method . 

2. Rehabilitation . — Under this heading are included improvement of physical 
health, occupation, healthy sports, change in environment, and psychotherapy. 

Insulin in the Treatment of Chronic Morphinism . — F. S. Modem 0 records 
his experience with insulin as a therapeutic* agent in a case of morphia addic- 
tion. Morphine was at once withdrawn after admission to hospital, and ‘shots’ 
of insulin substituted, 10 units thirty minutes before each meal. The patient 
was placed on a high carbohydrate diet, and 200' e.e. of orange-juice were 
given two hours after each meal to obviate late reactions. He received 10 gr. 
of sodium bromide every two hours throughout the day, and 3 gr. of luminal, 
before retiring, to be repeated in two hours in case of sleeplessness. The insulin 
dosage was raised to 15 units on the second day before breakfast and lunch, 
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a lid to 20 units before dinner, this latter dosage being adhered to for the 
remainder of the patient’s stay in the hospital and for two weeks after dis- 
charge. The time interval between insulin and meal was increased simultane- 
ously from half an hour to an hour, which caused a moderate hypoglyeseniia 
just before meal time. The patient was discharged on the sixth day in 
excellent mental and much improved physical condition. There lias been no 
relapse in the ensuing seven months either in morphinism or alcoholism 
despite heavy financial and mental strain during that period. 

Tins is the eighteenth case of morphia addiction treated by insulin that has 
been reported in the literature. Obviously no conclusions should be drawn 
from such a small number of eases, either as to the immediate or 1 remote 
efficacy” of the treatment. It would be desirable, however, to apply this 
method in large series of well-controlled cases, with appropriate follow-up 
studies as to its possible merits, in view of encouraging observations in the 
reported cases. 

References. — 1 JSdin . Med . Jour. 1933, «Ian., 1 ; -Brit. Jour. Inebriety, 1932, Oet., 45 ; 
Mbid. 1933, April, 141 ; Mbid. July, 1 ; 5 Practitioner , 1932, Aug., 234, Sept., 390 ; B Med. 
Jour, and Record, 1932, Aug., 163. 

AMCEBXASXS. Sir Leonard Rogers , MJ)., F.R.C.P. , F.R.S. 

Epidemiology. — A protozoal survey of 1000 prisoners in San Francisco by 
11. G. Johnstone, X. A. David, and A. C. Reed 1 showed 92 (or 9*2 per cent) 
to be carriers of E. histolytica , 78 of whom had been in endemic areas and JO 
had lived in tropical regions : 52 had suffered from gastro-intestinal symptoms, 
and 16 from diarrhoea or dysentery, and those without symptoms were mostly 
young men who had only recently visited endemic areas. 

The viability of E. histolytica cysts has been studied by T. and V. Wight 2 
by keeping them in an ice-box and subculturing at intervals, which proved 
successful up to forty-six days, thus agreeing closely with Dobell’s figure. By 
repeated subcultures Dobell’s strains could be kept going for several years, 
and under most variable conditions of temperature, climate, and environment 
they survived up to twenty-seven days. The conclusion of Yorke and Adam 
that these cysts could only survive ten days is thus disproved. 

An accurate method for counting 2?. histolytica in vitro with the aid of a 
hsemocytometer is described by M. Paulson. 3 J. Andrews 4 reports finding 
E. histolytica in a Baltimore dog with a chronic bowel infection, so he suggests 
this animal as a possible carrier of infection to man. 

Treatment. — T he incidence and treatment of amoebiasis in Panama is dealt 
with by II. II . Anderson. 5 He mentions that since the discovery of emetine 
dysentery as the first cause of death in Costa Rica has been displaced by 
tuberculosis, but a high rate of infection will continue until more regular 
efforts are made after the control of the symptoms to eradicate the pathogenic 
amoeba, which can be done as shown by the fact that in the sanitated areas 
of Panama the disease has been reduced to the rate in temperate climates by 
more effective treatment and good water-supplies. An intensive study has 
been made in the past three years of forty-four drugs to find one with high 
amoebicidal powers and low toxicity, and Carbasone 5 or 4-carbamino-phenyI- 
arsonic acid, containing 28*8 per cent of arsenic, is considered to be the best. 
Thus 75 mgrni. per kilo rids 90 per cent of the patients of their pathogenic 
amoeba, and it is non-toxic in four times that amount. He advises for this 
purpose in adults 0*25 grin, of earbarsone twice daily in capsules for ten days ; 
his eases were controlled by stool examinations up to three months after 
treatment. In obstinate cases lie advises retention enemata of 2 grin, of 
the drug in 200 c.c. of warm 1 per cent sodium bicarbonate instilled into the 
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rectum overnight after a cleansing enema, and repealed every other night for 
live treatments. No toxic symptoms beyond slight epigastric discomfort were 
noted after the drug. The use of earbarsone is also reported on by R. N. 
Chopra and B. and S. Sen 6 in Calcutta, who also used it in 0-25-grm. (3J-gr.) 
doses twice daily for ten days, with 23 cures and 4 undetermined in 31 eases 
with no untoward effects. 

The use of Xurchi in chronic anioebiasis is further reported on by IT. W. 
Acton and R. X. Chopra, 7 who found that intramuscular injections of 2 gr. 
of the alkaloid daily are as effective as emetine, but they are very painful, 
and the bismuth iodide compound of the total alkaloids compares favourably 
with that of emetine in 10-gr. doses twice daily half an hour after 1 drachm 
of sodium bicarbonate and 40 gr. of sodium citrate for ten days or longer ; 
but a second course is not desirable. In cases complicated by bacillary 
dysentery infection the treatment should be preceded by autogenous vaccines. 
A. B. Ghosh 8 also deals with the use of an extract of kurehi, and advises one 
made with 60 per cent alcohol, as this includes tannins, mucilage, and resinous 
matters, which he thinks may be beneficial ; but tins remains to be tested 
by clinical trials. 

An interesting study of halogenated oxyquinolines, of 'which one under the 
trade name of Yatren has been exploited for dysentery with little critical 
study, is recorded by N. A. David, H. G. Johnstone, A. C. Reed, and C. I). 
Leake, of San Francisco. 9 They now report on the use of iodochlorliydroxy- 
quinoline (Vioform N.N.R.) orally in amoeba -infected animals and in man, 
as their experience of yatren has been disappointing. The new preparation 
is a greyish-yellow powder, almost insoluble in water and sparingly in alcohol ; 
it contains 40 per cent of iodine, and is absorbed to some extent from 
the bowel as it is partly excreted in the urine. They recommend 0-75 grin, 
daily in three capsules of 0*25 grin, each for ten days, the course being repeated 
after a week's rest to total 15 grin. Clinical cure was obtained in 38 out of 
47 cases, as shown by three to six months’ follow-up ; there were 6 recurrences 
among 7 patients exposed to re-infection, and no evidence of toxicity was 
noted in any. 

.In a survey of 1000 cases of dysentery seen during the war in Egypt, 
S. Rosebery 10 advocates lavage of the large bowel by Chlorine Water, strength 
not stated. 

References. — l Ind. Med. Gaz. 1932, Auc M 440; 2 Jour . Trap. Med. and Hyg. 1932, 
Nov. 15, 337 ; Ubid. 1933, April 15, 109 ; *Ibid. March 15, 05 ; Hbid. 09 ; *Ind. Med. 
Gaz . 1933, May, 315 ; 7 Ibid. 1932, Jan., 0 ; *lbid. 13 ; 9 Jour. Amcr. Med . A ssoc. 1933, 
May 27, 1658 ; lv Med. Jour . of Australia. 1933, April 1, 391, 

ANEMIA : A CLASSIFICATION. Stanley Davidson , M.D., F.R.C.P.Id. 

In last year's Medical Annual (p. 25) reference was made to a paper by 
the reviewer on “ The Classification and Treatment of Anaemia, with Special 
Reference to the Nutritional Factor.” 1 Special emphasis was laid on the 
modem view that many forms of anaemia are essentially deficiency diseases. 
A recent contribution by R. Ottenberg 2 on the reclassification of the anaemias 
extends and enlarges these aspects. This classification is based essentially 
on pathogenesis and correlated with the effects of treatment. Anaemia is 
divided into three main groups : (I) Due to deficiencies ; (II) Due to inter- 
ference with blood formation; (III) Due to haemolytic processes. 

The remarkable advance in knowledge regarding the .etiology of the amemias 
which has been made during the past ten years renders the terms ‘primary’ 
and ‘secondary’ obsolete and undesirable. High colour index anaemia hyper- 
chromic macrocytic anaemia) and low colour index anaemia (hypochromic 
microcytic anaemia) are included in Group I, since both are the result of a 
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deficiency of one or other of the factors essential for blood formation. A 
reversion to megaloblastic blood formation occurs and a hyperehromie macro- 
cytic arnemia results when an insufficient supply of the specific anti-anaemic 
factor found in liver is available to the bone-marrow. This Insufficiency may 
arise from different causes — be., inadequate food .intake, defective gastric 
secretion, or imperfect absorption from the alimentary tract. It is not sur- 
prising that a similar blood picture may occur in widely different diseases, 
e.g., tropical macrocytic arnemia (Wills), Addisonian pernicious anaemia, 
sprue, and eceliac disease. Similarly, hypochromic microcytic arnemia occurs 
when an iron-deficient diet is eaten over prolonged intervals ; when iron 
absorption is defective, consequent on achlorhydria, etc. ; or when increased 
demands are present, as in pregnancy, menorrhagia, etc*. Group II includes 
the aplastic amentias, complete or partial, idiopathic or secondary to recognized 
toxic causes. Group III includes the two forms of acholuric jaundice, familial 
and acquired, as well as the anaemias secondary to intravascular haemolysis, 
such as occurs in malaria, streptococcal septicaemia, oi* in the presence of 
haemolytic poisons, e.g., snake venom, phenyl hydrazine. 

References. — X E din . Med. Jour. 1932, xxsix, Nos. 7, S ; 2 Jour . Amer. Med, Assoc . 
1933, April 29, 1303. 

ANEMIA, ACUTE HIEM0LYT1C, OF LEBERER, (See also 
Anaemia in Childhood.) Stanley Davidson, 31. D., F.R.C.P.E . 

R. J. L. O'Donoghue and L. J. Witts 1 report; a case of acute haemolytic 
anaemia, and have selected from the literature 32 other eases upon which a 
general picture of the above-named disease has been based. The criteria on 
which the group has been selected are : (1) The anaemia is associated with 
■pyrexia and signs indicative of infection, though none of the familiar micro- 
organisms can be inculpated ; (2) The arnemia is haemolytic in type, the white 
cells are usually increased, and there is no megaloevtosis ; (3) There is no 
evidence of nutritional or alimentary disease ; (4) The illness is of a self- 
limiting character, tending to death or complete recovery within a period 
usual!} 7 of a few' months ; (5) Blood Transfusion is of the greatest value. 

Reference.— l 6'a#’s Hasp. Rep. 1932, Get., 440. 

AMJEMIA IN CHILDHOOD* Reginald Miller , ALIA, F.R.C.P, 

In last year’s Medical Annual (p. 35) attention was paid to some of the 
problems of anaemia in infancy ; and during the period under review for 
t he present volume a great many communications have appeared bearing on the 
subject of the diseases and disorders of the blood in infancy and childhood. 
So numerous have these been that it will be impossible to deal with all of them 
with the detail that their importance deserves, and therefore it may perhaps 
be permissible to depart from the usual custom of the Medical Annual and 
give a list of the titles of the papers, with the authors’ names, in the biblio- 
graphy at the end of the article, so as to enable readers to refer to such of 
them as may strike their fancy. 

Haemoglobin Level During the First Year of Life. — H. M. M. Maekay 
and L. Goodfellow 20 in 1931 produced a set of figures for the normal and average 
levels of haemoglobin during the first year of life, and on them satisfactorily 
established the frequency of nutritional arnemia in infancy. Since then there 
has been an improvement in the accuracy of the instruments used in measuring 
the percentage of haemoglobin, and this has led Mackav 12 to revise her' figures. 
In her revision she has taken the opportunity of including figures for the first 
and eighth days of life. The alteration in some of the figures is as much as 
7 per cent, but it must be allowed that strict accuracy is probably impossible. 
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As lluckay stu tcs, there is a difference in the haonoglobin leadings according 
to whether the blood is taken from the heel or the ear : and two samples taken 
at the same time fe.g., from two fingers) may show a difference of as much as 
5 per cent, though usually not more than 1 to 3 per cent. 

The revised normal and average haemoglobin values in terms of the Price- 
Jones- Haldane standard are as follows : — 
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In a further paper 13 Maekay discusses the factors causing variation in the 
luemoglobin levels during the first year of life. 

Nomenclature. — The uraemias of infancy can in the majority of cases be 
classified into two main groups:' (1) Those in which there is a deficiency in 
one or more of the elements necessary for the synthesis of haemoglobin, or for 
the production of the erythrocyte, or for both of these ; and (2) Those in which 
there is increased destruction of the erythronic dements. The first of these 
groups is usually spoken of as the "deficiency anaemias’, and the second as the 
‘haemolytic anaemias h Both are discussed below. 

L. G. Parsons 1 is satisfied with this classification, but not with the names 
usually given to the groups. He points out that a deficiency amemia may 
arise even when the diet supplies all the elements necessary for the production 
of red cells with their normal content of haemoglobin. Defective absorption 
from the alimentary tract will be one such possible, explanation; and if. 
Josephs 17 has pointed out that even with adequate absorption, the body may 
fail for some reason to carry out the synthesis of luemoglobin. For this group, 
therefore, Parsons prefers to use the term 4 anluemopoietic’ instead of * deficiency ’ 
anaemia. With still more force he criticizes the term 4 haemolytic* as applied 
to the second group of anaemias. This should strictly imply no more than 
that the amentia is due to the destruction of the circulating red cells, whereas 
with this process there is usually damage to, or destruction of, the precursors 
of the red cells in the hsemopoietic centres ,* and the main cause of the 
anaemia may be damage to either., the circulating cells or the hsemopoietic 
centres. As we now have A. E. Boycott’s useful term 4 erythron ’ to connote 
“ the tissue which is made up of the circulating red cells and the cells in the 
bone-marrow (and sometimes elsewhere) from which they arise”, Parsons 
puts forward the term 4 erythronoelastie’ as more accurate than 4 haemolytic’ 
for the anaemias of this type. 
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Deficiency (An hemopoietic ; An emias. 

The deficiency amemias of infancy and childhood are divided by L. G. 
Parsons 15 into two groups, hypochromic and hyperchromic. Most cases fall 
into the first group. 

Hypochromic Deficiency Anaemias.— The hematological picture of hypo- 
chromic deficiency anaemia is as follows. The colour index" in a case of moderate 
severity is about 0*0. In the less severe amemias, although there is a fall in 
haemoglobin, the red cell count is little if at all diminished ; in the more severe 
amemias both haemoglobin and red cells are reduced, the reduction of the 
haemoglobin being proportionately greater than that of the red cells. Reticulo- 
cytes are absent, or present only in very scanty numbers, not being more than 
0*4 per cent of the red cell count. A few normoblasts may be found in the 
blood stream in the more severe cases. The fragility of the red cells is normal. 
There are no constant changes in the leucocytes. * The platelets are present 
in normal or slightly reduced numbers. 

Infants suffering from deficiency hypochromic anaemia are very prone to 
contract infection which may to some extent alter the blood picture, a certain 
degree of destruction of the erythronic elements occurring and the white cells 
showing the reactions characteristic of infection. 

The most common types of hypochromic deficiency anaemia found in infancy 
and childhood are : (I) Nutritional anaemia of infants ; (2) Hypochromic 
anaemia of ceeliac disease ; (3) Anaemia of scurvy ; and (4) Amemia of 

cretinism. 

1. Nutritional amemia oj infancy is mainly due to lack of iron, though a 
deficiency of copper, vitamin C, and thyroxin may play a part in its produc- 
tion. The lack of iron, may arise from deficient pre-natal storage or post-natal 
supply, or from a mixture of both factors. Parsons gives the following- 
possibilities : — 

a. Deficient ante-natal storage : (i) Iron deficiency in the maternal diet, 
(ii) Nutritional amemia in the mother, (iii) Deficient transference of iron 
from mother to foetus, (iv) Premature birth, the foetus not having time to 
complete its iron stores, (v) Twin pregnancy, the iron stores obtained from 
the mother being inadequate for both children. 

b. Deficient post-natal supply : (i) Insufficient supply of iron in breast milk, 
possibly due to iron deficiency in the maternal diet, (ii) Artificial feeding with 
cow's milk, (iii) Prolongation of milk (breast or cow's) feeding beyond the 
normal lactation period. 

c* Deficient ante-natal storage and post-natal supply. 

Owing to pre-natal factors congenital amemia may he produced (Parsons 14 ), 
and the effects of the maternal supply of iron to the foetus are well exemplified 
in the cases quoted by A. V. Neale and J. €. Hawksley. 6 

This type of anaemia is usually easily cured by the administration of iron, 
and the usual preparation given is that of Iron and Ammonium Citrate in 
daily doses of 5 to 10 gr. This form of iron contains a certain quantity of 
copper, and much discussion has taken place on the actions of copper and yeast 
in the cure of nutritional anaemia of infants. The results obtained in the 
experimental nutritional amemia in rats are not wholly in accord with those 
of clinical medicine : the value of copper and yeast seems much greater in 
experimental anaemia, but Parsons is of opinion* that in exceptional cases in 
infancy Copper at least may he necessary as a supplement to iron therapy. 

2. The hypochromic amemia of ceeliac disease is the common type of anaemia 
found in that disorder. It is probably due, in Parson’s opinion, to defective 
absorption, and is rapidly cured by adding Iron to the fat-free diet. The 
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amemia is also possibly related to hypn-aoidity, as achlorhydria is not uncom- 
mon in coeliao disease. Free acid can, however, always be ol:>tained in response 
to histamine. 

o. Scorbutic (anemia is due to deficient post-natal supply of vitamin €, but 
ante-natal storage of this is probably a factor in at least delaying the onset 
of scurvy. The anaemia responds well to Anti- scorbutic Treatment. 

4. The rmwmiu of cretinism is to be regarded as due to deficiency in thyroxin, 
and is cured by the exhibition of Thyroid. 

Hyperchromic Deficiency Anemias.— 1 These are rare in childhood, but 
have been described in association with long-lasting and usually imperfectly 
treated eases of cceliac disease {see i Steatorrhcea. Idiopathic', Medical Annual, 
1983, p. 444). It has also been described in children infected with Boihrio - 
cephalm I aim. [The present writer 81 has also described it in a ease of sprue 
commencing at the age of 11] years, an exception to the rule that this disease 
does not occur in children. — R. M.j 

H.-EMOLYTIC (ErYTHROXOCLASTIC) AN EMIAS. 

These amentias are of the hyperchromic type and show marked anisoeytosis 
and poifciloeytosis. If the haunopoietie centres are not too severely damaged 
to respond to the call for new cells, reticulocvtosis, polvehromasia, megalo- 
blastosis, and normoblastosis occur. The presence of megaloblasts and normo- 
blasts in the peripheral circulation has not the same significance as in the 
deficiency anaemias, because in them the maturation of the erythrocyte cannot 
take place unless the missing factors are supplied, whereas in the erythrono- 
elastie amentias these immature cells appear in the peripheral circulation only 
because blood formation is extremely active. 

L. G. Parsons and Ids colleagues 1 * 5 classify the ervthronocJastic amemias 
into two main groups : (I) Those occurring in the neonatal period (first four 
weeks) ; and (2) Those occurring in later infancy and childhood. 

Hemolytic Anaemia of the Newborn {Erythroblastosis neonatorum ). — 
This may occur : (a) With hydrops fcetalis, a rare and rapidly fatal condition ; 
(b) With icterus gravis, the most studied, commonest type, often familial ; 
aud if) 'Without oedema or icterus gravis, again a rare condition. All these 
types occur in the early part of the neonatal period ; but Parsons calls 
attention to (d) Haemolytic anaemias occurring later in the neonatal period 
without oedema or icterus gravis, which in some eases present a picture similar 
to that of von Jakseh’s anaunia. 

Familial icterus gravis and its successful treatment by means of injections 
of maternal blood or serum have been commented on in recent volumes of the 
Medical Annual. The point of interest raised by Parson’s work' on these 
types is concerned with a theoretical matter— namely, if the erythroblastosis 
is to be regarded as a cause or a result of the disease. * Parsons takes the former 
view and brings strong evidence in its favour. 

Haemolytic Anosmia of Later Infancy and. Childhood. — The various 
types of this consist of acute, subacute, subehronie (von Jaksch), and chronic 
(acholuric jaundice). 

The acute, type of kwmolytic amentia { Lederer type) has the appearance of 
being due to an infection, though no constant evidence of this cause can be 
elicited. The ameraia develops with extreme rapidity, and may be associated 
with jaundice and even hemoglobinuria. So sudden is the onset of the anaemia 
that this, in the absence of obvious bleeding, is itself suggestive of its hsemo- 
Jytie nature.. Blood Transfusions may be of great value in tiding the child 
over the critical stages of the active disease : and in Parsons’s series of 9 cases, 
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S recovered. Recovery may be rapid, but may require the exhibition of iron 
to complete the cure. (See also Anaemia, Acute Haemolytic, of Ledeiilr.) 

The subacute cases show the same type of process, but the onset of the 
disease is less dramatically sudden. 

Von Jaksch' s anaemia, which has become so uncommon in recent years in 
England, remains a mysterious disorder ; and it is of interest to read the 
arguments put forward by Parsons and Hawksley to support their view that 
it should be regarded as in reality a subchronic haemolytic anaemia. They 
rely in part on tracing haemolysis in the early stages of eases, passing ultimately 
into the von Jaksch syndrome ; and in part on other evidence of haemolysis 
during the stage of established disease. 

Acholuric family jaundice, a chronic form of htemolytie anaemia, differs from 
other types of haemolytic anaemia. For one thing, anisoeytosis with micro- 
cytosis is characteristic ; for another there is the well-known increased fragility 
of the erythrocytes. Probably the reason why jaundice is so much more con- 
spicuous in acholuric jaundice than in other forms of haemolytic anaemia is 
because in it there is not only a more constant but also a greater destruction 
of red cells. This is due to the fact that there the marrow is always active 
and turning out more cells than normal ; whereas in the acute haemolytic 
anaemias the marrow may be completely paralysed during the period of 
haemolysis. 
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clastic) Anosmias of the Neonatal Period ; with Special Reference to Erythroblastosis 
of the Newborn ”, Ibid.. 159 ; 5 L. G. Parsons and J. G. Hawksley, “ The Haemolytic 
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to the Acute Haemolytic Anaemia of Lederer and the Anaemia of von Jaksch ”, Ibid, 184 ; 
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Brit. Med. Jour. 1933, ii, 631 ; 18 S. H. Clifford and A. T. Hertig, “ Erythroblastosis of 
the Newborn ”, New Eng. Jour. Med. 1932, cevii, 105 ; 17 H. Josephs, “ Mechanism of 
Anaemia in Infancy ”, Bull. Johns Hopkins Hasp. 1932, Oct., 185 ; 1S K. Ochsenius, 
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AN2EMIA, HYPOCHROMIC (Simple Achlorhydric Anaemia). 

Stanley Davidson , AI.D., F.R.C.P.E. 

Nomenclature. — Innumerable names have been given to this syndrome 
since it was first described by Faber in 1913 {see Medical Annual, 1932, p. 88). 
In this country the name ‘simple achlorhydric anaemia ’ has been generally 
adopted, consequent on the researches of Witts. It is doubtful if this title 
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can now be justified, since many eases secrete hydrochloric acid, with or without 
the* injection of histamine*. The name ‘chronic microcytic anaemia’ lias been 
used by some workers for this syndrome, blit investigation into the cell volume 
and diameter indicates that microcytosis is far from being invariably present. 
Blood iron studies, however, reveal the fact that hypochromia is invariably 
present, and lienee the name ‘idiopathic hypochromic anaemia’ is probably 
the most' suitable one available. The prefix ‘idiopathic’ is added to differen- 
tiate the hypochromic amend a secondary to haemorrhage or sepsis from an 
iron -deficiency anaemia occurring essentially in women, resulting from a com- 
bination of factors. The recognition of the frequency of this form of hypo- 
chromic anaemia in women of the child-bearing age, with its detrimental effects 
on health and its remarkable therapeutic response to large doses of iron, prob- 
ably warrants its classification into a separate syndrome. Nevertheless, on 
scientific grounds, it Is becoming increasingly difficult to justify its separation 
from other forms of iron-deficiency anaemias. Thus W. Dameshek 1 states : 
** It is therefore possible that primary hypochromic anaemia, with its various 
manifestations, may represent part of a greater syndrome of iron deficiency 
(hypoferrism), and that certain cases of anaemia which are definitely secondary 
may also be included in this syndrome, which may not have definite fixed 
characteristics.” A. L. Bloomfield, 2 after a very careful review of the sub- 
ject, concludes that chlorosis and idiopathic hypochromic amemia cannot 
be differentiated into independent entities. The frequency of these types 
of amemia in 'women is probably conditioned by menstrual bleeding. 
“Neither age, sex, symptoms, gastric analysis, hematological examination, 
nor response to iron therapy offers any tangible criteria for separating the 
two conditions.” 

Nutrition in Relation to Anssmia. — A large-scale investigation into the 
relationship of nutrition to amemia was carried out by a team of Aberdeen 
workers, 3 with the object of finding whether there was any correlation between 
the Iron in the diet and the haemoglobin level of the patient’s blood : 455 adult- 
females, 45 adult males, and 750 children between the ages of 5 and 14 were 
examined, and 115 families were submitted to a complete dietary survey. The 
results of this investigation showed that, whereas amemia was present in a 
very small proportion of children and adult males, 47 per cent of females of 
the child-bearing ages showed some degree of anaemia, and 14 per cent of these 
were severely anaemic. It was obvious, therefore, that some function of 
womanhood must be the deciding factor in the production of the amemia. 
The causes of the anaemia were established,: (1) Increased demands for iron 
for haemoglobin formation, due to blood loss, pregnancy, and lactation ; and 
|'2) Defective utilization and absorption of iron due to achlorhydria. Approxi- 
mately DO per cent of the amende women examined by test-meal were achlor- 
hydric or hypochlorhydric, compared to 20 per cent of the non-ansemic group. 
The large-scale dietary survey clearly showed that the diets were quantitatively 
and qualitatively defective, ' compared to the generally accepted standards. 
Nevertheless no direct correlation, was- found between the iron content of the 
diet and the haemoglobin content of the blood, since some individuals on an 
iron intake of one-third to one-half of the accepted standard (Sherman, 15 
nignn. of iron per day) were not amende. The iron requirement for women 
is obviously tidal ; it corresponds with certain functions of womanhood, and. 
.at such times the iron requirements are much greater than when these func- 
tions^ are in .abeyance. Diet may he said to play an important but indirect 
part In the production of anaemia, since iron-poor diets in time reduce the body 
stores of pigment complexes, which are the precursors of haemoglobin, to a 
level which is insufficient to meet the hazards of life. The high incidence of 
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anaemia in women on iron-poor diets, as well as the response to treatment with 
iron medication without alteration of the diet, clearly indicates that the anaemia 
present is a nutritional deficiency disease. 

Syndrome of Anaemia, Glossitis, and Dysphagia. — M. M. Suzman 4 
reports eight cases of the syndrome of anaemia, glossitis, and dysphagia (the 
so-called Plummer Vinson syndrome), together with the observations on one 
ease which came to autopsy. Throughout the mouth, hypopharynx, and 
oesophagus, microscopic examination disclosed the condition of hyperkeratiniza- 
tion of the epithelium, together with desquamation and atrophic degeneration 
of the underlying muscle tissue. The intermuscular nerve plexus (Auerbach) 
revealed no abnormality, thus apparently ruling out the view that achalasia 
was the cause of the dysphagia. In addition the condition did not appear 
to be inflammatory. The author comments on the frequent occurrence of 
webs, bands, or raised folds of mucous membrane obstructing the oesophageal 
entrance, and suggests that the cause of the dysphagia is essentially due to 
these mechanical defects. 

Diaphragmatic Hernia Associated with Secondary Anaemia. — K. D. 
Gardner 5 summarizes the case histories of 22 previously published cases of 
diaphragmatic hernia associated with anaemia, and 0 previously unpublished 
cases of his own. The anaemia is secondary in type, being caused, it is thought, 
by venous oozing due to compression of the stomach by the diaphragmatic 
muscle. 


Treatment. 

1. Oral Administration of Iron. — The importance of giving massive doses 
of iron is again stressed by many workers (iron and ammonium citrate, 90 gr., 
or Blaud’s pill, 45 gr., daily). Eighty-four cases of hypochromic anaemia 
selected from a much larger series and treated after adequate control periods, 
have been analysed by C. W. Heath 6 in respect to the haematopoietic response 
to the oral administration of iron. Interesting information regarding the rate 
of response which might be expected and the percentage utilization have 
been worked out. An increase of 1 per cent haemoglobin per day, when ' 
the initial haemoglobin level is 50 per cent or less, should be produced by 
effective therapy. 

2. Parenteral Administration of Iron. — €. W. Heath, M. B. Strauss, and 
W. B. Castle 7 studied the effects of parenteral iron therapy in 17 cases of hypo- 
chromic anaemia. They found that 82 mgrm. of metallic iron when injected 
was approximately equal, from the point of view of blood-building, to 1000 
mgrm. of iron by mouth (90 gr. of iron and ammonium citrate). Blood-iron 
calculations showed that the parenteral dose corresponded closely with the 
amount of iron gained in the circulation as haemoglobin, indicating fairly 
complete utilization. It is obvious that the absorption of iron from iron and 
ammonium citrate, when given by the mouth, must be very poor when such 
large amounts are required. Since the optimal parenteral dose is very near 
the toxic dose, the authors state that it is undesirable to give iron by 
injection, since equally good results can be given by oral therapy, without 
any danger. 

3. Copper and Manganese. — An excellent review of the influence of copper 
and manganese on the therapeutic activity of iron is recorded by J. H. Sheldon. 8 
It is extremely doubtful whether manganese plays any role in blood formation 
at all. Copper, on the other hand, is admittedly necessary for the proper 
utilization of iron for the synthesis of haemoglobin. [Nevertheless the reviewer 
is satisfied, both from his own investigations and from a study of the literature, 
that with the possible exception of the nutritional anaemia of milk-fed infants, 
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copper Is an unnecessary adjunct to iron therapy in the treatment of all forms 
of hypochromic anaemia in human beings. From studies of the dietaries of 
the poor, the reviewer found that normal blood-levels could be maintained on 
a copper intake of 3 mgrm. daily. Accordingly the traces of copper required 
for a catalytic effect will he invariably supplied by a mixed diet. — S.D.] 

References. — l Jdur. Amer , Med. Assoc. 1933, Feb., 540; 2 Arch, of Internal Med., 
1932, Aug., 32 S : Writ. Med . Jour., 1933, i, 685: KArch. of Internal Med 1933, Jan., 1 ; 
5 Amer. Jour. Med. Set. 1933, April, 561 ; s Arch, of Internal Med. 1933, March, 459 ; 
'Jour. Clin. Invest . 1932, ii, 1293; g Brit . Med. Jour. 1932, ii, 869. 

AN2EMIA, PEBHICIO0S. Stanley Davidson , M.D., F.R.C.P.E. 

Treatment. 

The treatment of the different types of anaemia prevalent in Great Britain, 
.including pernicious anaemia, was discussed at length at a joint meeting of the 
sections of Medicine and Therapeutics of the Royal Society of Medicine. For 
details the reader is referred to the published report. 1 ’ 2 It is certain that 
equally successful results are obtained from oral administration of Dried or 
Fluid Liver Extracts or Gastric Tissue Products, provided potent prepara- 
tions and adequate* doses are employed. Reference was made in last year’s issue 
of the Medical Annual, p. 31) to the fact that impotent preparations are 
still on sale. That inadequate amounts of the anti-anaemic principle are 
constantly being prescribed is the regular experience of the reviewer. As a 
direct result large numbers of individuals suffering from pernicious anaemia 
are carrying on their daily occupations with a subnormal blood-level, and such 
patients are particularly liable to develop subacute combined degeneration of 
the cord. This unsatisfactory position is mainly due to three causes : 
(1) The belief that -§ lb. of liver and the extract made therefrom is the universal 
therapeutic dose. In actual practice the daily dose necessary to attain a 
normal blood-level varies in different patients from 100 to 1000 grin, of 
liver, or the extract made therefrom. (2) The failure to realize that the 
extract from | lb. of liver is therapeutically equivalent to little more than 
a l lb. of the fresh article. (3) The failure to undertake blood examinations 
at regular intervals in order to be sure that the quantity of active principle 
ordered may be adequate for the body needs. In practice it is found that 
the extract from 1 lb. of liver daily is usually required to raise the blood-level 
to normal. Contrary to the general belief, much larger amounts of active 
principle must be given to raise the blood-level from 3-5 to 5 million red cells 
than from 1 to 3 million. Ignorance of this fact is responsible for so many 
patients failing to attain blood-counts over 4 million red cells. 

Considerable attention is now being paid to the economic side of the treat- 
ment of pernicious anaemia (S. C. Dyke and E. Harvey, 3 L. J. Witts 4 ). To 
those who are. unable or unwilling to eat whole liver, the cost of treatment 
is heavy, and to many impossible. Fluid liver extracts are cheaper than the 
dried preparations and are as potent provided adequate amounts are taken. 
The failure of many manufacturers to produce more concentrated fluid prepara- 
tions is a serious disadvantage, since the patient has to be continually obtain- 
ing a further supply if he is to take the potent material from 1 lb. of liver 
daily. Fish liver extracts are cheaper than mammalian-liver extracts and 
should be a decided help if certain difficulties connected with the supply of 
fresh livers can be overcome. Gastric tissue products made in this country 
at present offer the cheapest remedy available for oral therapy. They are 
insoluble in water and thermolabile, and lienee must not be heated. Some 
preparations have a nauseating taste and smell ; this can be considerably 
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reduced by exposing' the dose to the air for twelve hours before ingestion. As 
shown by Wilkinson, 4 there are still preparations on the market which are 
impotent. 

Parenteral Liver Therapy. — In last years Medical Annual (p. 30} 
the reviewer merely outlined the indications for and the advantages of this 
method. In the severe relapse stage, when the blood-count is in the neighbour- 
hood of 1 million red cells, treatment by injection should always be the method 
of choice, because of the speed of blood regeneration which occurs. As a means 
of reducing or replacing the maintenance dose of liver in the stage of remission, 
parenteral therapy is of real Amine. The numerous publications of successful 
results in all countries make it certain that the injection treatment of pernicious 
anaemia has passed out of the experimental stage and must now be seriously 
considered as being the method of choice. Excellent reports by the following 
workers have appeared during the past year : H. M. Conner ; 5 A. E. Meyer, 
P, Richter, and A. C. Ivy ; 6 E. W. McHenry, E. S. Mills, and R. F. Farquharson ; 7 
C. J. Fonts and L. G. Zerfas ; s Von M. Hofer ; 9 S. M. Goldhamer. R. Isaacs, 
and C. C. Sturgis ; 10 R. Isaacs, C. C. Sturgis, et al. u The last-named workers 
deserve special mention, since they give a very complete account of the effects 
and results of one thousand injections into 1.40 patients. The claim is made 
that the shock-producing substances in the material used for intravenous work 
can be removed by adding Acetone to the aqueous liver extract solution, to 
a concentration of TO per cent, thereafter passing the material through per- 
mutite. No reactions were obtained in 150 consecutive intravenous injections. 
From the above reports and from his own experience the reviewer has come 
to the following conclusions : — 

Liver extract may be injected intravenously or intramuscularly. The 
advantages of the latter route to the general practitioner are obvious. It is 
only in cases with a failing circulation and marked subcutaneous oedema, when 
absorption is very poor, that intravenous injection is required. Any pain at 
the site of intramuscular injection may be largely relieved by massage for a 
few moments, in order to distribute the fluid through the tissues. General 
reactions very rarely occur, and the speed of blood regeneration is very rapid. 
The slightly slower response obtained compared with that produced by intra- 
venous injection is usually of little importance, except in eases which are 
desperately ill. Practitioners must remember that while preparations for 
intravenous use may be given intramuscularly, the reverse must never be done. 
Intramuscular preparations are considerably cheaper than intravenous ones 
since the latter must be subjected to an extensive process of purification. 
Effective preparations for intramuscular injection can be made very simply 
in any laboratory, since the active principle contained in liver extract (Fraction 
G, Cohn) has merely to be dissolved in distilled water, suitably buffered, and 
sterilized thereafter. Since this simple method does not concentrate the 
material, few of the preparations for intramuscular use contain more than 
the active principle from 5 to 10 grm. of liver per cubic centimetre. During the 
severe relapse stage a daily injection of the active principle from 20 to 50 grm, 
of liver should be given until a -well-marked reticulocyte crisis has occurred. 
Thereafter an injection twice weekly is generally sufficient to raise the blood- 
count to normal. For maintenance purposes an injection once weekly or 
fortnightly may suffice, while in a few cases even longer intervals are satis- 
factory. The maintenance dose for parenteral injection varies in every case 
in the same way as does the oral dose. Not only do preparations made by 
different manufacturers van in potency,' but different batches made by the 
same firm show considerable variations in activity. Accordingly the only 
safe criterion to adopt regarding dosage is to rely on the information derived 
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from consecutive blood examinations. The importance of treatment on a 
quantitative basis, so that adequate supplies of potent material should he 
received by the patient to meet his optimal daily demands throughout life, is 
stressed bv G. B. Minot 12 in a thoughtful paper which the reviewer recom- 
mends to all interested in the subject. 



Fig. 2.— -A case of pernicious anosmia with double pneumonia and gangrene of the 
bach successfully treated by parenteral liver extract therapy (Davidson). , The effect of 
sepsis in preventing or delaying the action of the anti-anaemic principle contained in liver, 
when gives by the mouth, is well recognized. The chart shows that parenteral injection 
of the active principle may be effective even in the presence of intense sepsis. 

There are three important reasons which are inducing more and more of those 
■who have made a special study of the treatment of pernicious anaemia to 
suggest the replacement of oral therapy, wholly or partly, by parenteral. 
Eight years have passed since liver treatment became established, and large 
numbers of patients are alive to-day who previous to 192G would have died. 
Many of these patients, through, ignorance, laziness, or inability, have been 
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ia, king insufficient quantities of potent material, with the result that subacute 
combined degeneration, once a relatively rare disease, is now of common 
occurrence. Since treatment of subacute combined degeneration, except in 
early eases, is unsatisfactory, prevention becomes of paramount importance, 
and the continuous maintenance of a normal blood-level offers the best hope 
in this direction. The need for adequate therapy based on repeated blood 
examinations is clearly evidenced by the statistics on eases of pernicious anaemia 
treated, at the Royal Hospital, Wolverhampton. 3 Of 52 patients treated 
within the last five years. 10 attended regularly after discharge for blood 
examination and advice, all of whom are alive and well. Of the 33 patients 
who failed to turn up regularly for examination, only 9 are in good health and 
15 are dead. These figures clearly indicate the essential, need' for treatment 
based on regular blood examination, and require no further comment by the 
reviewer. The injection of liver extract at regular intervals, either as the sole 
method of treatment or combined with the ingestion of moderate amounts of 
whole liver, is probably the safest way to attain this object. 

Secondly, from an economic point of view, parenteral therapy is probably 
twenty to thirty times as effective as oral treatment, and a weekly injection 
of the active principle is the cheapest method of treatment. There appears 
to be little reason why intelligent patients should not be taught to do this for 
themselves, in the same way that diabetics do. 

Thirdly, parenteral therapy is of particular value in elderly patients who 
are resistant to oral treatment, either because of defective absorption of the 
specific anti-anaemic factor from the gastro-intestinal tract, or because of the 
inhibitory effect of chronic sepsis on blood regeneration. Even in the presence 
of intense sepsis immediate and full effects may be expected when the active 
principle is injected (Fig. 2). 

Subacute Combined Degeneration of the Cord. — J. G. Greenfield and E, 
O’ Flynn 13 report a series of 45 eases of subacute combined degeneration of 
the cord. Achlorhydria was present in all cases. Anaemia, when present, 
conformed to the pernicious type, and 14 per cent of the cases had red-cell 
counts exceeding 4J million when first seen. Post-mortem examination 
revealed that the lesion of the posterior columns frequently antedates that in 
the anterior lateral columns by many months. (See also article Subacute 
Combined Degeneration of the Spinal Cord.) 

Autolysed Yeast Products (Marmite) .—Contradictory results regarding 
the therapeutic value of yeast products have been published. Thus, A. 
Goodall 14 and C. C. Ungiey 15 report some successes when large amounts of 
'marmite were administered daily, while M. B. Strauss and W. B. Castle, 16 and 
J. C. Green, 17 using small amounts, recorded only failures, although, the same 
quantity of marmite incubated with normal gastric juice was found to produce 
positive results. In a recent paper L. S, P. Davidson 18 has reviewed all the 
case reports published by the various workers in this field, and has added 
information derived from the treatment of an additional sixteen eases of 
pernicious anaemia with marmite or alcoholic fractions made therefrom. The 
conclusions readied were that autolysed yeast products in their present forms 
should not be held to be substitutes for liver, liver extract, or gastric tissue 
preparations, because of the many failures, either absolute or relative, which 
occurred. Nevertheless sufficient evidence has been ... accumulated ' to show 
that autolysed yeast contains some active tuemopoietie principle. 

The Nature of the Ilcvmopoietic Factor in Marmite. — From their investigations 
into the characteristics and distribution of the extrinsic factors present , in 
different substances, both animal and vegetable, Strauss and Castle 10 concluded’ 
that they correspond to those of vitamin B*. The recently published work 
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of Lucy Wills, 13 however, is definitely against this hypothesis. She found the 
following vitamin B preparations therapeutically inactive in the tropical macro- 
cytic anaemia of Indian women : (1) Vitamin B 1 and B i , made from rice polish- 
ings adsorbed on to china clay; (2) Vitamin EL, made from egg-white, in a 
concentration seven times greater than the vitamin content oi 30 grm. oi 
marinite ; (3) Large doses of dried yeast or water yeast extracts. The eases 
subsequently responded adequately to 30 grm. of marinite. Moreover, a ease 
of pernicious anaemia treated with vitamin lU made from egg-white '.tailed to 
react to the egg-white extract, either before or after incubation with 150 c.c. 
of normal gastric juice, although a subsequent response was immediately 
obtained from liver ext fact. 

Confirmation of these findings has been obtained by independent investiga- 
tion by J. C. Groen, 17 of Amsterdam, whose unpublished results the reviewer has 
the privilege to report. The results of treatment in ten cases of pernicious 
arucmia may be summarized as follows : (1) Marinite (24 to 3(5 grm. daily) 
was inactive, but when incubated with 150 c.e. of gastric juice an immediate 
response resulted (4 cases). Autoclaving did not destroy the active principle. 
(2) Dried yeast in doses of 00 to 75 grm., either in the form of watery extracts 
or 50 per cent alcoholic extract, was inactive even when incubated with 150 c.c. 
of gastric juice. The patients immediately responded to marmite and gastric 
juice or to liver extract (4 eases), (3) Egg-white from twelve to twenty 
eggs, plus 150 c.e. of gastric juice, was inactive ; a satisfactory response to 
liver extract subsequently resulted (2 eases). 

Lastly, H. Chick and A. M. Copping 20 have shown that vitamin B._> in watery 
yeast extracts is rapidly destroyed or inactivated by 70 per cent alcohol, 
whereas the active principle of marmite is both alcohol-stable and heat-stable. 

For the above reasons it may safely be concluded that ' the hremopoiet ie 
factor in marmite is not vitamin B... Since dried yeast, or watery extract of 
yeast. Is therapeutically inactive, as a source of extrinsic factor, but autolysed 
yeast products are active, it follows that the active principle is manufactured 
during the process of autolysis, in which case it must be a protein breakdown 
product of the nature of a polypeptide. Further researches into its character 
are required before any definite conclusions regarding its composition can be 
arrived at. The specific anti-anaemic principle found in liver and liver extract 
is produced in the stomach from the interaction of a gastric ferment (intrinsic 
factor of Castle or hsemopoietin of J. F. Wilkinson 21 ) on this protein breakdown! 
product in the food ingested. 

Addisizt. — In last year’s issue of the Medical Annual (p. 29) reference 
was made to the claims of the group of workers from Cincinnati, B. S. Morris, 
M, L. Rich, L. Sehiff, et ah, 22 that when the gastric secretion of men, dogs, swine, 
or cattle was suitably concentrated and given in a single injection, a remark- 
able response could be obtained in cases of pernicious anaemia. In a recent 
paper the authors state that 5 patients with pernicious anaemia have been 
treated with injections of concentrated human gastric juice, and 11 with 
concentrated swine ' gastric contents. In each case a reticulocyte crisis was 
produced and a satisfactory hematological response obtained. Unfortunately, 
adequate details of the cases are not given. The effects of addisin in eases 
of erythnemia, acholuric jaundice, and agranulocytic angina are also described. 
It is very necessary that independent evidence regarding the efficacy of this 
remedy should be provided. J. F. Wilkinson 23 ' has severely criticized this 
work. 

Autolysed Liver.— W. F. Herron and W. S. McEllroy 24 state that the auto- 
lysis of liver with N/50 hydrochloric acid for ten days greatly increases its 
potency. Eleven cases were treated, arid the authors state that the potency 
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of the autolysed extract given by the mouth was approximately that of other 
liver preparations given parcnterally. If this is correct, a real advance in 
therapy has been made. So for no published evidence confirming or disproving 
these claims has appeared. The reviewer applied the technique advocated by 
these authors to fish liver, but the results obtained failed to indicate that any 
increased potency had resided. 

Equine Liver Extract. — Meyer and Richter 6 successfully prepared an 
extract from equine liver for parenteral .injection, which was found to be entirely 
satisfactory in the treatment of ten eases of pernicious anaemia. 

Fish -liver Extract. — The reviewer 1 has now successfully treated more than 
twenty eases of pernicious anaemia with fish-liver extract made from cod, 
haddock, whiting, monk-fish, and dog-fish. The speed of blood regeneration 
which resulted was remarkedly rapid. The process lias now been handed over 
to a manufacturing firm. The technical difficulties which occur when a small- 
scale laboratory process is turned into a large-scale manufacturing process 
have now been successfully overcome. The manufacturers, however, have 
found difficulty in supplying the demands which have been made for fish-liver 
extract, owing to difficulties in obtaining adequate supplies of fresh fish liver. 

Anaemia following Gastric Operations. 

Janet Vaughan- 5 reviews the literature carefully, and says that only 122 eases 
of anaemia following gastric operations have been published, with adequate 
information regarding the blood condition. Three eases of hypochromic micro- 
cytic anaemia following gastric operations are recorded by the author, K. A. 
Rowlands and S. L. Simpson 26 briefly review the history and special features 
of 15 cases of pernicious anaemia following gastric operations, which they 
collected from the literature, and add two eases under their own care of 
pernicious anaemia with subacute combined degeneration following partial 
gastrectomy. They conclude that pernicious anaemia is extremely rare .after 
gastrectomy or gastrojejunostomy, although secondary anaemia is not uncom- 
mon. [While the reviewer is in general agreement with this statement, it is 
probable that there are more eases of pernicious ansemia following gastric 
operations than a study of the literature leads one to believe. The reviewer 
himself has had two such eases under his charge, one with subacute combined 
degeneration, in addition to several eases of hypochromic ansemia following 
gastro-en terostomy ; this must be the experience of other clinicians as 
well. — S.D.] 

Macrocytic Anaemia in Association with Other Diseases. 

M. M. Wint robe and H. S. Shuniacker 27 show that in a proportion of 
cases of liver disease, such as cirrhosis of the liver, a macrocytic anaemia 
may be found which is definitely not pernicious ansemia. The macrocytosis 
is uniform and there is little anisocytosis. A clear-cut response to liver 
therapy is not usually obtained. The authors suggest two possible . causes 
for the macrocytosis : (1) Impaired storage of the hemopoietic principle, 
due to liver disturbance ; (2) Distortion of the circulating erythrocytes 

by the physical or chemical action of the jaundice, or retained metabolic 
products. 

The Coexistence of Diabetes and Pernicious Anmnia — H. F. Root 28 reports 
31 cases in which pernicious anaemia and diabetes meilitus coexisted, in 
addition to 48 cases previously reported. Likewise E. M. Watson 2 ® has noted 
this coexistence in three of his own patients and has found 79 cases in the 
literature. Diabetes was apparently the first to develop in 24 cases in Root’s 
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series. The occurrence of amemia in diabetic patients is fairly frequent, and 
it may remain of uncertain type for a considerable period before developing 
the characteristic features of pernicious anaemia. 

References . — LP/oc. Roy. Boc. Med. 1933, March, 26; 2 Ibid . 17; * Lancet, 1933, 
ii # 59 ; *Proc. Roy. Boc. Med . 1933, March, 17; 5 Jour. Amer . Med. Assoc 1932, 
Aug., 613: 6 Arch, of Internal Med . 1932, Oct., 53S ; 7 Canad . Med. Assoc. Jour. 
1933, xxviii, 123: Lireh. of Internal Med. 1932, Aug., 27 ; 9 Munch, rued. Woch, 1932, 
Aug. 19, 1351 ; m Amer. Jour. Med. Sci. 1933, July, 84 ; 11 Jour. Amer. Med. Assoc. 
1983, March 4, 629 ; vl Ihid. 1932, Dec. 3, 1906; 12 Lancet , 1933, ii, 62; Mbid. 1932, 
ii, 781 ; 15 Quart . Jour. Med. 1933, vii, 381 ; 16 Lancet , 1932, ii, 111 ; 1 ’Personal com- 
munication received on July 17, 1933 ; ls J3rit. Med. Jour. 1933, ii, 481 ; 19 Lancet , 1933, 
.1283; 20 Biochem . Jour. ‘1930, xxiv, 932, 1744; - l Lancet , 1933, ii, 629; ""Ann. of 
Internal Med . 1933, June 15, 83 ; ' 2z Brit. Med. Jour. 1932, ii, 1163 ; u Jour. Amer. Lied. 
Assoc. 1933, April 8, 1084 ; - h Lancet, 1932, ii, 1264 ; iG lbid. 1202 ; 27 Bull . Johns 
Hopkins Hasp. 1933, June, 3S7 ; as A'e«? Eng. Jour. Med. 1933, April 20, 820 ; 29 Canad . 
Med. Assoc. Jour . 1933, xxix, 11. 

ANJEMIA OP PREGNANCY. Stanley Davidson , M.D., F.R.C.P.E. 

The conclusions reached by M. 33. Strauss and W. B. Castle 1 from their 
investigations into the anaemia of pregnancy may be summarized as follows : 
Gastric analysis made upon 24 women during pregnancy and the puerperium 
showed that 75 per cent of the patients did not secrete normal amounts of free 
hydrochloric acid or pepsin during the latter half of pregnancy. After delivery 
80 per cent of the patients secreted a higher concentration of hydrochloric 
acid in the gastric juice than during pregnancy. Anaemia in pregnancy occurs 
particularly during the last trimester, consequent on the foetal drain upon the 
maternal organism for blood-building, muscle-building, and storage material. 
The hypochromic anaemia of pregnancy is due either to direct dietary deficiency, 
or to a deficiency conditioned by gastric anaeidity, hypoacidity, or associated 
defects in the presence of foetal demands for blood- building material. The 
macrocytic anaemia of pregnancy is due to a temporary lack in the gastric 
juice of the sped lie anti-anaemic factor. The etiological mechanisms involved, 
therefore, are the same as those causing similar types of anaemia not associated 
with pregnancy, and respond to the same therapeutic measures. The import- 
ance of the pregnant woman taking a diet rich in proteins and iron-containing 
foods for the prevention of anaemia is stressed. 

Reference. — l A mer. Jour. Med . Sci . 1933, April, 539, Nov., 655. 

ANiEMIA, SICKLE - CELL . Stanley Davidson , M.D. , F.R.C.P.E . 

It is generally believed that the presence of sickle cells in the blood occurs 
only in the negro race or in those with an admixture of negro blood. But 
S. Rosenfeld and J. B. Pincus 1 give full details of a white family in which 
three generations show’ this condition. 

Reference. — l Amer. Jour. Med. Sci. 1932, Nov., 674. 

ANiEMIA, SPLENIC. [See Spleen, Surgery of.) 

ANESTHESIA- (See also Abdominal Surgery — Local Anaesthesia in ; 
Electrocardiography.) J. Blomfield , O.R.E , , M.D. 

A new barbiturate compound, Evipan Sodium,* first made and used in 
Germany, has been tried in this country and reported on by the Anesthetics 
Committee of the Research Council and the Royal Society of Medicine . 1 It 
is the sodium salt of N-methyl-C-C-eyclohexenyl-methylbarbituric acid and 
dissolves freely in water, but the solution is stable only for a few hours. The 


* Bayer Products Ltd., Africa House, Kingsw&y, London, W.C.2. 
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anaesthetic action of this drag is extremely rapid but also very short-lived. 
Thus its great use is for short operations. It can only be effectively given by 
intravenous injection. Evipan is supplied in powder form in ampoules to 
which the distilled water from another ampoule is added. About 8 e.e. of this 
solution is an average dose, but the anaesthetist is advised to settle the dose 
by results observed while he injects at the rate of 1 c.e. every fifteen seconds. 
The patient .is usually asleep after 3 c.e. have entered the vein. If he is asked 
to count aloud, 2 when the counting ceases through sleep the amount already 
injected is noted. The same amount is further injected if the operation is to 
be short, and twice the amount if it is to be long. In elderly or feeble people, 
or those who have gone to sleep unusually quichlv , only half the amount which 
induced sleep is added. Induction is generally quiet and unaccompanied by 
unpleasant sensations. Occasionally there is restlessness, 3 and for this reason 
it is wise to have the arm steadied by a third person. Most persons are asleep 
within a minute. There is often a little twitching or jactitation, but complete 
relaxation of the jaw generally occurs early and must be provided for to avoid 
all obstruction to breathing. A deep yawn just before consciousness goes 
is a common symptom. The pupil is generally moderately dilated, hut active 
to light. Conjunctival and corneal reflexes are gone at the height of anaes- 
thesia* but even then there may be reflex movement on incision. Sometimes 
the eyelids are widely separated. There is commonly a slight fall in blood- 
pressure and some slowing of respiration. The maximum dose for a single 
injection is 10 c.e. Those who have used the drug for long operations leave 
the needle in position and reinject when anaesthesia is obviously passing off. 
Used in this manner, as much as 30 c.e. have been injected. For operations, 
however, which can not be completed in a few minutes there does not appear 
to be any particular advantage in evipan, except perhaps its rapid action and 
the rarity of after-effects. The length of time of unconsciousness is ten to 
twenty minutes after an average dose. The patient can then talk, but drops 
off to sleep again if left quiet. When lie finally wakes he remembers nothing 
after the first prick of the needle. Evipan, unless preceded by a narcotic as 
recommended by some, 4 cannot be relied on for an absolutely motionless anaes- 
thesia in all subjects. Nevertheless it is an admirable drug for short proceed- 
ings in which unconsciousness is wanted but absolute stillness is unnecessary. 
Apart from anaesthesia, it has great use as a drag with which to break the 
habit of sleeplessness. For this purpose it is given by the mouth in the form 
of capsules. Biochemical investigations of patients after injection of evipan 
prove it to be free from deleterious effect on the metabolism of the body. It 
may therefore be regarded as a safe anaesthetic when properly used for suitable 
cases. 

Sodium Soneryl,* a barbituric compound closely allied to nembutal, but 
less toxic, is favourably reported on after 150 patients had received the drug 
as a preliminary narcotic. 5 It has the advantage of being effective in simple 
oral administration, the usual dose being from four to six capsules, he., 0*6 
to 0-9 grm. This is given an hour before operation, and atropine half an hour 
later. Most patients are asleep by the time they reach the operation, and if 
not so, at any rate they are drowsy or calm and indifferent. The sleep after 
operation is not excessive, and, as with most of the barbiturates, a certain 
number of patients were restless. This symptom, however, is easily controlled 
by morphia. In a few instances there was some depression of breathing. No 
other objectionable effects w'ere recorded. 5 French authorities prefer to give 
soneryl on the evening before as well as an hour before operation. The effects, 


* May & Baker, Ltd., Battersea, London, S.W.ll. 
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advantages, and contra-indications ' of most of the barbiturates when used as 
basal narcotics are well set out by Gilbert Brown. 7 The very latest, evipan 
and soneryl, however, do not come within his survey. 

Pernocton, although more favoured on the Continent than in this country, 
is still much used by some anaesthetists in preference to the other barbiturates. 
It is of some importance, therefore, to realize the great value of Coramine when 
unfavourable symptoms, circulatory or respiratory, arise in association with 
this basal narcotic. The use of coramine in these circumstances is stated 8 to 
be as effective as it is in the same conditions during the employment of avertin. 
After live years 1 experience and nearly 900 cases Schley 9 regards pernocton 
as a safe basal narcotic if due care is exercised in determining the dose. 

Coramine is also recommended as a prophylactic against lung complications 
after Avertin. 10 For this purpose it is given by intramuscular injection before 
the end of operation, A review of the clinical and experimental evidence 

regarding avertin 11 leads to 
the statement that there is 
no contra-indication to the 
use of this drug if the dose 
is carefully calculated. Ten 
grains of Ohloretone on the evening 
before the operation morning have 
proved a valuable aid to successful 
use of avertin in gynaecology. After 
three hundred eases the authors 12 
regard avertin as the ideal anaesthetic 
for this class of surgery. Other 
authorities 13 think that avertin easily 
gives rise to danger if there is not 
perfect function of liver and, kidneys 
in the patients on -whom it is used. 
The transient nature of the effect of 
avertin on the blood-sugar and on 
the alkali reserve has been demon- 
strated, and one author 14 believes the 
combination of avertin and nitrous 
oxide to be the best and safest means 
of general anaesthesia now available. 

Novel details in the administration 
of Seetal Oil-Ether are said con- 
siderably to enhance the merits of this method. 15 The instillation is made 
drop by drop. In addition 20 c.c. of oil of camphor are added to the mixture 
of 100 c.c. ether and 75 c.c. of olive oil. 

An apparatus for giving rectal oil-ether has been designed 10 and used with 
the idea of extending the popularity of this method in obstetrics. The 
Gwathmey method is simplified by omitting the magnesium sulphate, and the 
patients 1 comfort rather than the size of the os is the criterion for the time of 
making the injection.* 

An apparatus for administering accurate mixtures of Oxygen and Carbon 
Dioxide gases is described. 17 It works on the flowmeter system and is said 
to be simple, portable, and cheap to work. 

A method of anaesthesia 18 which its author describes as rehalational is a cross 



Fig. 3. — Section of mask made up, indicat- 
ing lead-in tube, tv, To CCL cylinder ; &, To 
0-2 cylinder; c, Section of motor-car inner tube. 
(Re-drawn from the 4 British Medical Journal".) 


* apparatus may be obtained from the Wm. H. Armstrong Co., 233, 1ST Penn- 
sylvania Street, Indianapolis, Indiana, U.S.A. 
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between perhalation with the open mask - and re breathing into a bag. Its 
features can be understood from the illustration ( Fig. 3). 

The carbon dioxide absorption method which we described fully last year 
is gaining favour, and two types of apparatus — the to-and-fro and the circuit— 
are demonstrated 19 in an article which goes fully into the principles of the 
system. 

An investigation 20 of the diffusibility of Mitrous Oxide reveals that the gas 
diffuses through rubber and also through skin. Under anaesthetic conditions 
it diffuses through skin twenty times as fast as ethylene. 

The explosihility of mixtures of nitrous oxide, oxygen, and ether is drawn 
attention to apropos of an accident which cost the anaesthetist his life. 21 

As is well known, the exposure of ether to light and air easily leads to 
the formation of peroxides and aldehydes. These are generally regarded as 
undesirable constituents of ail inhaled anaesthetic, chiefly because of the 
damage they may cause in the respiratory tract. Any substance therefore is 
valuable which, if added to ether, will in no way interfere with its action as 
an anaesthetic but will at the same time render it unlikely to suffer decom- 
position. Hydroquinone 22 has now been shown to be such a substance : 1 part 
to 5000 parts of ether is sufficient, and excess is harmless. Hydroquinone is 
odourless and non-volatile, and harmless to the patient. 

A discussion on anaesthesia in cranial operations 23 revealed the notable change 
which has taken place in cerebral surgery regarding the length of time commonly 
required for these operations. Anaesthetic methods have had to change in 
accordance with the present-day demand of two, three, four, and more hours 
for the performance of an intracranial operation. The chloroform and the 
ether which were satisfactory for Horsley and for Sargent are replaced by 
combinations of basal narcotics and gas and oxygen, or the former and local 
anaesthetics. Anaesthesia for oral surgery 24 resolves itself according to two 
authorities into endotracheal methods for major surgery, and regional for tooth 
extraction and similar procedures. 

The special value of local and spinal methods in surgery in the tropics is 
pointed out. 25 

Perhaps the greatest pitfall for the anaesthetist that he ever meets is myo- 
cardial degeneration without obvious heart failure. It is pointed out 26 that 
the state may be suspected with a heart of normal size and no back pressure 
if the sounds axe not clear or the first sound is blurred and the general appear- 
ance is sallow or eyanosed. A history of nocturnal dyspnoea, of unexpected 
collapse or fainting, or shortness of breath on exertion or speaking is also 
highly suggestive of muscular weakness of the heart. When this is suspected 
the extra danger of anaesthetics should be pointed out before operation. 
Generally speaking the anaesthetic to choose is ether with oxygen, by gradual 
administration. 

Based on biochemical investigations, a treatment for toxic symptoms after 
ether is outlined and illustrations given of its successful employment. Insulin 
administration is the chief feature of the treatment, and the association of 
increase of blood sugar with decrease of blood-pressure the biological fact on 
which the treatment is based. 27 

A method and apparatus for the securing of closed endobronchial amesthesia 
(Fig. 4) are described. 28 With the use of these the shock on sudden creation 
of an open pneumothorax is almost abolished, and the method promises to be 
most valuable in removal of mediastinal growths, lobes of the lung, and the like. 

A mixture called Balsoforme has given satisfaction in France. It is Schleich’s 
formula, i.e., ether six parts, chloroform two parts, ethyl chloride one part, with 
the addition of a respiratory antiseptic called gomenol. 29 
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Insufficient attention is generally given to posture both during and after 
anesthesia . An excellent article 30 illustrates the correct positions for various 
operations and during after-treatment. Neglect of this matter has often led 
to discredit. 

Comparing the risk of local with that of general anesthetics a French author 31 
lays stress on the trouble which may be caused by the former drugs in their 

elimination by the kidney, and suggests 
that this is no less formidable than the 
troubles which may arise through elimina- 
tion of general anaesthetics through the 
respiratory system. Intestinal obstruction 
often causes anxiety to the anaesthetist., 
chiefly through the dangerous profuse 
regurgitation of fluid which occurs so 
often and so easily in those being oper- 
ated on for this condition. Whatever 
method of anaesthesia is employed the 
opinion is given 32 that safety is best 
secured by passing a stomach tube, wash- 
ing out the stomach both before and 
during operation, and keeping the tube in 
position till the patient is returned to bed. 

Latent jaundice after operation : 33 An 
investigation of the bilirubin of the blood, 
serum in 128 patients led to the discovery 
that in a large proportion of the patients 
there was a marked increase in the bili- 
rubin of the blood. This was at its height 
on the second day after anaesthesia and 
gone after the tenth. The condition was 
present in 78 per cent of those who had 
a chloroform-ether mixture and in 41 
per cent after ether. 

The way in which, ether vapour can be used throughout the dissection of 
tonsils in children is described 34 as it is employed at Great Ormond Street. 

The discussion at the British Medical Association’s meetings on anesthesia 
for abdominal operations revealed considerable difference of opinion. 35 This 
is inevitable since the requirements of different operators are so different. 
Whereas the man who operates very quickly is well served and gets good 
results from deep open ether, this is not true of long abdominal operations. 
For these some form of local analgesia must play a large part in securing 
insensibility. Combined with avertin and with gas and oxygen this method 
seems at present the best available. With regard to the onset of lung compli- 
cations after these operations, stress is laid on the importance of neither the 
patient nor anyone taking part in the operation having any affection of the 
nose or throat at the time. The prevalence of these complications during 
influenza epidemics, for example, is notable. 

That formidable and mysterious complication of ether anaesthesia, convul- 
sions 7 is considered by Kemp 36 to be a consequence of alkalosis consequent on 
excessive riddance of CO,. This author recommends the Perfusion of the 
Coronary Arteries as the most effective restorative in the presence of heart 
failure in anaesthesia ; 25 e.c*. per kilo of body weight of a solution of J. c.c. 
saturated Calcium Chloride to 1000 e.c. Normal Saline are to be perfused 
by wav of the brachial or carotid artery. 
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Fig. 4. — Apparatus for closed endobron- 
chial anaesthesia in thoracic surgery. A, 
Catheter with surrounding rubber balloon 
collapsed. ; B» Balloon inflated ; c» Catheter 
in place and balloon inflated, completely 
blocking bronchus on side of operation 
and ensuring non-leak contact of airway in 
opposite bronchus. (After Cate and Waters.) 
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SPINAL ZONE ANESTHESIA 
(IT. Kirschker.) 



The double syringe for spinal anaesthesia. The large syringe is for the aspiration of the 
cerebrospinal fluid and for the injection of air into the dural sac. The small syringe serves 
the purpose of inj ecting the anesthetic charge. The stopcocks of the larger and smaller syringes 
control the outlets. The rubber tube and the cannula are joined by means of airtight bayonet 
pieces. The rubber tube is provided with a capillary glass tube so that the passage of air or 
fluid may be observed. «« 

By kind permission of ‘ Surgery, Gynecology and Obstetrics ' 
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Spinal Anaesthesia. 

Segmental peridural spinal anaesthesia 37 should offer great advantages both 
of safety and of precision. Moreover, it is as applicable to higher portions 
of the body as it is to the lower, which is of course not true of spinal analgesia 
due to intrathecal injection. The anatomical facts on which the method 
depends are set out and the technique is described. The latter certainly requires 
considerable practice, the difficulty being to determine when the needle is in 
the peridural space — that is, through the interspinous ligament but not through 
the dura. The author’s plan, for finding this out is by injecting saline. This 
passes in easily enough when the space is reached, but has to be forced in with 
much strength while the needle is still outside the space in the tough ligamen- 
tous tissue. Should the dura be pierced, this is shown by flow of cerebrospinal 
fluid. The author, who writes after experience of 300 eases, recommends the 
method particularly for severe operations on the upper abdomen. The fall 
of blood-pressure and the vomiting which often mar a spinal anaesthesia are 
rarely witnessed after peridural injections. Tropacocaine, not often used 
in this country, is regarded by some American authorities 38 as the best of all 
spinal anaesthetics. An account is given of a series of 1000 administrations. 

The use of the patients serum , or of Bayliss * acacia formula , 39 as solvent for 
the anaesthetic drug is said to reduce the possibility of affecting cardiac nerves, 
or those supplying muscles of respiration. 

Spinal Zone Anaesthesia . — A new method of inducing spinal anaesthesia, 
by means of which the anaesthetic solution can be placed at will in a definite 
segment of the spinal cord and maintained there, is introduced by Professor 
Kirschner, of Tubingen. 40 He maintains that in addition the dose is not given 
in the routine fashion of ordinary spinal methods but is regulated to the 
individual patient much as in ether inhalation. 

These advantages are attained in the following way. With the patient 
placed so that the head is low' and the buttocks are elevated a spinal puncture 
is made and a certain amount of cerebrospinal fluid removed and replaced by 
the same volume of air. The air-bubble collects in the highest portion of the 
dural sac, within the sacral bone. An anaesthetic solution which is lighter than 
the fluid, and, being oil-like, is not miscible with it, is injected into the dural 
sac. The solution will naturally collect and take its place between the cerebro- 
spinal fluid and the air-bubble. Because it is lighter than the cerebrospinal fluid 
it cannot spread towards the head and it cannot pass towards the sacrum 
because of the lighter air. Because the separation into the three layers will 
take place slowly if dependent only on the slight differences of gravity it is aided 
by another procedure. The anaesthetic solution is injected through a special 
cannula armed with a lateral opening just before the point. The solution can 
be projected a considerable distance towards head or sacrum by turning' the 
lateral opening in the required direction. Only those spinal roots which pass 
through the layer of the anaesthetic solution will become anaesthetized. The 
roots corresponding to the layer of air or of cerebrospinal fluid will not be thus 
affected. Rather than introduce the calculated dose at once, one may begin 
with a smaller dose, testing the skin sensibility and adding more anaesthetic 
if necessary, thus securing the desired depth of anaesthesia in stages and giving 
each patient the minimum amount of the drug. Controllable spinal zone anaes- 
thesia with individually determined dose is thus secured. Special apparatus 
is required (Plate 1), 

The puncture is made with the patient on the side. For upper abdominal 
operations it is made between the 1st and 2nd lumbar spines and for other 
operations lower than this, and never at a higher space. As a rale about 25 e.e. 
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of air are injected, The largest amount hitherto used has been 35 c.c*. The 
"author has used the method "for 500 laparotomies, 2T0 in the upper abdomen. 
The anaesthetic solution used was Percaine in a buffered solution of alcohol 
and dextrin, lighter than the cerebrospinal fluid. From 2 to 3 c.c. of the solu- 
tion have sufficed ; that is, from 2-5 to 7-5 rngnn. of percaine. Fall of blood- 
pressure is only rarely observed. High pressure local anaesthesia is used as a 
supplement when dragging in the upper abdomen causes discomfort. 

Few patients, says Fairlie, 41 are able to go through the ordeal of a major 
operation in a state of normal consciousness. Using percaine for spinal analgesia 
he precedes it as a routine by J- gv. of Morphia and 1J to gr. of Nembutal 
by the mouth, half an hour before operation. Generally a fairly deep sleep, 
and always amnesia, is thus produced. There is with this preliminary less 
fall of blood-pressure than with other narcotics. 

One thousand spinal anaesthesias 4 ® with no death on the table or within 
three hours of operation are recorded. Mortality details are given showing 
none that could probably be attributed to the anaesthetic. 

Investigating the nervous sequelae of spinal anesthesia , Ashworth examined 
050 cases. 43 There was one regarded as meningitis and one of paresis, both fatal. 
He found that minor symptoms or lesions are not infrequent, and are. often 
persistent, but that there are a large number of instances in which the nervous 
symptoms present are due to organic disease entirely unrelated to the anaes- 
thetic. It is therefore of great importance that every patient having nervous 
symptoms attributable to an antecedent spinal anaesthetic should undergo a 
thorough exami nation . 

Percaine has been used successfully 44 for cervico-dorsal spinal analgesia, 
thyroidectomies and similar operations being performed. It is maintained 
that greatly increased safety, particularly for operations on the upper portions 
of the body, is obtained by combining with the percaine 1 c.c. of Cardlazol* 
ephedrlae. 45 

■ Good results in high abdominal operations have been obtained by Falkner 
Hill 46 with an injection of the same specific gravity as the usual stovaine- 
glucose, but consisting of Plamocame 0*1 grm. per c.c., Gliadin 0-00325 gnu. 
per c.c,, Glycerin 0*12 grm. per c.c., in 15 per cent alcohol. 

The satisfactory use of percaine spinal analgesia 47 for high laparotomy in 
infants is recorded. 

One authority 48 states that, contrary to general opinion, children require 
as preparation for spinal analgesia relatively large doses of sedative drugs, 
and. tolerate them well. 

After experimental investigations Seevers and Waters 49 make some trenchant 
criticisms- of the usual explanation of low blood-pressure during spinal anal- 
gesia, and also of the use of this method for anaesthetizing upper parts of the 
body. They do not believe that it is as safe as declared by Roster, to rely on 
the anaesthetic having a selective action on the sensory and not affecting the 
motor nerves. 

One neurologist 50 maintains that there is a definite toxic effect on spinal 
cord and nerve-roots from spinal anaesthetics. His conclusions are based on 
the study of pain in individuals after spinal injection and of nerve-roots post 
mortem, A case recorded, by another author 51 appears perhaps to confirm this 
idea. The diagnosis here was chronic adhesive meningitis after spinal injection. 

The technique of Quarella 52 in using percaine is approved by some French 
authorities in preference to the method introduced by Howard Jones. It 
consists essentially in a strong solution, 5 parts per 1000, of which only 1 or 
2 c.c. are injected. The patient is not placed face downwards after injection 
as is necessary with Jones's technique. 
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As a result of long research into the pathogeny of headache after spinal 
puncture the authors 53 recommend administration of Calcium Lactate 4 to 
8 gr. a day for three to eight days, and also Ephetonin or Ephedrine, both 
of which act more quickly than the calcium. 

Eplnepfarin is recommended for use both intravenously and locally in the 
peritoneal cavity for circulatory failure during spinal analgesia. Eight to 
fifteen drops in 100 c.c. normal saline are poured into the abdomen. 54 
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ANESTHESIA, LOCAL, IN RHINO -LARYNGOLOGY. 

F. W. W atkyn-Thomas , F.B.C.S. 

Several papers of importance have recently appeared on this subject. It is 
clear from a study of them that local anaesthesia even in the most expert hands 
is not free from difficulty or danger. 

Fatalities due to Injection, of Novocain, — T. Sceger 1 deals with this 
subject and analyses 66 cases, 2 of them his own. Of his own cases, one was 
a peritonsillar infiltration for tonsillectomy, the other an infiltration of the 
neck tissues for a plastic operation on the larynx. In 53 per cent of the 
collected eases the injections were made into the pharynx and neck; in 35 per 
cent the injection was made for tonsillectomy. Seeger, from his examination 
of the records, excludes status lymphaticus as a cause of the fatalities. He 
regards the amount of novocain injected as unimportant, and can find no 
evidence for attributing the blame to puncture of veins, the combination with 
adrenalin, or the use of preliminary medication with alkaloids. He points out 
that slight mechanical injuries in the neck can cause sudden death by some 
reflex through the vagus, the superior laryngeal, or the sinus carotieus. The 
immediate cause of death is auricular fibrillation ; similar phenomena aie the 
1 pleural shock’ which sometimes follows puncture of the pleura, and the sudden 
death which may follow a blow over the semilunar ganglion. His view is that 
these fatalities in neck and pharyngeal injections arc due to such a reflex, 
especially to irritation of, the sensory fibres, from the sinus carotieus which 
join the glossopharyngeal at the base of the skull, and are said to be a main 
afferent path for vasomotor reflexes in this region. 

Cocaine Poisoning. — E. Leschke, 3 in an article on cocaine poisoning, 
describes the signs, psychical disturbances, and treatment in acute poisoning 
and in chronic addicts. In acute poisoning he first attempts removal of any 
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cocaine still unahsorbed by lavage of the nose, mouth, and stomach. The 
fluid for stomach lavage is made much more efficacious if powdered charcoal 
is added to it. It is a mistake to give morphia injections in order to allay the 
muscular excitability and convulsions, as morphia increases the liability to 
respiratory paralysis. Intramuscular injections of such substances as Luminal, 
Peril© et on, or Dial are better and safer. Threatened respiratory paralysis 
demands injection of Lobeline, and flagging of the heart should be met with 
Coramine or Cardiazol. 

Unusual Accidents under Local Anaesthesia.- — P. G. Gerlings 3 describes 
twelve cases of facial nerve paralysis resulting from local anaesthesia for tonsil- 
lectomy . In Professor Burger s clinic, where the author works, local anaes- 
thesia of the tonsil is made by a single injection into the parapharyngeal space. 
In' these cases the paralysis was always unilateral and was usually confined 
to the ramus marginalia mandibulae, which runs through the parotid fascial 
compartment. This space, as is recognized, communicates with the para- 
pharyngeal space through an opening in the deep fascia (Klestadt’s 44 open 
spot of the parotid fascia ”). The paralysis quickly passes and no permanent 
ill effects have been observed. In all cases the motor branch from the 
vagus to the soft palate is paralysed, and in one case sympathetic paralysis 
was seen. 

Broken Needles. — TI. Neumann, 4 who uses a curved needle for his tonsil injec- 
tions, reports a case in which the needle broke and was swallowed before he 
could catch it with his forceps. In thirtv-six hours the needle was passed 
per vias naiuralis. The point which Neumann particularly emphasizes is 
this : although one tonsil was already anaesthetized and the anesthetization 
of the other had begun, he abandoned the operation at once, because the best 
line of treatment for such a foreign body is a diet of cabbage, potato, etc., 
and it would, of course, be impossible to give such a diet after tonsillectomy. 

Cocaine Substitutes.— J. Koch 5 deals with the value of cocaine substitutes. 
Alypin, psieaine, and tutocain are apparently not much used now’. Pereaine 
produces excellent anaesthesia in a 2 per cent solution, but the high toxicity 
of the preparation is against it. Two novocain derivatives, Larocaiu in 5 
to 10 per cent solution, and Pantocain* in 1 to 2 per cent solution are recom- 
mended by Koch. Neither has any vasoconstrictor effect, so they must be 
used with adrenalin. 

The test for surface anaesthetic effects are made by applying the different 
substances to the cornea of rabbits ; a rough measure of the efficiency is the 
duration of the loss of corneal reflex. 

. 'Befebknces. — K4rch. f. Ohren Nasen u . Kehlkopfh . 1932, exxxii. 49; z Munch, 
med. Woch, 1932, lxxix, 135 ; 3 Acta Otolaryngol . 1932, xvii, 420 ; 4 Manats . /. Ohrenhe.Uk . 
1933, Jan., 121 ; s Arch. Ohren-, Nasen-, u. Kehlkopfh. 1933, cxxxiv, 75. 

ANEURYSM, CIRSOID, OF' RECTUM. (See Rectum, Cavernous 
Angioma of.) 

ANEURYSM, SUBCLAVIAN. (See Blood-vessels, Surgery of.) 

ANEURYSMS, CEREBRAL. Macdonald Critchley , M.D., F.'H.C.P. 

In recent yearn, more especially in this country, considerable interest has 
been aroused in the problems of the origin, nature, and symptomatology of 
cerebral aneurysms. It is difficult to be sure whether there is an actual 
increase in their frequency or whether a greater knowledge has merely focused 
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attention upon them ; certainly, however, aneurysms of the brain and their 
attendant complications now occupy au important position in cverv-day 
medical practice. 

Classification. — Intracranial vascular malformations are of diverse types, 
but we may exclude from this survey the neoplastic varieties (hemangio- 
blastomata, venous or arterial angiomata) as well as those of traumatic origin. 
Nor need we here discuss the miliary aneurysms of Charcot (see p. 54). Our 
concern will rather be with the aneurysmal dilatations en countered upon the 
larger arteries lying at the base of the brain. These we may divide into 
three pathologico-etiological groups : (1) Arteriosclerotic ; (2) Syphilitic (rare) ; 
and (3) A group of uncertain nature, usually described as ‘congenital'. The 
arteriosclerotic and syphilitic aneurysms are usually fusiform in shape, and may 
be found on any of the larger basal vessels ; there are as a rale other obvious 
changes of degenerative type in the other cerebral arteries. On the other 
hand, ‘congenital’ aneurysms are unassociated with other macroscopic changes 
in the arteries. They occur as spherical dilatations, usually at the meeting- 
point of two vessels, especially in the circle of Willis. From their resemblance 
to a sprig of mistletoe, they are aptly described as ‘berry aneurysms'. Some- 
times several such dilatations are encountered at different points in the basal 
arterial system. They may be as large as a hazel-nut, though usually they 
are the size of a red currant ; at times they are so small as to escape super- 
ficial inspection and come to view only after a minute scrutiny of the circle 
of Willis. 


‘ Congenital 5 Aneurysms. 

Clinical Features. — The clinical features of these aneurysms are of the 
greatest importance. One may conveniently refer to them under two head- 
ings : (I) Symptoms due to rupture of the aneurysms, and (2) Pre-rupture 
symptoms. The former constitute the well-known syndrome of spontaneous 
subarachnoid haemorrhage. 

1 . Spontaneous Subarachnoid Mcemorrhage. — Although this clinical catastrophe 
must have been witnessed and described on very many occasions, we owe the 
modem interest and appreciation to C. P. Svmonds for having evaluated and 
described the clinical events. As a rule the story is characteristic : the 
victim, ■ usually a young' adult, whose previous history may have' been quite 
unremarkable, complains of a sudden and severe pain located in the back of 
the head and neck. There is often a history of overwork or fatigue preceding 
the onset, but this is not essential. Precipitating factors may be absent, but 
quite often we obtain an account of some undue physical exertion (lifting, 
straining), exposure to strong sunlight (the ‘sunstroke 7 of this country is 
usually subarachnoid bleeding, as W. J. Adie teaches), or some vasomotor 
shock, as may follow an ice-cold bath or the play of a cold shower on the 
head. The occipital headache increases in severity so that the patient often 
supports the head with his hands, groans, and cries out. Soon nausea and 
syncope follow, and vomiting usually occurs. Gradually consciousness becomes 
impaired, though it is not necessarily altogether lost. The patient by now 
has been assisted to bed, where he lies groaning and restlessly twisting about. 
He soon becomes irritable and petulant, and usually refuses assistance. Ques- 
tions are not answered as a rale, but the patient may from time to time cry 
out and complain of his head or of the light hurting his eyes. Sometimes 
a period of delirious excitement occurs, almost amounting to a state of mania. 
At other times consciousness may be completely lost and epileptiform attacks 
supervene. The doctor on his arrival finds usually a characteristic state of 
affairs ; on a tumbled and untidy bed the patient is curled up and groaning, 
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from time to time retching or vomiting and tossing from side to side. Often 
lie carries his hand to the back of the head. The blinds have been drawn 
on account of the photophobia. Little or no attention is given by the patient 
to the doctors questions or examination. A rapid investigation usually 
evinces the following points : the pupils may be widely dilated or on the 
other hand contracted and inactive ; frequently they are grossly unequal in 
size. The lids are screwed up tightly and the patient resents the light. 
Rigidity of the back of the neck is common, but a more constant and valuable 
sign consists in tenderness of the nape of the neck on deep digital pressure 
(Kehrers sign). The limbs are only rarely paralysed and are usually hypo- 
tonic. Typically the tendon reflexes of the arms and legs are absent and 
the abdominal responses are often unobtainable. There is no constancy as 
to the state of the plantar responses ; they may be flexor in type on both 
sides or there may be a Babinski response on one side or on both. At times, 
too, no plantar response whatever can be elicited. A Kernig’s sign is gener- 
ally demonstrable. The clinical picture therefore is one of meningeal irrita- 
tion of acute onset. A lumbar puncture clinches the diagnosis by yielding 
a uniformly and often heavily blood-stained cerebrospinal fluid. If the cor- 
puscles are allowed to settle, the supernatant fluid is seen to be yellowa 
Examination of the fundus may show nothing abnormal, but in the later 
stages one may find some degree of papill oedema. More characteristic is the 
presence of retinal haemorrhages, which, if large enough, may burst the 
internal limiting membrane and form a film over the back of the hyaloid 
body, causing blindness. 

The foregoing sketches the clinical picture most often encountered. At 
times other features may also be present ; thus there may be liemiparesis, 
which may be accompanied by aphasia ; in place of the hypotonus and 
areflexia there may be a condition of spastic quadriplegia with tonic neck 
reflexes and Babinski responses. Not infrequently the urine is found to be 
heavily charged with albumin. Very exceptionally the spinal fluid has been 
found free from blood, although the diagnosis of ruptured cerebral aneurysm 
has later been pathologically established ; in such rare, cases the leak has 
occurred into the subdural — and not the subarachnoid — space. 

There is much variability in the course of the symptoms. In favourable 
cases the headache and irritability gradually abate, the patient may pass into 
a sleep from which he later awakens with an almost clear consciousness. 
During such time a second leakage may occur with more serious outcome. 
In unfavourable cases, unconsciousness deepens, high fever occurs, and the 
patient succumbs. Death is due as a rule to sudden respiratory failure and 
not to cardiac incompetence. 

2. Pre-rupture Symptoms . — Is it possible to diagnose a 4 congenital’ cerebral 
aneurysm in the absence of subarachnoid bleeding ? In a great many cases — 
probably the majority — it as not, as no symptoms and no physical signs may 
be present. There are two investigations, however, which may very occasionally 
indicate the presence of an unsuspected aneurysm. Thus an X-ray of the skull 
may reveal an annular shadow" near the base of the brain ; and, secondly, 
auscultation of the skull with a stethoscope has been known to reveal a bruit. 
These two findings must, however, be regarded as very exceptional. 

Although cerebral aneurysm usually produce no disability until they 
rupture, in a £eu r cases suggestive symptoms are present. These are of three 
main types : — 

a. Recurring headaches: Retrospective analysis of patients recovered from 
subarachnoid bleeding (presumably due to aneurysm) reveals in a number of 
instances a history of ‘migraine’. Sometimes the patient will tell us that 
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the character of the ’migrainous' headache and that of the subarachnoid 
haemorrhage are identical in character, differing only in intensity. Whether 
there is any essential association between the common idiopathic migraine 
and aneurysmal dilatations of the cerebral arteries is an important question 
which immediately presents itself. How is one to differentiate clinically 
common migrainous attacks from the periodic pre-rupture headaches of an 
aneurysm ? In the latter visual phenomena (zig-zags, fortification figures) 
are perhaps less common. W. J. Adie has stressed the site of the headache 
as a differential point : a unilateral headache which is sometimes right-sided 
and sometimes left-sided is more likely to be migrainous ; a unilateral headache 
which appears always on the same side is suggestive of aneurysm. 

b. Focal pressure signs: These are due to the implication of various cranial 
nerves or other important structures by the aneurysm. Thus paralysis of 
neighbouring sets of cranial nerves may be found ; or with the carotid group 
of aneurysms, pressure on the pituitary stalk or body may produce puzzling 
physical signs. The syndrome of ‘migraine • ophthalmoplegique’ perhaps 
belongs to this category. 

c. Tumour-like signs : Occasionally the aneurysm, by reason of unusual 
bulk or rapid growth, may produce a rise in intracranial pressure and focal 
neurological signs. The diagnosis of cerebral tumour is suggested by. such 
eases, and can only be confuted by the X-ray demonstration of annular shadows 
or by a cranial ' bruit. Cases of this type are uncommon. 

Treatment of Ruptured Aneurysm. — This is an extremely difficult 
matter for dogmatic ruling. On the one hand, there is a danger of fatal 
intracranial hypertension, which can always be relieved, however, by repeated 
Lumbar Puncture, by Decompression, and momentarily by injection of 
Hypertonic Saline. By so reducing the pressure, however, one is withdrawing 
as it were a splint from the cerebral arteries, and there is a very real danger 
of exciting fresh bleeding. The safest and most reasonable procedure would 
perhaps be somewhat as follows : Withdraw slowly a few cubic centimetres 
only of fluid for diagnostic purposes. Do not repeat lumbar puncture unless 
there arise signs of severe intracranial pressure — namely, marked slowing of 
the pulse-rate, together with increasing blood-pressure and deepening uncon- 
sciousness. Otherwise the patient is to be kept at strict rest in a darkened 
room. Strong sedatives may be required to control the motor agitation, but 
morphia and heroin are dangerous in this condition. Full doses of Bromides 
or Barbiturates are preferable. 

Pathogenesis. — The nature and causation of these ‘congenital’ aneurysms 
has been a source of keen interest. Certainly syphilis and arterial degenera- 
tion seem to play no role. J. Collier had inclined to the view that they are 
of infective origin, being caused by a symptomless blood infection. Direct 
evidence has been lacking, however, and this idea does not explain the charac- 
teristic location of the aneurysms. The modern view regards aneurysms as 
the result of a giving- way of the vessel wall at a point of inherent weakness. 
It has been abundantly demonstrated that at the angle of bifurcation or junc- 
tion of two vessels on the circle of Willis, the inner muscular coat is frequently 
absent. This point of medial defect corresponds exactly with the common 
site of origin of cerebral aneurysms. Although ' highly suggestive, the work 
perhaps raises more questions than it answers, and a great deal of patient 
research is necessary before the problem can be regarded as solved. We require 
to know for instance : (1) Whether this medial defect is ever found at points 
where no aneurysm is present ? (This question seems at present answerable 
in the affirmative, in fatal cases of ruptured cerebral aneurysm.) (2) Whether 
medial defect is ever found in normal subjects, and, if so, how often ? (3) 
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What process transforms a medial defect into an aneurysmal dilatation V Here 
it is possible that increased pressure within the cerebral arterial circuit may 
be the factor ; or again the conception of an infective process may be brought 
in, although histological support is lacking. 

ANKYLOSTOMIASIS. Sir Leonard Rogers , M.D., FJIC.P., F.R.S. 

Incidence. — Hookworm disease in the Middle Euphrates is reported on by 
E. H, Hudson and Agnes L. Young d who found 109 infections among 5400 
out-patients, mostly from fanning villages and of a mild nature. An examina- 
tion of 800 labouring Arabs showed 88 per cent to be harbouring hookworms. 
Slight infections are therefore common although not previously reported from 
this region. 

Clinical. — In Java C. O. de Langen and J. W. Eerkens, 2 in a study of 
oedemas, found 20 eases of definite nephrosis,' 17 of which were complicated 
with ankylostomiasis, so they consider that there is a connection between 
the two diseases. H. O. Gunewardene 3 reports on the cardiac complications 
of ankylostomiasis, in cases of which he often found presvstolic murmurs, but 
without any thrill, and resembling subacute infective endocarditis with some 
fever present. This complication has only been seen by him in poor patients, 
and he advises Best until long after the patient has been rid of his worms, 
together with Iron and Arsenic, P. A. Maplestone 1 records a number of experi- 
ments in which a known number of ancylostome larvae from pure cultures 
were applied to the skin of both Europeans and natives of India to enable 
the lesions of * water itch’ and ‘creeping eruption’ to be studied, with the 
result that in a number the lesions of creeping eruption were produced by 
both human hookworms, of less extensive degree than those reported from 
America, but of a similar nature. 

Treatment. — P. A. Maplestone, 5 in a paper on testing anthelmintics, com- 
pares the efficiency of the Lane and the Stoll methods of finding ova in stools. 
In the ease of hookworm ova 74*2 per cent were positive by both methods, 
25*4 per cent were positive by Lane’s and negative by Stoll’s, and 0*4 per cent 
were positive by Stoll’s and negative by Lane’s technique. Ascaris , Trichuris , 
and Trichostrongylus gave very similar results. 

The anthelmintic properties of He^ylresorcinol have been tested in Calcutta 
by P. A. Maplestone and A. Iv. Mukherji, 6 who conclude that on account of 
the very high cost of the drug, and a cure rate of only 7*7 per cent of 26 eases, 
they cannot consider if an efficient substitute for older anthelmintics, although 
it appears to be a safe one. A. G. Biggam and P. Ghalioungui 7 report on 
the use of this drug in Egypt and also found it to be unsatisfactory, with only 
26 cures in 50 cases with repeated 2-grm. doses. 

References* — l Ann. Trop. Med. and Paranitol. 1933, July 7, 207 ; -Trans. Roy. 
Soc. Trap.' Med. and Hyy. 1933, July 28, 195 ; 3 Jour. Trop. Med. and Hyq. 1933, Feb. 15, 
49; Mnd. Med. Gaz. 1933, May, 251 ; Hbid. 1932, Dee., 673 ; Mbid. Nov., 610 : 7 Jour . 
Trop. Med. and Hyg. 1932, Dee. 1, 353. 

ANO -RECTAL TUBERCULOSIS. (See also Anus, Fistula op.) 

J. P . Lockhart-Mummery, F.R.C.S . 

Several papers have .appeared on this subject during the year. W. A. Fansler 
and S. K. Fetter 1 analyse 700 eases of tuberculosis treated in the Glen Lake 
Sanatorium. They classify the lesions under the following headings : perineal 
cutaneous tubercle ; tuberculous ulceration of the mucous membrane ; miliary 
tubercle; lupus ; perirectal abscess and fistula ; generalized tuberculous ulcera- 
tion. They find that by far the best results are obtained by destruction of 
all the diseased tissues by the Endotherm Knife and coagulation of all parts 
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of the wound, and that by this method of operating the chances of reinfection 
are very greatly reduced. There is less scarring and less post-operative pain. 
The patients are treated afterwards by Hot Sitz Baths once or twice daily 
and frequent dressings. One of the great points of the treatment is that the 
patients are dealt with in the Sanatorium itself, where they are under the best 
conditions for general treatment. 

J. F. Montague 2 points out that primary tuberculosis of the ano-rectal region 
is rare and that most cases are due to secondary infection from tubercle of 
the lung, less often of the gastrointestinal tract. 

References. — 1 Surg. Gynecol . and Obst. 1933, July, 115; ~Med. Jour . and Record , 
1932, July 6, 15. 

ANOREXIA NERVOSA. H. Devine , M.D., F.R.C.P. 

F. E. Clow 1 observes with considerable justification that the most striking 
disturbance of the appetite and digestion is anorexia nervosa, a condition 
described sixty years ago by Sir William Gull. The -writer gives the classical 
description of Dejerine which admirably depicts the clinical picture which these 
patients present ; “It sometimes happens that a physician has patients — they 
are more apt to be women — whose appearance is truly shocking. Their cheeks 
are hollow, and their cheek bones seem to protrude through the skin. Their 
withered breasts hang from the walls of the chest. Every rib stands out. 
Their shoulder blades appear to be loosened from their frame. Every vertebra 
show's through the skin. The abdominal wall sinks in below’ the floating ribs 
and forms a hollow like a basin. Their thighs and the calves of their legs 
are reduced to a skeleton. One w’ould say it was the picture, of an immured 
nun, such as the old masters have portrayed. Sometimes they seem to be 
sustained by some unknown miracle of energy ; their voices are strong and 
their steps firm. On the other hand, they often seem to be at the point of 
death, and ready to draw' their last breath.” 

In general the patients are women, though not always, and they are usually 
in an environment which tends to increase their interest in themselves and 
the value they place on their importance to society. The patient is not going 
to take any chances with this his glorious position in the limelight — “he has 
a reputation to live up to ”. While some observers affirm that anorexia 
nervosa always follows some emotional strain, there is evidence that the 
neurotic, hysterical, neuropathic patient can by a mere whim develop into 
a state where, as Dubois says, “ all feminine coquetry has disappeared, and 
they admit, without being in any degree impressed by it, their paleness and 
the fact that they have wasted away to a skeleton J. M. Berkman 2 in the 
largest series yet reported (117 cases) concludes that anorexia nervosa is not 
a common disease ; that the low basal metabolism is due to the inanition ; 
that re-establishment of normal food intake in this physiological disorder 
which is second to a psychic disturbance should be the goal ; and that Thyroid 
Gland substitution in small doses continued for a long period is a valuable 
measure. 

The disease is serious in that it lowers the patient’s resistance ; and mental 
anorexia can cause death. Some patients have been known to lose half their 
usual weight, when, Dejerine says, no treatment will save them. The patient 
who is cured rapidly recovers, but relapses occur in those cases that are badly 
treated, and in these instances loss of weight is more rapid than in the first 
attack. 

The diagnosis can only be made after the exclusion of organic disease. 
The difficulty appears to be to recognize the patient who has a true mental 
anorexia in the process of development. Many of these cases go unrecognized 

4 



Anorexia Nervosa 


50 


MEDICAL ANNUAL 


and untreated for years. All authorities are apparently in agreement that 
Chang*© of Environment , Psychotherapy* and Forced Feeding* are the 
essentials of management. From personal experience Clow sincerely endorses 
the postulates of Leede — that so long as the patient holds the centre of the 
stage in a family too easily given to sentiment, instead of reason, very little 
can be accomplished in rescuing the victim from his pitiable plight. 

In a discussion on Clow’s paper, H. T. French observes that some interesting 
work lias been carried out recently in connection with animals in regard to 
appetite. This has shown that dogs fed on a diet free from vitamin B develop 
marked loss of appetite, absolutely refuse to eat, and apparently go through, 
a condition similar to that which is called anorexia nervosa ; but if these 
clogs are given a fair amount of vitamin B, the appetite is certain to return, 
and if large amounts are given, the loss of appetite is corrected and return 
to normal condition follows. Anorexia develops frequently with psychic 
shock, and because of the mental state no food is taken for a time, lowering 
the level of vitamin B in the body, thereby developing a vicious circle. French 
wonders whether if high vitamin B feedings were attempted in some of these 
cases they might not produce a good result. The basal metabolism in some 
of these eases runs low, and some degree of improvement follows the use of 
Thyroid Extract. In view of the remarkable results which have been obtained 
by the use of Insulin in very emaciated patients suffering from tuberculosis, 
French suggests that its trial in these cases of anorexia nervosa might be 
worth while. 

References.— W ejo Engl. Jour. Med. 1932, Oet. 6, 613 ; 2 Amer . Jour. Med . Eci. 

1930, clxxx, 411. ' - 

ANUS, EPITHELIOMA OF. J. p t Lockhart-Mummery , FJi.C.S. 

Squamous-celled cancers of the anal margin form about 4 per cent of all 
cancers of the rectum and are thus comparatively rare, but they are highly 
malignant and at one time they were considered practically hopeless from 
the point of view of successful treatment. The fact that the tumour is on the 
surface where it is easily noticed usually results in correct diagnosis at an early 
stage of the disease, and one would therefore expect that the results of operative 
treatment would be favourable. Unfortunately the nature of the lesion is 
often not realized until the tumour has reached a considerable size, though its 
appearance and the dense thickening of the affected tissues should make a 
correct diagnosis easy. As with squamous cancer of the lip, the results of 
excision are good if this is done before the growth has spread to the inguinal 
lymphatics, but if the latter are affected the chances of effectual removal of 
the disease are poor. 

J. S. Halford 1 reports ten eases treated by Excision, Rays, or both 
combined. The results were not very satisfactory, but the tumours were in 
a late stage at the time of treatment. He believes the best results are to be 
expected from external radiation, followed by radical excision. He rightly 
points out that the irradiation of tissues extensively scarred by previous 
operations is most unsatisfactory. 

Complete excision if the lymphatics are involved necessitates the removal 
of the rectum and the clearing away of all the inguinal glands and the lym- 
phatic areas between the anus and the glands. This is a very formidable 
procedure, but^ it has been done successfully and some of the patients have 
remained free from recurrence in the writer’s experience for many years. 

Anal epithelioma responds so well to Radium that irradiation should be given 
the preference over excision, if the case is reasonably early. J. P. Lockhart- 
Mummery 2 reports five eases of epithelioma of the anal margin treated by 
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radon seeds (see Table below). The tumour entirely disappeared as the result of 
the treatment in all five eases and there had been only one recurrence up to the 
time of the report, though a sufficient time had not elapsed to justify any of 
the results being claimed as cures. The radon seeds were placed under and 

Cases of Epithelioma of the Anus Treated with Radium. 


Case 

Age 

DATE WHEN 
Radium 

WAS INSERTED 

Subsequent History 

When Alive 

Mrs. G. . . 

79 

May, 1929 

Three months later the growth 
had almost disappeared. Treat- 
ment repeated 

Untraced since ; 
went to Aus- 
tralia 

Mr. R. . • 

57 

May, 1930 
(Advanced 
case) 

A year later the growth had dis- 
appeared 

Well to date 

Mr. Y. . . 

75 

August, 

1931 

After four months the growth 
had completely disappeared. 
Slight recurrence in October, 
1932. Treatment repeated, and 
again April, 1933 

Well to date 

Mr. A. .. 

| 59 

April, 1932 

Growth entirely disappeared in a 
few weeks. Nine months later 
nothing to be seen 

i Well to date 

Mrs. S. . . 

72 

January, 1933 

j Growth entirely disappeared in 
| one month 

j Well to date 


around the tumour so as to give as even a dose as possible to the tissues. The 
dose used was 1*5 millicuries per seed with 0*8 screening, and the seeds were 
inserted at l-em. distances as nearly as possible. If the dose is approximately 
correct, there should be very little 
secondary reaction. The results are 
often spectacular ; in several cases 
the tumour had entirety healed over 
in less than six weeks, leaving normal 
tissue, and when the patient was 
examined a few months later there 
■was no evidence that there had ever 
been any tumour. 

The great difficulty in successfully 
treating eases of cancer with radium 
is to obtain the correct dose of rays 
required for a given tumour. There 
is no means of accurately calculating 
the dose required at present, and it is 
dependent upon the judgement of the 
surgeon, guided by previous experi- 
ence. Under-dosage will be useless 
and over-dosage will certainly cause 
serious trouble. The formula which 
is known to be approximately correct 
is the equivalent of 1*5 to 2 mgrm. 
of radium per cubic centimetre of 

growth, acting for a week. This is . , , 

& . , _ Fig. 5,— Plan for distribution of radon seeds, 

only very approximately correct, See text. 
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because radon seeds, which are generally used, lose their activity at the rate 
of about 50 per cent every thirty-six hours, so that the initial dose will be 
rather too big and the ultimate dose too small. Nevertheless, good results 
have been obtained with the formula. In order to obtain a rough idea of the 
dose required the growth is measured across two diameters and an outline of 
. it drawn on squared paper with lines 1 cm. apart. A dot is then made at 
each intersection, of the lines so as to cover the whole area composing the 
growth and possible lines of spread, as in the diagram (Fig. 5). The radon 
seeds are inserted beneath the growth as nearly as possible at 1-em. distances 
from each other. 

It is not possible properly to evaluate the results of radium treatment in 
squamous cancer of- the anal margin on a basis of freedom of recurrence over 
a period of years at present, as there are not sufficient eases available, but it 
can be stated that the results are' at least as good as any that have been 
reported from extensive excision operations, and we have to take into consider- 
ation the fact that radium treatment in these cases does not involve a colostomy 
and leaves the patient quite normal. Also, though it cannot be said that there 
are no risks from radium treatment, the risks are at least very much less than 
with a complete excision of the rectum and lymphatic areas. When the 
inguinal glands are already involved the prognosis is much less favourable. 
Radiation followed by excision of the involved lymphatic areas will probably 
give the best results. Given early diagnosis of the lesion, which should not be 
difficult, proper irradiation of the tumour and surrounding area with radium 
affords an excellent chance of curing epithelioma of the anal margin with a very 
small degree of risk (Plate 11). 

References .—J-Surg. Gynecol and Obst . 1933, July, 21 ; "Med. Press and Girc. 1933 
Oct. IS, 368. 

ANUS, FISTULA OF. J. p, Lockhart-Mummery, PJl.C.S. 

The question as to what proportion of all . cases of fistula are due to 
tuberculous infection has been widely discussed, and much difference of opinion 
still appears to exist. A. J, Chisholm 1 , has very carefully reviewed the whole 
subject and has made a careful analysis of 155 cases of fistula in the National 
Jewish Hospital. Pieces of tissue removed at operation were examined 
histologically and by bacteriological and culture methods with guinea-pig 
inoculation. He concluded that tubercle bacilli were only found" In those cases 
where there was evidence of active or arrested pulmonary tuberculosis. His 
findings conform fairly closely to those worked out in 1920 by W. R. Gabriel 
at St. Mark’s Hospital, that about 20 per cent of all cases of fistula are due 
to tuberculous infection. 

Ernest Miles 8 gives a complete description of the anatomy,- etiology, and 
treatment of ano-rectal fist uhe, and describes all the different variations of this 
condition and the manner in which they may be treated. He very rightly 
lays great stress on the importance of not performing the operation in such 
a manner that it may result in permanent damage to the muscular structure 
of the anal opening and thereby interfere with full control over the opening ; 
he also attaches great Importance to the proper after-treatment of all cases of 
fistula. Tight packing of the wound is not allowed, and the only object of the 
dressing Is to keep the edges apart and prevent premature closure, which may 
result in bridging, and to absorb all the discharges. The patient is, when 
possible, given tw T o baths a day and the wound is cleansed and fresh dressings 
are applied twice daily. In eases of complicated fistula the operation should 
be done m a series of stages, if necessary, so as to avoid damage to the muscles 
or deformity of the anal opening. The author points out that tight packing 
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of the wound during the healing stages is a common cause of trouble and 
delayed healing. 

References.— l Surg. Gynecol , and Obst. 1933 , March, 610 ; -Proc. Roy . Soc . Med . 
1932, Sept., 1649. 

APOPLEXY, CEREBRAL, Macdonald Critchley , M.D. , F.R.C.P . 

Within the past two decades our views on the nature and pathogenesis 
of cerebral haemorrhage have undergone many vicissitudes. Although the 
problems are far from being solved, and fresh complexities seein to arise, 
we are on the whole clearer in our conceptions. It has been customary to 
distinguish three pathological types of vascular accident as being distinct 
anatomical and clinical entities. Thus one has been accustomed to distin- 
guish : (1) Cerebral haemorrhage due to rupture of a miliary aneurysm ; (2) 
Cerebral softening from the thrombosis or occlusion of a diseased blood- 
vessel ; and (3) Infarction due to embolus formation. Actually the problem 
is much more complex both from the standpoint of the clinician and of the 
pathologist. 

Every text-book on the subject is concerned with the various criteria 
whereby distinction can be made at the bedside between the apoplexies due 
to haemorrhage and to softening. The type of pre-existing vascular disease, 
the circumstances of the stroke, the depth of unconsciousness, and the course 
of the affection are points which are traditionally stressed. When, however, 
one reviews a large series of fatal cases, observed clinically and studied 
anatomically, one is usually struck by the lack of agreement between the 
clinical and pathological diagnoses. This holds true even though all the 
canons of differential diagnosis have been strictly observed at the bedside. 
Thus a correct diagnosis was made in only 53 per cent of the 269 cases of 
apoplexy studied by F. Meursing. 1 In the 144 cases of apoplexy examined 
by E. T. Bell and B. J, Clauson 2 it was found that the relation of haemorrhage 
to softening was the same in hypertensive and non-hypertensive subjects. 

Unquestionably the faulty teachings of the physiologists have been respon- 
sible for many of our previous misconceptions, but the more recent histological 
findings have revolutionized our opinions. The important anatomical steps 
which have led to this volte face deserve recapitulation, and we may follow in 
this respect the useful and detailed study recently made by E. de Vries. 3 

Histology of the Cerebral Vasculature,— The chief data which have 
emerged within recent years may be set out as follows : — 

1. Cohnheim’s conception of the cerebral arteries as end-arteries has been 
disproved by JR. A. Pfeifer 4 and by S. Cobb. 5 The capillary bed of the whole 
cerebral cortex forms a continuous network. Free anastomosis exists between 
the capillaries of both the surface and the depth of the brain. Arteriovenous 
anastomoses probably also exist. 

2. That the blood-vessels of the pia are supplied by nerves has been shown 
by Stoehr 6 and by G. B. Hassin. 7 This innervation is derived from the 
autonomic system (H. S. Forbes and H. G. Wolff 8 ), and can be influenced 
reflexly by vagal stimulation. 

3. The intracerebral blood-vessels are also similarly innervated (W. Penfield 9 ) 
and the pial and intracerebral vascular plexuses of nerves are continuous. 

4. The cerebral blood-vessels also possess contractile properties independent 
of the nervous system. G. Hassin showed that the adventitial cells of the 
cerebral capillaries are practically identical with the so-called connective tissue 
‘contractile cells’ of Rouget. 

5. Intermittent spasm of the cerebral blood-vessels is no longer regarded 
as an impossibility. It is indeed a highly probable factor in the origin of 
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cerebral symptoms in the transient apoplexies of the hyperpietic, in chronic 
nicotine poisoning, and in some of the manifestations of severe migraine. 
Spieimeyer and some others also believe that an epileptic attack is preceded 
by vascular cramp. 

Pathogenesis of the Apoplectic Attack (Figs. 6-14). — The earlier text- 
books describe cerebral haemorrhage as resulting from simple rupture of a 
miliary aneurysm (Charcot), or of a false aneurysm (Koelliker, Loewenfeld, 
Pick), or of an arteriosclerotic ulcer. Dissatisfaction with these views gradu- 
ally developed and was embodied in the hypothesis of Rosenblath. According 
to this view, regions of the cerebral tissue under certain circumstances 
become necrosed, possibly through the action of toxins in a chronic nephritis. 
The walls of the cerebral blood-vessels become involved, and through them 
blood will leak either by diapedesis or by rapture. Multiple small bleedings 
will develop rather than a large single haemorrhage (Fig. 10). K. Westphal 
and R. Baer 10 modified this hypothesis, believing spasm of a cerebral artery 
to be the primary factor, followed by necrosis of brain tissue and increased 







Fhj. 6 . — Vhurcot, 1S6S. Rupture of a miliary aneurysm causes massive brain hemorrhage. 



Fig. 7. — Koelliker , 1S49, Loewenfdd , 1S86, Pick, 1910. Rupture of a spurious aneurysm 
causes hemorrhage. 



Fig. 9. — Occlusion of the artery, due to arteriosclerosis, thrombosis, syphilitic endarteritis, 
or embolus, causes infarction of the brain. 




Fig. 10. — Rosenhluth , 1918. Primary necrosis of the parenchyma causes necrosis of vessel 
walls and haemorrhage from many small vessels. 



Fig. 11 . — WestpJial ami Baer , 11)2(1. Cramp of an artery causes necrosis of parenchyma, 
after which weakening of vessel wall and rupture of many small vessels follow. 





Fig. 12. — Bicker, 1919. Cramp of an artery causes stasis of the blood and diapedesis into 
weakened" parenchyma. 



Fig. 19. — ScJnrartz, 1930. Cramp of an artery causes weakening of parenchyma and vessel 
wall with stasis and white or red infarction. 




Fig . 14. — Cramp of an artery, or fall in general blood-pressure, causes ischmmic softening in 
an area, depending on a sclerotic vessel. 

(Figs. 6-14 reproduced from ‘ The Chinese Medical Journal'.) 
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permeability of the vascular coats (Fig. 11). The opinion of G. Ricker 11 
does not implicate any necrosis of the brain tissue as an intermediate stage, 
the author believing that the stasis within a blood-vessel in a state of 
cramp is in itself adequate to cause exudation and diapedesis (Fig. 12), In 
other words, almost every cerebral haemorrhage is actually a red infarction. 
P„ Schwartz 12 modified Ricker’s view' by postulating a necrosis of the cerebral 
parenchyma as a stage between vascular spasm and intravascular stasis. 
While at the present time, lacking sufficient pathological evidence, we hesitate 
to evaluate the role of actual rupture in the mechanism of cerebral haemor- 
rhage, we must believe with de Vries that rupture certainly occurs at times. 
The state of the cerebral vasculature is no doubt all-important. De Vries 
believes that 4t the more marked the arteriosclerosis, especially of the larger 
arterioles, the more we may expect large haemorrhage from one artery. In 
cases with less arteriosclerosis but with more marked cramp of vessels and 
changes in blood-pressure, w'e may expect multiple small lesions affecting a 
large brain area.” 

Apoplexy from Acute Fall of Blood^pressure and from Anaemia. — 
Analogous to the syncope and fainting accompanying sudden falls in blood- 
pressure and also severe haemorrhages, hemiplegia from sudden hypotension 
may also occur. Without doubt we would diagnose this even more frequently 
if w T e knew the regular blood-pressure of the subjects prior to their apoplexy. 
II. W. Fleming and H. C. Naffziger 13 had the opportunity of observing patients, 
whose normal pressure was known, before, during, and after an apoplectic 
stroke, and by finding a drop in the systolic pressure were able to improve 
their patients by therapeutic elevation of the pressure. One of their patients — 
whose usual blood-pressure was 245 — showed a pressure of 170 during the 
stroke. Under treatment, the pressure rose to 285 and the patient recovered. 
Instances of hemiplegia after anaemia have been reported at various times, 
and have been especially studied by R. Worms. 14 This author showed the 
danger to arteriosclerotic individuals of loss of blood, whether from venesection, 
hsematemesis, or haemorrhoids. Symptoms appear from several hours to a 
couple of days after the loss of blood, but in several instances marked improve- 
ment followed prompt transfusion. 

Treatment of the Apoplectic Patient. — The difficulty of estimating at 
the bedside of an apoplectic patient the precise morbid processes responsible, 
adds considerably to the difficulties in applying rational treatment. According 
to de Vries, high blood-pressure in itself does not call for reducing measures, 
and it is important rather to maintain an equilibrium and avoid abrupt changes. 
Only when there is reasonable certainty of considerable cerebral oedema should 
hypertonic solutions of Saline or Glucose be administered intravenously or 
concentrated Magnesium Sulphate be given by the rectum. When one is 
sure there is a massive haemorrhage causing increased intracranial pressure 
and increased blood-pressure, Cathartics may be given or a Venesection 
of 200-800 c.c. performed. These measures should not be carried out after 
the first twenty-four hours. When anaemia or an abrupt fall in the systemic 
blood-pressure is the immediate cause of the apoplexy, one may carry out 
stimulating measures, such as general Massage, increased Fluid Intake, 
Caffeine, Strychnine, and Saline or Blood Transfusions. 

Hypertensive Cerebral Attacks. — D. Me Alpine 1 5 ■ has contributed an 
important paper on the nature and treatment of the cerebral symptoms in 
uraemia. His findings support the opinion of F. Volhard, 16 namely, that the 
neurological manifestations are not due to nitrogen retention, but rather to 
disturbances of the cerebral circulation. Under the term ‘hypertensive cere- 
bral attack’ Me A! pine includes those cerebral disorders produced by a sudden 
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elevation of the blood-pressure, whether or not at a previously high level*. 
According to the presence or absence of cerebral oedema, two types may be 
described. In the former case the patient is usually under the age of 40, and 
may be a child suffering from nephritis. In the case of an adult hypertension 
is commonly present. Sudden severe headache and drowsiness are the charac- 
teristic symptoms, often accompanied by vomiting and convulsions. Paralyses 
and loss of vision are frequent. Changes in the retina are usual, though 
papillcedema may be the only obvious abnormality. The blood-pressure is 
high, and in the case of children the pulse-pressure is small.' Manometry 
reveals a raised cerebrospinal-fluid pressure (250 mm. of water, or more). 
Albuminuria is constant. Casts and erythrocytes may be present in the 
urine. Nitrogenous elements in the blood are within normal limits, unless 
uraemia coexists. In the second type of case — where signs of cerebral oedema 
are absent — the patient is usually between the ages of 40 and 65, and has been 
hyperpietic for years. Epileptiform convulsions are the prominent symptom ; 
headache and transient paralytic manifestations may have occurred in the 
past. Severe headache is the immediate precursor of the fit. There is no 
papillcedema and the cerebrospinal-fluid pressure is not high. The blood- 
pressure is raised, but falls w T hen consciousness is restored. There may be 
albuminuria ; the blood-urea content is normal unless uraemia coexists. Hemi- 
plegic signs may be present. 

The author believes that sudden rise in blood-pressure is the most important 
factor in the causation of these hypertensive cerebral attacks, though other 
factors may contribute, such as the occurrence of a previous cerebral throm- 
bosis and changes in the chemical composition of the blood. The convulsions 
are attributed to spasm of the cerebral arteries. Other angiospastic symptoms 
of a milder character include transient palsies, aphasia, paraesthesise, and 
visual disorders. The prognosis of hypertensive and cerebral attacks is good 
provided there is no uraemia. In older subjects the remote outlook depends 
upon the condition of the heart, wdiile in the young adult the functional 
integrity of the kidney is all important. 

Treatment. — According to the author treatment should be directed towards 
rapid reduction of the blood-pressure. Venesection is especially called for 
in the eases with cerebral oedema. In these Lumbar Puncture should also 
be performed, and the pressure measured, as a guide to future conduct. If 
the cerebrospinal-fluid pressure is very high, one should beware of forming 
a fatal ‘pressure cone’ ; if the pressure is moderately raised (200 to 250 mm.), 
10 to 20 c.c. of fluid may be withdrawn. Should the headache thereby be 
increased, no further lumbar puncture should be done. Hypertonic Salines 
may be injected intravenously to relieve headache. Where cerebral oedema 
is absent, hypertonic salines and lumbar puncture are useless. The author 
recommends Venesection, and Amyl Nitrite Inhalations, followed by 
Erythrol Tetranitrate J gr. three-hourly until the blood-pressure falls. Later 
treatment should include vasodilator drugs combined with Luminal. 

Blood Bilirubin in Apoplexy. — The correct treatment of an acute cerebro- 
vascular accident will depend upon the nature of the pathological process. In 
the endeavour to assist in correct differential diagnosis of a case of apoplexy, 
an estimation of the bilirubin content of the blood serum may probably be of 
some value. In 1928 J. Wilder 17 applied this test, as carried out by dilution 
ratios, in a series of cases of apoplexy. In one group of cases, comprising 
8 eases of cerebral haemorrhage confirmed at autopsy, all but one showed a 
clear-cut increase in serum bilirubin, A second group comprised 5 eases, 
including a meningeal haemorrhage, an abscess haematoma, two brain tumours, 
and an obscure case. The first four showed a marked increase in blood 
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bilirubin. 'Wilder's conclusion was that a blood-bilirubin estimation could 
distinguish with a very great probability those cases which were of luemor- 
rhagie 8 nature. The bilirubin increases within the first twenty-four hours and 
may remain at a high level for as long as four weeks. 

G. Cheney 18 investigated the serum bilirubin content in a series of 50 cases 
of apoplexy ; in only* 5 was the pathological nature revealed by post-mortem 
examination.” In order to distinguish between hepatogenous and hemato- 
genous types of bilirubin increase, Cheney employed the method of the icteric 
index compared with the Van den Bergh test. In 17 cases there was a definite 
increase in the icteric index together with a negative direct Van den Bergh 
reaction. In these 17 cases the clinical diagnoses were : haemorrhage, 6 cases ; 
thrombosis, 3 cases (including 3 syphilitic cases) ; trauma, 1 case ; and 
anemia, 2 cases. There were 10 cases with a normal serum bilirubin content ; 
here the clinical diagnoses were : haemorrhage, 2 eases ; thrombosis, 7 cases ; 
trauma, 1 ease. Cheney concluded that, on the basis of his own work and 
that of Wilders, a definite increase in the icteric index with a negative direct 
Van den Bergh reaction following a cerebrovascular accident usually indicates 
that a haemorrhage has occurred, and that a normal index after the first day, 
but within the first four weeks, is strong evidence against a haemorrhage. 

References.— ^Nederl. Tijds. v. Geneesk. 1923, i, 1045 ; 2 Arch . of Pathol, 1928, v, 
939 ; 3 Chinese, Med. Jour. 1932, xlvi, 679; 4 Die Angioarchiiektonick der Grosshirnrinde, 
1928, Berlin j 5 Arch. of Neurol, and Psychial . 1931, xxv, 273 ; *Zeits. f. Anat, u. Entwiclc- 
lungsgesch , 1922, Ixiii, 562 ; 1 Arch, of Neurol, and Psychiat. 1929, xxii, 375 ; 8 Ibid. 1928, 
xx, U‘35 : 9 Canad, Med. Assoc. Jour. 1932, April, 3G9 ; ^Arch. Min. Med . 1926, cli, 1 j 
11 Virchow's Arch. 1919, cexxvi, 180 ; i2 Die Arten der Schlaganfdlle der Gehirns und ihre 
Emtehimg , 1930, Berlin ; 18 Jour, Amer. Med, Assoc. 1927, lxxxix, 1484 ; u Les Accidents 
rnrveux romicutifs aux Pertes de Sang, 1931, Paris ; ls Quart. Jour. Med. 1933, ii, 463 ; 
l6 Handbuch d. inn. Med. Berlin, 1931, 2nd ed. ; 17 Wien. klin. Woch., 1927, xl, 1158 ; 
18 Amer. Jour. Med . Sci . , 1930, July, 24. 

APOPLEXY, CEREBRAL ; SURGERY OF. 

Geoffrey Jefferson , M.S., F.R.C.S. 

W. Penfield’s 1 description of two cases in which he drained encapsulated 
haematomas within the substance of the cerebral hemisphere calls for com- 
ment. These are important because both can be claimed as successful inter- 
ventions, and therefore fulfil the long-existing hope that occasionally at least 
a cerebral haemorrhage would be dealt with by surgery. We may be sure that 
cerebral haemorrhages would be subjected to operation more frequently could 
the physician be sure of two things : (I) That his patient is likely to survive 
for more than a few hours ; and (2) Supposing he survives, that he wall not 
be left so much damaged that his escape from death has been dearly purchased. 
On the first point — probable duration of life — we have no evidence that is 
capable of use as a generalization. The most that can be said is that it is 
now admitted that cerebral haemorrhage is not a cause of sudden death, but 
this alone does not get us very far. Wilse Robinson 2 quotes several authorities 
on this point, but, even if that be granted, it must be admitted that cerebral 
haemorrhage is a common cause of rapid death, and it is only the cases sur- 
viving for sufficient periods and presenting signs of massive clot which can 
be surgically considered. 

Robinson reports five eases of chronic or encapsulated haematomas, which 
he has found on search to be very rare ; three were over 5 cm. in one at least 
of their diameters, and their survival periods were 8 weeks, GJ weeks, and 7 
weeks. Robinson describes the histological picture of fibroblastic encapsula- 
tion around these clots. 

The cases operated upon by Penfield were of distinctly unusual type. The 
first was a boy, 14 years old, who became unconscious within twenty minutes 
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of a severe vomiting attack. He regained consciousness the next morning, 
but. could not speak and was paralysed down the right side. Five days later 
when seen by Penfield he was in the same state, and lumbar puncture showed 
the cerebrospinal fluid to be blood-tinged. The left temporal lobe was im- 
mediately exposed and punctured, the cannula coming into contact with a 
resistant mass, which proved on incision to be a large clot of blood. Retrac- 
tors were inserted and the clot was removed, the cavity left behind was clean, 
and was washed out and drained. The boy made an immediate improve- 
ment, and eighteen months later was well, apart from slight residual weakness 
of the right hand. There can be little doubt that this child would have 
died had he not been operated upon, and herein lies one of the difficulties 
in assessing the probable outcome of a cerebral haemorrhage. We know that 
a certain number of apoplectic subjects survive their ‘strokes’ ; it might be 
that more would do so if the clot were evacuated. Penfield’ s second case 
concerned a woman of 40 with known vascular hypertension who became 
dizzy with violent headache and vomiting. She did not, apparently, become 
unconscious, for besides a right-sided hemiparesis she was found to have a 
right-sided hemiansesthesia and hemianopia. Six days later she had four con- 
vulsions and was found to have papilloedema. On the eighteenth day the 
‘choke’ was worse, and a left occipital bone-flap was turned down. The dura 
was tense, and beneath an area of cortical staining a clot was found in the 
occipital lobe the shape and size of a lemon. The clot was solid and could 
be easily removed. The patient made a good recovery apart from the hemi- 
anopia, which persisted. Six months later she was well and happy, when she 
suddenly became unconscious and died two hours later (no necropsy). 

These cases have been described in some detail because it is important that 
the type of cases operated upon should be well understood. They may encour- 
age physicians to consider more seriously than they at present do whether 
surgery can help a patient believed to have an intracerebral haemorrhage. 
The haemorrhages of senile arteriosclerosis would scarcely be seriously con- 
sidered as surgical problems, but patients whose age or whose importance to 
their families’ well-being or to the community makes it desirable that nothing 
should be left undone will suggest themselves as types. But sentiment alone 
is not an indication for operation. There should be signs not only of a focal 
lesion but of a clot of such size as to make it worth while to go in after it and 
evacuate it. In Penfield’s first case he was perhaps lucky to find so large and 
so amenable a clot. In the second case the evidence of size was incontestable. 

References. — Wanad. Med. Assoc. Jour. 1933, April, 369 ; 2 Arch. of Neurol, and 
Psychiat. 1932, June, 1441. 

APPENDICITIS. A. Rendle Short , M.D., F.R.CJS. 

Causation. — A. Krecke, 1 of Munich, passes seven theories in review. 
Appendicitis has been attributed to infection, to neuro-angiospasm, to mechani- 
cal obstruction, to dietetic causes, to foreign bodies, to trauma, and it has 
been regarded as endemic. He does not pin his faith to any one of these 
theories. Foreign bodies and trauma are very exceptional causes. It is 
interesting that Weischer, of Tientsin, had only 2 cases of appendicitis amongst 
86,000 patients, and it is very rare in Persia, Arabia, and the Dutch East 
Indies. It is seldom seen in vegetarians, and was relatively infrequent during 
the hunger blockade in the Great War. 

Position of the Appendix. — C. P. G. Wakeley 2 challenges the classical 
description, given by Treves, that the appendix is most commonly directed 
upwards and to the left, pointing to the spleen. In a series of 10,000 cases 
collected by Wakeley and his friends, partly at operation, partly in the 
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post-mortem room, partly in the anatomical department, the positions showed 


as follows IM- 
POSITION OF APPENDIX No. OF OASES .PERCENTAGE 

1 . Anterior or pre -ileal .. .. .. • ■ 100 1*00 

2. ‘ Splenic 5 or post-ileal . . .■ ■ • 40 0*40 

3. Pel vic or on psoas muscle, near or hanging over 

brim of the pelvis . . . . ^ - . • 3101 31*01 

4. Subcaecal beneath the £ caput caeci ’ . . . . 226 2-26 

5. Postcsecal and retrocolic . . . . . • 6528 65*28 

6. Ectopic . . . . . . - • • • • - 5 0*05 


It will be seen from these figures that the retrocsecal and retrocolic positions 
are by far the commonest met with, amounting to 65*28 per cent, while the 
splenic position, the so-called normal position, is in reality one of the rarest 
of all. It is fortunate that the ‘splenic’ position is so rare, because it is very 
dangerous and likely to lead to mesenteric thrombosis and portal pyaemia. 
IX C. Collins , 3 of Rochester, Minnesota, on the other hand, in 4680 specimens, 
found the appendix — 


Anterior — 


Per Cent 

Free in 

3262 specimens 

69*68 

Bound down in pelvis in . . 

370 

7*9 

Adherent to mesentery of ileum in 

44 ' „ 

0*94 


Total 

78*52 

ItelroccECal — 



Bound down, partly or totally, 



retro -peritoneal in 

013 specimens 

19*5 

Free and subesecal in 

58 

1*25 

Bound down to retroperitoneal tissue 



behind ileum in 

33 

0-7 


Total 

21*45 


Collins claims that the majority of observers share his conclusions. It is 
obvious that there is a discrepancy not of fact but of the use of terms, which 
is unfortunate. Collins found 12 appendices 1 cm. or less in length, and one 
of 24*5 cm. F. Berthold 4 describes and figures a caecum carrying two 
appendices ! 

Relation to Age.— H. Arnold, 5 of Danzig, produces statistics to show 
that between the ages of 10 and 40 about 70 per cent of the cases are uncom- 
plicated ; under 10, and in old age, more than half the eases go on to abscess 
formation or peritonitis. 

Mortality. — An interesting table with reference to the national death-rate 
from appendicitis is given by F. Christofer and W. K. Jennings 8 (Table I). 

Table I . — Appendicitis Death-rate per 100,000. 

International Statistics. 


COUNTRY 

Year 

Bate 

United States 

1927 

15*0 

Switzerland 

1926 

11-0 

Scotland 

1926 

10-0 

England and Wales 

1926 

7*0 

England and Wales 

1929 

7*1 

Germany 

1926 

7*0 

Netherlands . , . . 

1926 

4*0 

France . . . . i 

1925 

3*0 

Italy ... . . ! 

1925 

3-0 

Spain ' . . . , i 

1926 

3*0 

Greece . . . , 

1926 

2*0 
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According to F. M. Findlay, 7 of Massachusetts, the mortality-rate in U.S.A. 
is twice what it is in England and has increased over 50 per cent in twenty 
years, till it now kills 25,000 persons annually and ranks second only to cancer 
as a killing surgical ailment. This is not due to lack of interest on the part 
of the profession, for 2500 articles have appeared on the subject in the medical 
press in the last ten years ! American doctors are seriously concerned about 
the matter, and there is an unusually large output of papers this year, all 
urging early diagnosis and operation, better education of the public, and no 
aperients. 

The high death-rate in Philadelphia led to a campaign inaugurated in 1930 
to stop chemists, doctors, and patients administering purgatives, and to 
eliminate delay in diagnosis and treatment. The results are published by 
J. O. Bower. 8 The death per population was reduced to 282 per 1,958,000 
(14*4 per 100,000). This is the lowest in any big American city. The case 
mortality was reduced from 5*97 in 1928-9 to 4*81 in 1930. 

Diagnosis. — Findlay 7 says that if gr. of atropine is given, either by 
mouth or subcutaneously, and followed half an hour later by a large enema, and 
if after the enema is expelled tenderness over the appendix persists, a positive 
diagnosis should be made. J. V. Luck, 9 of Los Angeles, finds that much more 
valuable information as to the diagnosis of appendicitis and acuteness of the 
infection can be obtained from a differential count of the leucocytes if the 
Schilling method is used instead of the usual Ehrlich count. In the aouter 
stages of the disease young polymorphonuclears with the nucleus incompletely 
divided up (“juveniles and stabs”) are much increased in the blood. 

Treatment. — McNeil Love 10 gives a resume of the expectant line of treat- 
ment for acute appendicitis. There are four types or stages : the early not- 
perforated ease, the subsiding case, those with local peritonitis, those with 
general peritonitis. All agree that the early not-perforated eases need immediate 
operation, and that in the subsiding cases operation should be postponed. The 
third group, usually seen forty-eight hours after onset, is treated differently 
by different surgical schools. Love postpones operation, because appendi- 
cectomy at this stage may be difficult and damaging and the patient’s resistance 
is at its lowest. At the London Hospital, surgery in this stage, from the third 
to the fifth day, used to carry a mortality of 13*7 per cent, and complications 
were numerous. Expectant treatment means the four F’s : Fowler’s position, 
fluids only, fomentations, and a four-hourly chart. The fluids are to be given 
by the rectum or subcutaneously ; as little as possible by mouth. Expectant 
treatment is not good for children, or the aged, or in the absence of skilled 
nursing or close surgical supervision. Thus treated, about 65 per cent settle 
down happily, and the appendix is removed when all is quiet three months 
later. About 25 per cent form an abscess, which will probably have to be 
opened, though it may absorb. About 10 per cent get worse and need opera- 
tion. The mortality in this group is about 6 per cent, so that the average 
mortality with expectant treatment is under 3 per cent, whereas with immediate 
operations the death-rate is 5*8 per cent. 

A discussion at the Royal Society of Medicine, 11 in which Messrs. H. IL 
Rayncr, R. Davies Colley, J. Morley, Herbert Brown, Zachary Cope, Hugh Lett, 
and several physicians took part, showed that, although the number of deaths 
in this country from appendicitis has kept fairly steady at 70 to 74 per million 
persons each year, the case mortality has dropped from about 25 per cent 
thirty years ago to about 5 per cent- At the Manchester Royal Infirmary the 
figures were as shown in Table II . 

The discussion also showed that more and more British surgeons are abandon- 
ing the rule of immediate operation in every case. Up to forty-eight hours, 
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with a definite diagnosis of acute appendicitis with rise of pulse or temperature, 
everyone advocates immediate operation ; also in those cases where severe 
intermittent colic and vomiting, though with normal pulse and temperature, 
suggest Professor Wilkie’s obstructive type. After the end of the second day 
the ease may be obviously subsiding, in which event it is to be let alone ; there 
may be local peritonitis, which later may develop a palpable lump, or there 
may be diffuse peritonitis. In cases of local peritonitis, Rayner advised 
waiting : (1) If the muscular resistance is localized to a small area, and especi-. 
ally if the appendix is probably retro cseeal and previous attacks have recovered 
well ; (2) In the cases with a palpable mass. 

Table II . — Acute Appendicitis. Comparison between the Results 
of 18 Years Ago and those of the Present Time.* 



Three Tears 

1 Three Years 


ENDING 

i ENDING 


1915 

; i93i 

Total number of cases 

1656 

1877 

Total number of deaths . . . . 

209 

96 

Case mortality per cent . , 

12*5 

5 

Percentage of early cases in total f 

35 1 

66 


« Prepared from the Annual Statistical Reports of the Manchester Royal Infirmary, 
f By ‘early’ cases is meant those operated on within twenty-four hours. 

On the other hand, if there has been a recent severe exacerbation of pain, 
if there is exquisite tenderness, or evidence of toxaemia as shown by the facies, 
the pulse-rate, or temperature, operation is called for. These rules were gener- 
ally agreed to. In cases with diffuse peritonitis Rayner advised operation, but 
under a spinal anaesthetic, or gas-oxygen, not ether or chloroform ; Zachary 
Cope preferred to postpone. [We agree heartily with the above. In the 
presence of diffuse peritonitis, we believe it is safer not to remove the appendix 
forthwith, but follow the Ochsner-Sherren routine treatment (see Medical 
Annual, 1931, p. 4T) ; but it may be best to slip a strip of rubber dam into 
the pelvis by a suprapubic incision under a local anaesthetic. It should be 
removed after two or three days. — A. R. S.] 

Operative Technique — A, M. Shipley and H. A. Bailey, 1 - of Baltimore, 
maintain that obstruction following appendix-peritonitis is usually to be laid to 
the blame of drainage tubes, which also cause later post-operative adhesions. 
They allow, of course, that in late septic eases some form of drainage may be 
life-saving. F. B. Gurd, 13 of Montreal, lays stress on a transverse incision above 
the crest of the ilium, ‘hipping’ the edges of the wound before opening the 
peritoneal cavity, and packing with gauze soaked in liquid paraffin. He uses 
‘bipp\ without closure of the abdominal wall in the graver cases. He claims 
to have reduced his mortality to 1*5 per cent. R. A. Cutting, 14 of New Orleans, 
also favours a transverse incision. 

H. J. Wade, 15 from the Department of Anatomy, Manchester, states that 
the ilio-hypogastric and ilio-inguinal nerves may readily be injured by the 
McRumey muscle-splitting incision, and that they supply motor fibres to the 
lowest part of the internal oblique and transversalis muscles, so that injury 
may involve a tendency to inguinal hernia. 

Statistics.— R. Atkinson Stoney, 16 of Dublin, publishes a series of 274 cases 
of appendicitis with a mortality of 2*5 per cent. He does an immediate opera- 
tion on all eases at any stage. If sepsis is present, he folds omentum so as to 
shut off the clean from the unclean peritoneum, and smears ‘bipp’ on the 
abdominal -wall. 
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H. H. Rayner 11 mentions 347 eases with a mortality of 4*9 per cent ; his 
principles of treatment have been described above. 

F. B. Boland, 17 of Atlanta, gives hospital figures in which, of 4276 -eases 
operated on, 4*4 per cent died ; of 219 dealt with under six hours from 
the onset, none died. K. Sponheimer, 18 on the other hand, reports a 
German hospital series of 1112 eases with only 0*7 per cent of fatalities, 
and P. Bastianelli, 19 of Florence, 1010 cases with a death-rate of 2 per cent. 
[It is difficult to appraise methods of treatment in appendicitis on statistical 
grounds until authors define what they mean by ‘acute appendicitis 1 . Those 
who include afebrile cases, and are in the habit of operating on every patient 
who has pain and tenderness in the right iliac fossa without any other signs 
or symptoms, will report a low' mortality, about 1 per cent ; those wiio count 
only febrile eases will average around 5 per cent. — A. R. S.] 

J. M. Finney, 20 of Baltimore, gives very full tables, too long to summarize, 
but valuable for reference, of the percentage incidence of all the complications 
of appendicitis. According to figures given by G. H. Colt and Margaret 
Morrison, 21 of Aberdeen, no conclusion can be drawn by statistics for or against 
drainage of the peritoneal cavity. The total death-rate in 772 cases was 
5 per cent; with operation under twelve hours it was 2*26 per cent; twelve 
to twenty-four, 2*70 ; twenty-four to thirty-six, 4*08 ; thirty-six to forty- 
eight, 6.67 ; three days, 13*25 ; four days, 16*26 ; over four days, 10*14. 

Portal Pyaemia in Appendicitis. — Ten cases are described from Moscow, 
by A. D. Otschkin. 22 This complication is met with in about 1 per cent of 
patients with acute appendicitis, but sometimes there are no symptoms refer- 
able to the right ilac fossa. The illness may begin with pain over the liver. 
The abdomen is very distended without intestinal paralysis, and there are 
repeated rigors. Jaundice is often seen. The diaphragm may be raised in' the 
skiagram. The mortality was 80 per cent. The best preventive is early 
appendicectomy, but cases are on record in which ligature of the ileocolic vein 
has saved the patient. 

Chronic Appendicitis. — In a series from Baltimore reported by J. M. 
Finney 20 the mortality of operation for chronic and relapsing appendicitis was 
under -0*1 per cent in 2106 cases. Both the fatal cases died of paralytic ileus. 

References. — ^Munch. med. Woch. 1933, Feb., 299 ; *Med. Press, 1932, Aug., 141 ; 
•Ann. of Surg . 1932, Dec., 1044 ; * Zentralb . /. Chir. 1932, Dec., 2935 ; “Ibid. 1933, 
April, 815; 8 _4mer. Jour. Surg. 1932, Oct., 16; 7 New Eng. Jour. Med., 1933, March, 
630 ; s Jour. Amer . Med. Assoc. 1932, Nov., 1765 ; *Amer. Jour. Surg. 1933, Feb., 275 ; 
li> Lancet, 1933, i, 1229; ll Proc. Roy. Soc. Med. 1932, Dec., 181 ; 12 Amer. Jour. Surg. 
1932, July, 52; 13 Canada Med. Assoc. Jour. 1932, Oct., 360; u Amer. Jour. Surg. 

1932, Sept., 369 ; 1& Brit. Med. Jour. 1933, i, 561 ; 16 Irish Jour. Med. Sci, 1932, Nov., 
645 ; 17 Jour. Amer. Med. Assoc. 1932, Aug,, 443 ; . ^Zentralb. f. Chir., 1933, Feb., 321 ; 
lB Polidinic.o y 1933, June, 975 ; 90 Amer. Jour , Surg. 1933, June, 772 ; 21 Brit . Jour . Surg. 
1932, Oct., 197 ; 2 -Arch. f. Min. Chir. 1932, 'Sept., 758. 

APPENDIX, PAIN IN THE REGION OF. 

Sir W. J. de C. Wheeler , F.E.C.S.I. 

The reviewer has been impressed after many years in hospital and private 
practice with the large number of eases presenting scars in the right iliac fossa 
who still complain of the same symptoms from which they suffered . before 
the operation. It is customary when symptoms persist after operation for 
patients to consult another surgeon, and so personal mistakes are not frequently 
observed. 

As an illustration attention has been called to the pitfalls in connection with 
the diagnosis of ureteral calculi (Wheeler 1 ). The pain associated with stones 
in the ureter is frequently located in the right low'er quadrant of the abdomen 
without radiation, and in many cases there is no urinary disturbance. About 
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one ease in live, according to the reports of some authorities, had been operated 
upon for appendicitis. The records of others show that ‘25 per cent of eases 
of ureteral stones lead undergone the same operation. Although about 2 per 
cent of eases of stone in the ureter do not throw a shadow with the X rays, 
and in about 12 per cent pus and blood cells are absent from the urine, it is 
recommended that straight X rays and microscopic examination of the urine 
should be made in every ease of chronic abdominal pain. 

John Fraser- has shown that a loose sacro -iliac joint may cause pain referred 
to the lower quadrant of the abdomen, and that lesions of the lower nerve- 
trunks of the lumbar plexus, the sacral plexus , the psoas muscle , the various 
viscera which occupy ike iliac region , and the lymphatic glands do likewise. 

Fraser quotes Sherren in saying that when pain develops ab initio in the right 
iliac fossa the chances are that, whatever the clinical condition may be, the one 
it is most unlikely to he is appendicitis. In other words, if pain begins and 
remains in the right iliac fossa, the chances are that the case is not one of appen- 
dicitis. If a convenient pair of pathological spectacles is employed, the 
friends of the patient can be convinced of an existing pathology in the removed 
appendix. 

Spasm of ike lower loop of the ileum , the caecum, and the ileoccecal valve, 
may be the cause of the pain. Certain types of individuals are liable to unusual 
degrees of spasm at what may he termed "junctional points’ in the alimentary 
tract. I h oc aval spasm is a common visceral explanation of right iliac pain. 
Fraser also draws attention to the pain in the iliac fossa produced by affections 
of the tubes and ovaries. Inflammatory infection of the mesenteric glands 
is another common cause. 

He mentions an interesting ease of oedema of the psoas muscle which simu- 
lated in all respects acute appendicitis except that there was no muscular . 
rigidity. The psoas muscle had been stretched in a previous manipulation 

of the hip-joint. 

There arc, of course, familiar fallacies, such as mistaking right iliac pain 
for abdominal trouble in a ease of commencing pneumonia . In the experience 
of the reviewer, a fallacy of another sort is more common. In acute appendi- 
citis or acute cholecystitis crepitations will often be heard at the base of 
the right lung, and it may be erroneously inferred that the ease is one of 
commencing pneumonia. The real explanation is that the diaphragm becomes 
rigid in conjunction with the abdominal muscles, the base of the lung does 
not expand, and oedema supervenes. 

' JtoBRBxcEs. — l PraciUioner. 1933, Nov., 533; -Brit. Med. Jour. 1930, Jan. 18. 

ARRHYTHMIAS. A. G. Gibson , M.D. , F.R.C.P. 

Auricular Flutter and Fibrillation. — T. M. McMillan and S. Bellet 1 
analyse 65 eases of auricular flutter, 12 of which were paroxysmal and 43 
established. Of etiological factors the usual antecedent is some inflammatory 
or degenerative process in the auricular muscle, and amongst the acute cases 
rheumatic fever, diphtheria, hyperthyroidism, and coronary occlusion are the 
chief. Flutter has previously been reported by Wedd as being produced 
by digitalis. In these series 2 such cases were encountered. Both cases had 
congestive cardiac failure, and generalized arteriosclerosis. Amongst other 
rhythms noticed I case had complete heart-block, 2 cases had ventricular 
tachycardia, and 2 ' eases flutter with I : 1 ventricular response. As the 
result of treatment 66-1 per cent were restored to normal rhythm, or 74-7 
per cent of the cases of ■ established flutter. In one case auricular flutter 
was apparently transformed into auricular fibrillation by digital pressure 
on the vagus nerve. In the majority, of eases Digitalis was used until 
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fibrillation was established : it was then discontinued, and if the normal 
rhythm had not spontaneously returned within a week, Quinidine was 
administered. Quinidine alone was used if digitalis had failed to bring on 
fibrillation or had shown toxic effects. 

In distinguishing the different types of rapid pulse-rate Wilson’s criteria 
are that in paroxysmal tachycardia the heart-rate is below 200, the auricular 
and ventricular rates are the same, and the attacks last hours or days. In 
auricular flutter the ventricular rate is above 200, the auricular rate is often 
twice the rate of the ventricle, but is sometimes the same, and it lasts from 
months to years. C. C. Bedel! 2 remarks on the type of auricular flutter with 
1 : 1 response. This type of paroxysm occurs more commonly during the course 
of established auricular flutter which may have existed for months or years : 
5 cases of this type have been observed. The patient with 2 : 1 flutter when 
first established may be able to lead a normal life although he may be conscious 
of palpitation. The attacks of 1 : 1 flutter that may come on are precipitated 
by sudden or unusual exertion and may recur at weekly intervals or less. ' The 
paroxysm begins abruptly, and the patient may become unconscious, or, if 
syncope does not occur, there is great weakness and extreme shortness of 
breath. Precordial pain, tremor, sweating, vertigo, nausea, and mental agita- 
tion are also experienced. Most patients are unable to stir during the attack, 
but one patient with a ventricular rate of 820 was able to walk "several blocks’. 
The attack subsides more gradually than it begins. In regard to prognosis, 
the risk is greater in these attacks than in any other forms of auricular flutter 
on account of the possibility of syncope and injury. The length of the attacks 
is usually insufficient to produce serious congestive failure, but when they 
occur frequently there is an additional burden to the circulation. Full doses 
of Digitalis prevent these 1 : 1 paroxysms, whereas Quinidine appears to 
make them more frequent. This drug, therefore, should be administered to 
patients with 2:1 or 8 : 1 flutter only if they can be kept in bed during its 
exhibition. 

C. Lanbry, D. Routier, and A. van Bogaert® suggest that two clinical signs 
permit of a diagnosis of auricular flutter — first a small pulse with inequality 
of the beat, and secondly a third sound in diastole giving a rhythm of three 
sounds which show continuous variability. The small size of the pulse may 
be periodic, alternating, or irregular. 

T. F. Cotton 4 writes on the treatment of auricular fibrillation and flutter. 
The main object in the treatment of paroxysmal fibrillation during the attacks 
when these are paroxysmal is to make the patient comfortable until normal 
rhythm is restored. The patient should be reassured and a sedative mixture 
given. An Ice-bag- or Firm Pressure over the Carotid Sinus for ten to 
fifteen seconds may terminate the attack. He recommends Quinidine Sul- 
phate, 3 gr., given every four hours. Digitalis should be withheld, as it might 
establish a chronic state of fibrillation. Auricular fibrillation that has lasted 
for more than ten days does not revert spontaneously to normal, and is a potent 
cause of congestive failure, especially in those with mitral stenosis and hyper- 
tensive. heart disease. The object of treatment at this stage is to relieve the 
heart of the burden which a rapid ventricular rate imposes on the muscle. A 
slowing should be obtained by full doses of Digitalis such as a drachm of the 
tincture daily for five to six days followed by half that dose' so dong as the rate 
does not fall below 60. In the ease of an adult 20 min, daily of the tincture is 
a minimal maintenance dose, or its equivalent of gr. of Nativelie’s digitalin. 
The dose can be corrected either upwards or downwards by giving the patient 
the quantity that makes him most comfortable. Quinidine is valuable when 
there, are few signs of structural disease, and l t should not be given when there 

5 
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is much enlargement or a history of haemoptysis. Absolute rest in bed is 
essential during treatment and for a fortnight after normal rhythm has been 
established. The same principles should be adhered to in the treatment of 
established auricular flutter, and the dosage should be the same. In the 
majority of cases flutter becomes fibrillation, and at that stage normal rhythm 
is occasionally restored permanently. Quinidine is not recommended in 
flutter. 

F, Seheliong and E. Sicks 5 refer to the significance of the auricular pulse 
in established auricular fibrillation. In the early stages of fibrillation the 
auricle shows a tachycardia. In the course of months or years this auricular 
rate diminishes and a slow auricular rate becomes more usual in the late stages. 
This slow form is often the result partly of damage to the whole cardiac muscu- 
lature, including the conducting system, as the result of the prolonged tachy- 
cardia. A slow auricular rate, whether from failure of the centre or interference 
with conduction, indicates a serious condition of the heart. A fast rate of the 
auricle therefore implies a better state of the heart and a more favourable 
prognosis. The authors recommend the use of Strophanthin early and in 
sufficient doses. 

Heart-block. — S. P. Schwartz and A. Jezer 6 remark on the varying action of 
Epxnephrin ( adrenalin ) on heart-block . The syncopal seizures in this malady 
are not always due to the same factor. In two of the four patients recorded 
it was due to slowing of the ventricular rate. In two others the attacks 
were associated with transient periods of ventricular fibrillation. In those 
patients whose attacks were due to ventricular slowing, epinephrin increased 
both auricular and ventricular rates. In those patients whose attacks were 
due to ventricular fibrillation, adrenalin was found to induce these attacks. 
In one of them auricular fibrillation and tachysystoie of the ventricles was 
produced, and lasted on and off for several hours. In another patient with 
established ventricular fibrillation an intracardiac injection of 1 mgrm. (1 c.c. 
of 1-1000 solution) seemed to perpetuate the ventricular fibrillation, for after 
thirteen hours the patient died. In the first type the drug is frequently 
life-saving, but is contra-indicated in those with a tendency to ventricular 
fibrillation. 

Janet K. Aitken 7 states that 87 eases only of congenital heart-block have 
hitherto been reported, for the reason that in order to prove, this abnormality 
an electrocardiogram is necessary soon after birth, for otherwise diseases such 
as diphtheria, rheumatic fever, or congenital syphilis may interfere with a 
previously sound heart muscle. Two new cases are described, but although 
no- electrocardiogram was obtained in the early days, the slow pulse had been 
noticed in early infancy or childhood and no disease had occurred that might 
have produced heart-block. A useful summary of the 89 cases hitherto 
reported, including Ait ken's, is appended. The most common feature is a 
slow pulse, in one ease as low as 20. The other features are attacks of 
syncope, and sudden death in two eases. One patient complained of pain 
round the heart on exertion, and attacks of cyanosis and dyspncea are 
a common feature. In three cases, however, no serious cardiac disability ' 
■was found. The cyanosis and clubbing of the fingers appear to be related 
to the congenital malformation of the heart which is responsible for the 
block, and the malformation diagnosed in 25 out of 89 cases was a patent 
intraventricular septum. 

Bundle Branch Block.— A. Graybiel and H. B. Sprague* analyse a series of 
.Wo eases in which the electrocardiogram indicated some form of bundle branch 
block, they refer to the earlier work dealing with the explanation and meaning 
of the special characters of the electrocardiogram, and especially to the work of 
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Barker, MacLeod, Alexander, and Wilson in 1929 who had the opportunity 
of stimulating various portions of the exposed part of the heart in a patient 
in whom pericardiostomy had been done. Their technique was similar to that 
used by Lewis in the earlier experiments, and various points on the surface 
of the ventricles were stimulated and the electrocardiograms recorded. They 
found that all of the curves produced when the right ventricle was stimulated 
had upward initial deflections in Lead I, and all those from the left ventricle 
had downward initial deflections in the same lead. As the electrodes 
approached the superior aspect of the heart, the ventricular complexes in 
Leads II and III tended to become higher, and as they approached the inferior 
aspect, they became inverted. The only conclusion that could be drawn from 
these curves is that what has hitherto been taken to be a right bundle branch 
is really left bundle branch block and vice versa. This explanation clarifies 
what has hitherto been obscure — namely, that from the electrical point of 
view the common type is what has hitherto been termed the right bundle 
branch block, and therefore right ventricular damage, whereas anatomically 
from the association of its lesion with coronary thrombosis the damage has 
been mainly to the left bundle. Graybiel and Sprague’s eases have been 
classified into five different types : — 

la. Twenty-six cases of the left bundle branch block with QRS complex and 
T wave in the same direction in Lead I. This they called the ‘homophasic 
type of left bundle branch block’. 

1&. Ninety-nine eases termed 6 heterophasie left bundle branch block’ with 
QRS complex and T wave oppositely directed in Lead I. 

2. Twenty-nine cases of right bundle branch block in which the initial 
deflection in Lead I is downward and those in Leads II and III are 
upward. 

3. An intermediate type of bundle branch block, found in 81 cases, in which 
the QRS is slurred and over 0-1 sec. in duration. The T wave is often, but 
not always, opposite in direction to the QRS complex, and the QRS is often 
similarly directed in Leads I and III. These curves are interpreted as being 
due to partial bundle branch block with conduction sufficiently delayed to 
increase the QRS complex to over 0T sec. 

4. One hundred and sixty cases with slight degrees of intraventricular bundle 
branch block. The QR8 complex is slurred and slightly notched, but slightly 
if at all prolonged. 

The three most important etiological factors are coronary arteriosclerosis, 
hypertension, and rheumatism, and in all of these the cases of left bundle 
branch block according to this conception are more numerous than those of the 
right. The authors’ conclusion is that bundle branch block almost invariably 
indicates serious organic disease of the heart and that over half of the patients 
die in a little over a year. 

5. R. Rosenthal 0 refers to the controversy over the nomenclature of right 
and left bundle branch block. In one ease of proved aneurysm of the sinus 
of Valsalva involving only the left branch of the bundle of His, the electro- 
cardiogram showed a marked downward deflection of the QRS complex in 
Lead I with upward deflections in Leads II and III. The author concludes 
that this case confirms the original work of Eppinger and Rothberger and is 
against that of Wilson, McLeod, and Barker. 

Two non-fatal stab -wounds of the ventricles of the heart are reported by 
W. B. Porter and I. A. Bigger. 10 In the first a wound I cm. in length was 
found on the anterior surface of the left ventricle towards the left border -and 
about 5 cm. from the apex. The pericardium contained 200 c.e. of blood, 
and the initial incision produced a prompt improvement in the condition of 
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the pulse and circulation. The wound was stitched up and recovery was 
uneventful. In the second case only a moderate amount of blood was found 
in the pericardium and there was a transverse bleeding wound 1*5 cm. in 
length in the anterior wall of the right ventricle just to the right of the septum 
and about 5 cm. above the apex level. Recovery was uneventful except for 
mild local wound infection. Electrocardiograms were made following the 
operations and they gave the features of coronary occlusion. In the first case 
with the wound over the left ventricle in which a branch of the left 
coronary artery had been severed, the features were those of right (Wilson’s 
nomenclature— left) bundle branch block. The electrocardiogram from the 
second ease was an aberrant type. 

Two unusual cases of transient complete bundle branch block are described 
by R, S. Morris and J. McGuire. 11 The first case, a female aged 40, collapsed 
while horse-riding. She expectorated pink frothy sputum, there were bubbling 
rhles in both lungs, and the patient was in a state of shock — pale, cold, and 
with a moist skin. The right heart was dilated, the sounds were weak, regular, 
and dear, and the blood-pressure was 90 systolic and 58 diastolic. She was 
given Morphine and Adrenalin ; by the next morning she had recovered 
and the blood-pressure was 120 systolic, 76 diastolic. The electrocardiogram 
showed right bundle ' branch block (left according to Wilson’s conception). 
The patient was well in twenty-four hours, and the electrocardiogram four 
days later showed no trace of bundle branch block. There was no sign of 
disease which may have precipitated the attack. The second case, a female 
aged 51, was admitted to hospital with nausea, vomiting, and pain in the right 
upper quadrant of the abdomen. There was a mass in the abdomen ; laparo- 
tomy was performed and it was found to be a greatly scarred right lobe of the 
liver together with a chronically inflamed gall-bladder, which was removed. 
The heart was not abnormal, the blood-pressure was 158/98, and the pulse 
regular. The Wassermann reaction was positive. Six weeks after admission 
the pulse-rate dropped from 140 to 60, and the patient went into a condition 
of shock, with air-hunger, slight cyanosis, sweating, exhaustion, and a tempera- 
ture of 95°, The pulse was regular, blood-pressure 70/40, and an electro-* 
cardiogram showed the same type of bundle branch block as the former 
case. The patient recovered from this in three days, and an electrocardio- 
gram taken five weeks after showed the disappearance of the bundle branch 
block. 

L. H. Sigler 12 has shown that bundle branch block may occur without 
demonstrable lesion, the most common cause apparently being nervous inhibi- 
tion from the vagus nerve. Sigler reports a ease of a male, aged 41, in whom 
pain appeared spontaneously about every three days, each attack lasting two 
to three seconds. The pain was sudden, sharp, and knife-like. Between the 
attacks, the patient was comfortable and had no dyspnoea. The electrocardio- 
gram showed QRS complexes of low voltage, and" the conduction times were 
prolonged and markedly slurred and notched. No alteration occurred in 
the curves after exercise, but after left vagal stimulation the QRS conduc- 
tion time was lessened to 0-06 sec. with no notching or slurring. The author 
does not try to give any explanation of this paradoxical fact. He refers to 
a 10-year-old boy who had no cardiac abnormality except a faint transient 
systolic murmur, but who showed bundle branch block in the electrocardiogram. 
This was restored to normal after exercise, which he was able to undertake 
without distress. 

Tile underlying functional disturbance in the case reported appeared to 'be 
fatigue of one of the bundle branches, which fatigue was sufficiently relieved 
by increased vagal slowing to permit normal conduction. Abnormal QRS 
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complexes occurred after as long a rest as 0*56 sec., and normal complexes 
were restored by additional rest of 0*08 sec. 

References. — x Amer. Jour. Med. Sci. 1932, July, 33; 2 Bull , Johns Hopkins Hasp. 
1933, March, 225 ; 3 Arch. des Mai. du Cceur, 1932, June (abstr. Jour. Amer. Med. 
Assoc. 1932, Sept. 10, 953} ; 4 Practitioner , 1933, June, 698 ; 5 Munch, med . Woch. 1933, 
March 10, 378 ; *Amer. Heart Jour. 1932, June (abstr. Jour . Amer. Med. Assoc. 1932, 
Sept. 3, 857} ; 7 Lancet , 1932, xi, 1375 ; *Amer. Jour. Med. Sci. 1933, March, 395 ; 
3 Arch. of Internal Med. 1932, Nov., 730 ; m Amer, Jour. Med, Sci. 1932, Dec., 799 ; 
"Ibid. Aug., 202; li Ibid. 1933, Feb., 211. 

ARTHRITIS , CHRONIC. (See Rheumatic Disorders, Chronic.) 


ARTIFICIAL RESPIRATION. Sir W. I. de C. Wheeler , F.R.C.S.I. 

Whatever the form of anaesthesia, the surgeon and anaesthetist will occasionally 
be confronted by the sudden cessation of respiration during the course of a 
surgical operation. 

In the Medical Annual of 1924 (p. 396) attention was drawn to the fact 
that when artificial respiration is required on the ope rating- table it should not 
be by the Sylvester method or any of its modifications. Such methods are too 
slow, and with an open abdominal wound are both inconvenient and dangerous. 
Further, if there is cardiac failure, massage of the heart cannot be employed 
through an abdominal wound simultaneously with Sylvester's method. The 
simple direct method is the best. The mouthpiece of an ether inhaler is usually 
at hand. It is placed on the patient’s face, and through it the surgeon blows 
forcibly in order to inflate the lungs (Fig. 15). The closed hand, in the absence 
of the face-piece, makes an admirable funnel. The surgeon’s expired air readily 


enters and inflates the lungs of the patient, 
and is expelled automatically with the 
help of gentle pressure on the chest or 
abdomen. It is quite dramatic to see 
how such a simple procedure, restores 
respiration in the moribund patient. The 
inflation of the lungs with expired air 
not only stimulates the respiratory centre 
but also increases the volume of the pulse. 







I 


Fig. 15. — Method of Inflation of lung by blowing , through face-piece of ether inhaler. 


W. W. Babcock 1 deals with this subject. He condemns the Sylvester method 
in a surgical clinic and ridicules the pulmotor and such contrivances. He 
recommends pressure with both hands over the manubrium stern! of the patient. 
Pressure of the surgeon’s hands should be supplemented by the forearms and 
elbows, ' In a ' baek-and-down direction. In this way expiration is ■ produced, 
and inspiration follows when the pressure is sharply .released. The anaesthetist 
maintains an open air-way by keeping the mandible and tongue forward. 
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Relays of assistants may be necessary. Such compression methods for the 
production of" artificial respiration sometimes fail. The senile chest with calci- 
fied costal cartilages may defy the effort, and it may not be easy to make an 
impression on the heavy- chested athletic young man. In such eases, Babcock 
resorts to mouth insufflation, recommended by Woods” in 1926. This method 
of mouth-to-mouth insufflation was employed exclusively 'before the year 1756. 
Babcock makes some interesting observations. He says : *’ But why not use 
oxygen or oxygen-earbon-dioxide through the face piece of the anaesthesia 
machine V Because it is not fool proof. In the desperate emergency there 
Is no time to make sure that the machine is properly delivering only pure 
oxygen and carbon dioxide in the light proportions. I saw one patient die 
from time lost as the anaesthetist insisted on proving how effective his apparatus 
was for purposes of resuscitation. Others. may find as Stanley did, when it is 
too late to help the patient, that a nitrous oxide tank had been placed for that 
of oxygen. The operators’ lungs are not subject to Such error. They will 
deliver only oxygen and carbon dioxide. Usually it is necessary to use a 
mouth gag and occasionally hold the tongue forward and to the angle of the 
mouth by a forceps, tenaculum, or thread during the insufflation. An alterna- 
tive method of preventing the entrance of air into the stomach is to press the 
larynx back against the oesophagus.” 

He concludes the paper with the following summary : (1) The conventional 
methods of artificial respiration are not well adapted to operating room practice. 
(2) The operator should use no method of artificial respiration that does not 
cause adequate quantities of air to enter and leave the patient’s chest. Artifi- 
cial respiration is not a gesture, it is an effect. (3) Efforts at artificial respira- 
tion should be continued if necessary for many hours, or at least until the heart 
no longer responds to even, the most powerful direct stimulus. The patient 
should be kept warm. (4) A time tested and effective plan for routine use is 
here given. 

The reviewer can strongly recommend from long personal experience the 
simple method illustrated in Fig. 15 . Precautions must, of course, be taken 
to ensure that neither the tongue nor the backward fall of the jaw obstructs 
the air- way. 

Reference s.—himer. Jour. Sura. 1932, Aug., 221 ; z Trans. Roy . Acad. Med. Ireland . 

1926, 136. 

ASCITES. Sir W. 1. de C. Wheeler , F.R.C.SJ. 

The contra-indications to the sudden relief of back-pressure in cases of 
renal inefficiency with distended bladder are well known. It is also realized 
that liver shock can be produced by the sudden relief of tension in an 
over-distended gall-bladder. The same principles are applicable in cases of 
ascites. 

In the old days fluid was withdrawn from the abdomen by tapping with a 
large trocar and cannula while the patient was kept in a sitting or semi-sitting 
position. Sir William Ferguson, in his System of Practical Surgery , published 
in 1870, draws attention to the dangers of this procedure. He mentions that 
as the fluid escapes, the pressure on the vena cava becomes less, and that there 
is a probability of the patient fainting unless the pressure is maintained bv a 
tight binder. 

By modern methods paracentesis can be frequently repeated without anxiety 
or mishap. But there are cases seen from time to time in which the patient, 
at first considerably relieved, subsequently falls into a state of progressive 
cachexia and may succumb. Various explanations are ■ given. Lyonnet and 
lexssier in 1902 drew attention to the enormous amount of albumin which was 
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contained in the fluid removed, and suggested that this fluid should be kept 
in a refrigerator, and replaced daily by small rectal injections. This seems 
to be unsound physiologically, for biochemists teach us that absorption could 
not take place. 

Mile. Grunvald refers to weakness and fainting at the beginning of puncture, 
which is merely a reflex phenomenon occurring in impressionable people. 
Collapse at the end of puncture she attributes to cerebral anaemia brought about 
by the sudden efflux of blood into the abdominal organs on the release of pres- 
sure. Syncope may be accentuated after quick withdrawal of fluid in patients 
suffering from ascites (not necessarily secondary to cirrhosis), by haemorrhage 
into the intestines and abdominal Avail. These haemorrhages are found post 
mortem to be associated sometimes with actual ulceration or . punctiform 
ulcerations of the middle and terminal portions of the small intestine. Not 
only haemorrhage but jaundice and grave nervous symptoms occasionally 
follow paracentesis in cases of cirrhosis. 

Sudden death may be explained by the lowering of the diaphragm on the 
withdrawal of the fluid ; increase in the thoracic volume is produced, and, when 
the myocardium lacks tonicity, acute dilatation of the heart may result. 
Several other factors, including hypo-hepatism, play a part in the fatal issue. 
This grave syndrome in the occasional case cannot be foreseen, and the line 
of safety is once again to provide for very gradual medical or surgical decom- 
pression when the pressure is high. 

ASTHMA AND HAY FEVER. J. F. Gaskell, M.A., MM., F.R.C.P. 

The association of these conditions with increased blood-pressure has been 
studied by L. J. Witts , 1 who finds that the blood-pressure is normal in most 
cases, but that, especially in women, hyperpiesia and asthma may coexist. The 
former does not influence treatment unfavourably. The action of the blood of 
hay fever patients upon the carbohydrate granules which can be extracted from 
pollen grains by a special technique, has been studied by D. Harley . 2 He 
finds a marked deficiency of lytic action as compared with the blood of normal 
persons, the deficiency being in the serum. 

I. S. Kahn and B. F. Stout 3 have studied the cell-count of the nasal discharge 
in hay fever attacks, and find an eosinophilia which may be of high degree, 
and which they hold to be diagnostic of the condition. The test, however, 
fails in cases with very severe attacks, though it can often be demonstrated in 
the same patient during milder attacks. 

The pathology of asthma has been studied in the cadaver by MacDonald . 4 
He lays stress on the presence of a hypoplasia condition of the thymo-lymphatic 
type, which he constantly found in addition to the well-known local changes 
in the lung itself. J. B. Christopherson 5 has studied the pathology of spas- 
modic asthma in the living subject by means of lipiodol. He was thus enabled 
to examine the condition of the bronchi and bronchioles in the attack, as well 
as accurately to define their condition in the quiescent stage, which in the,, 
more chronic cases is one of varicosity and beading ‘of the smaller bronchioles, 
the larger bronchi appearing normal. The emphysematous condition of the 
alveoli, which is often local and not general, is shown by a late penetration into 
the alveoli themselves, giving a characteristic picture described as a punctate 
stippling or mottled cluster-of-grapes appearance. 

Acquired occupational asthma is described by H. H. Moll 6 in workers of sheep 
wool in the West Riding of Yorkshire. He finds that eight years is the average 
exposure necessary to produce sensitization. The results of desensitization 
are encouraging. J. W. Towey, H. C. Sweany, and W. H. Huron 7 have dis- 
covered a series of cases of occupational asthma in workers of maple trees, due 
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to a fungus -spore found below the bark. The patients were skin-sensitive to 
these spores and cured by removal from their influence. 

F. Coke 8 describes eases of sensitization to wheat in children, taking the 
form of both eczema and asthma. He holds that irregular periods of feeding 
with wheat products, with intervals in which the incubation of sensitivity can 
take place, is tlie probable pathology of the condition. He has also found 
eases in adults of the occupational type. The discovery of these eases is 
dependent on the skin sensitivity test. 

The excretion of ‘P substance 1 (proteose) in the urine, described by Oriel and 
Barker, and allowed to be raised in an attack of asthma, is examined and 
criticized by R. S. Steel 8 and F. E. Corrnia . 10 Both fail to confirm its specificity, 
and find no benefit by treatment with the isolated substance. G. H. Oriel 11 
maintains that VP substance ’ is specific in the class of ease which shows 
multiple sensitizations, but not in the class that does not, and finds a close 
agreement between VP substance ? specificity and the human dandruff test of 
Storm van Leeuwen. He demonstrates that ‘P substance ’ is not histamine by 
physiological tests on the guinea-pig uterus. 

Treatment.— I. Beck , 12 and T, Nelson, B. Z. Rappaport, and W. H. Welker , 13 
have attained good results in hay fever with apparatus producing a Pollen - 
free Atmosphere, and find that the density of the pollination of the outside 
air is an important factor in determining the period which must be spent in the 
free atmosphere. But the question of treatment has been chiefly considered 
from the point of view of the general allergic condition of the host, rather than 
from 'that of specific desensitization. Good results are claimed for most varied 
procedures. H. Beckman 14 claims results with Nitrohydrochlorlc Acid which 
compare favourably with desensitization. S. M. Feinberg, S. L. Osborne, and 
M. J. Steinberg 15 advocate a method of Artificial Fever produced by the high 
frequency current ; and Tuberculin (W, Storm van Leeuwen , 10 J. Maxwell 17 ), 
new forms of Peptone (A. G. Auld 18 ), Lipiodol (L. W. Fink 19 ), Amytal 
(M. W. Binger 80 ), Artificial Pneumothorax (S. Sametnik 21 ), Viosterol 
(B. Z. Rappaport and C. I. Reed 22 ), and even extract of Rams’ Testicles 
(J. O. Hawkins 23 ) are ail claimed to be of value. 

RfiimBtrc va.—JGuy'a Hosp. Rep. 1933, April, 213 ; -Brit. Med . Jour . 1933, i, 138 : 
3 JW. Amer. Med. Assoc. 1932, Oct. 29, 1494; 4 Rev. by W. S. Thayer and J. H. Musser, 
Amer. Jour. Med. Set. 1932, Bee., 868; s Lancet , 3933, i, 11 ; 6 I6h£ 1340 ; 7 Jour. Amer. 
if eel. Assoe. 1932, Aug, 6, 453 ; 8 Practitioner , 1932, Sept., 408; 9 Med, Jour, of Australia. 
1932, Bee. 31, 800 ; 16 Arch. Dermatol, and Syph. 1933, May, 745 ; u Proc. Roy. Soc. 
Med. 1933, July, 1449 ; 13 JUed. Jour, and Record, 1932, Aug. 3, 90 ; Vi Jour. Amer. Med. 
Amor. 1933, May 6, 1385 ; u Lancet , 1933, j, 1227; l *Jour. Amer. Med. Assoc. 1932, 
Sept. 3, SOI ; l *Proc. Roy. Assoc. Med. 1933, July, 1454 ; 1 7 Brit. Med. Jour. 1932’ 
«'» HB2; « Lancet , 1932, ii, 67; Mint. Med. Jour. 1932, ii, 86; Mb id. 1933, i, 60- 
tmd. Woe h. 1933, April 21, 612 ; -Jour. Amer . Med. Assoc. 1933, July 8, 105 * 
^Med. Jour, and Record, 1932, Sept. 7, 186. 

AURICULAR FLUTTER AND FIBRILLATION , [See Arrhythmias.) 

BACTERIOPHAGE TREATMENT OF WOUNDS. (See Bones and 
Joints* Treatment of Infective Conditions ; Wound Treatment by 
Bacteriomaoe.) 

BAD SURGICAL RISKS. Sir W. L de C. Wheeler, F.R.C.S.l. 

After a long hospital experience a surgeon is able rapidly to identify those 
eases which are bad surgical risks. Frequently it is difficult to assign reasons 
why extra precautions and special care are necessary in a given ease. There, are, 
oi course, the obvious eases in which operation will be recommended with trepi- 
dation ; but not infrequently the surgeon, knows instinctively that a patient 
with normal heart, lungs, and kidneys may react badly to surgical interference. 
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B. Hooke 1 defines a bad surgical risk as a type of patient whose prospect 
of recovery from the active surgical treatment of his condition falls much below 
the average. He states that during the first 80 hours of life operative inter- 
ference is borne relatively well, but that after this it is badly tolerated. About 
the 8 th or 0th day, surgery again becomes safer. From the 9th clay until the 
end of the 3rd month operative procedures, if possible, should be delayed. At 
the age of 25 operations are better borne than at any other period of life. After 
the early fifties, when the degenerative processes of age are beginning to mani- 
fest themselves, operations are well tolerated. During the menstrual period 
and at the menopause, women bear operation badly ; the increased risk is 
accounted for by the metabolic upsets and disturbances in the circulatory and 
nervous systems. Women are also bad subjects for gastrectomy. With these 
exceptions, they are better risks than men. The worst racial risks are the 
Jews ; the Welsh rank next. The higher the social status, the worse the surgical 
risk. This is probably due to the too favourable conditions under which the 
upper classes have lived for many generations. Successful business men, 
butchers, and publicans, all of whom tend to be overfed, are poor risks, and, 
again, those with artistic temperaments make unfavourable patients. Fear 
of death or mistrust of their fellows makes most clergymen, doctors, and nurses 
bad patients. Hooke describes the bad surgical risks due to mental insta- 
bility, over-indulgence in drugs or tobacco, and those who suffer from septic 
foci in the mouth, nasal sinuses, and throat. Cases with compensated valvular 
lesions seldom die on the operating-table, but are prone to develop embolism. 
Cases of myocardial degeneration also stand the actual operation surprisingly 
well, but may die unexpectedly about the fourth or fifth day. Arteriosclerosis 
and high blood-pressure is not a contra-indication to operation, although the 
strain of vomiting or coughing, if severe, is more than the degenerated vessel 
wall can stand. 

The presence of diabetes is no contra-indication to surgical procedures. It 
is, of course, necessary to control the condition with insulin, and it is particularly 
necessary to eliminate all septic foci before the operation is undertaken. Hooke 
states that cases requiring urgent operation should receive 20 units of Insulin 
and 80 or 40 grin, of Dextrose one hour before the operation ; from 2 to 
4 drachms of Sodium Bicarbonate should be given at the same time. In 
operations that are less urgent about 20 units of insulin balanced by 20 grm. 
of dextrose should be given every four hours until the urine sugar is reduced 
to a mere trace. The insulin may now be cut down to 10 units with 20 gmi. 
of dextrose, at the same intervals unless the urine sugar has materially increased, 
when the dose is lowered. Sodium bicarbonate and large quantities of fluid 
should be given throughout. If more heroic doses of insulin are required, a 
careful watch for symptoms of hypoglycemia must be kept. Chloroform is 
contra-indicated. When operating on a diabetic it is particularly important 
to avoid rough handling of the tissues, and asepsis must be complete. 

It is recommended to treat patients with jaundice and hepatic inefficiency 
by now well-recognized methods. It is stated in this communication that 
very little can be done to modify operative risks in gross kidney disease, and 
that those with a blood-urea of 0*50 per cent are bad risks and those with 
blood-urea above 0*60 per cent may confidently be expected to develop post- 
operative uraemia. [Too much stress must not, however, be laid on the result 
of blood-urea modifications. All elderly people and those who indulge in a 
diet largely of protein have a high blood-urea which may be considered physio- 
logical. Once again in this paper the necessity for intelligent pre- and post- 
operative management is emphasized. — W. I. dc C. W,] 

Reference. — \ 'Practitioner , 1933, April, 564. 
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Fig. 16. — Bennett’;* original ease, 
fi i the 1* /Mhi Journal of Mediml 
SHenee., Is >2. a-h shows the line of 
fracture. 

10—18 by kind permission 
of the * Ah'iUeai Pm* enJ Circular 


in a child is not uncommon. 


BENNETT’S FRACTURE OF THE THUMB. 

Sir W. I. de C. Wheeler , FM.C.SJ. 

To o little stress lias been laid on the importance of this fracture "dislocation, 
of which the reviewer 1 has had a personal experience. The injury was 
described by E. II. Bennett, Dublin, in 1881 (Fig. 16). It is often produced 

by the point of the thumb striking the ground, 
or, alternatively, a blow with a clenched fist 
drives the base of the first metacarpal bone 
against the trapezium. An oblique fracture of 
the articular extremity of the metacarpal bone 
results (Fig. 17). Most of the palmar portion 
is detached. The spliced extremity of the shaft 
is carried backwards and outwards to form a 
prominence in the distal extremity of the 
anatomical ‘snuff-box’. In untreated cases 
this prominence becomes well marked as time 
advances. Fracture of the proximal metaphysis 
When the shaft slips backwards it can only 
be retained in position by traction and direct pressure until bony union has 
taken place. It is well to emphasize that in neglected cases function may be 
very poor. No work of a deli- 
cate nature can be performed. 

In dressing, the stud and the 
button cannot be mastered. In 
feeding, the knife, fork, and 
spoon become provocative imple- 
ments. The tumbler cannot be 
grasped to give the consolation 
of a drink. With one hand 
disabled, the other cannot be 
washed. Without prolonged and 
careful treatment the end-result 
may be a disaster. Only those 
who have experience of the 
injury can appreciate the help- 
lessness which follows ; nor is it 
generally realized how much the 
function of one .hand depends 
upon the co-operation of the 
other. The writer found that 
immediately, and for some weeks 
after the accident, any attempt 
to oppose the thumb to the other 
fingers was checked by great 
increase of the pain, combined 
with the mechanical difficulty 
brought about by shortening. 

The ‘snuff-box’ became obliter- 
ated by swelling, and all trace 
of the tendons forming ■ the 
boundary disappeared for two months, 
complete. 

Treatment. Reduction of the deformity is essential, ' and the reduction 
must be maintained by extension for about three weeks. The best results 


Fig. 17. — The reviewer’s thumb after the accident : 
typical Bennett’s fracture. 


After six months recovery was 
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will be obtained if the thumb is fixed in abduction for a further three, weeks 
after the extension has been released. 

In a recent case sufficient anaesthesia and relaxation may be obtained by 
the injection of 2 per cent novocain solution in the neighbourhood of the 
fracture, but full general anaesthesia is often required. 

Adhesive strapping is applied to the dorsal and palmar aspect of the thumb 
and held in position by circular strips. To this strapping tapes are applied. 
Traction is made on the tapes while the surgeon manipulates the fracture. The 
thumb is then fixed in the, abducted position by plaster -of-Paris. A wire 
gallows is incorporated in the plaster, and to this the extension tapes are tied. 
The plaster-of-Paris is carefully dimpled and moulded over the injured joint. 

The reviewer has designed a simple 
splint for Bennett’s fracture, made by ft / 

Down Brothers (Fig. 18). , It is essentially 
the same as a Jones gutter aluminium ||I 

splint, padded with white felt and moulded IIMk 

to fit the lower third of the radial side of JIPS 

the forearm. The thumb passes through 

a large aperture in the distal portion of Ijif SjSt") 

the splint. To this aperture is attached flwSz-df? " S' » 

a copper wire (10 S.W.G.) shaped much A _ JJ 

like the bars of a miniature Thomas 0 , 

splint. Strapping is ap- M 

plied in the usual manner, Jjm m . 

and the attached tapes DOM SAL. M 

are fastened to the end ' 

of the wire ; in this way Jj||; 

fixed extension is ob- / * v 2 rr 

tained. Before applying / Y\ 

the splint, a pad, Jin. in ,/ 'sVb. ^ 

thickness, of sponge, mb- .. 

her, or felt, about the size -Jr 

of a penny, is placed in o 

position over the fractured y 

joint. The pad should be Nil 

secured in position by Cl ||jj I 

strapping. The splint is a B C 

fixed to the forearm by 

strapping and then firmlv — ’ w ’ liee l er ’ s traction splint in position. X, Strapping 

1 1 a k* T j T ‘ to fix the splint to the forearm ; 2, Strapping under the splint 

Secured, py bandages. It to keep pressure pad in position ; 3 A portion of the pressure pad 

is SO made that it can be is protruding below through the orifice in the splint ; 4, Longitu- 
, , , T + itaal and circular extension straps. A, B, C, D show a simple 

used tor eitiier Hand. It method of making a terminal loop on adhesive strapping. 

is left in position for three 

weeks, and the patient is warned that the extension tapes must always be 
kept taut. 

In late neglected cases the detached piece of bone which blocks movements 


may require removal, or the thumb may be manipulated into abduction and 
kept fixed in that position for several weeks. In all recent cases, after about 
three weeks’ extension and three weeks’ further fixation in plaster, occupational 
therapy is advised. The reviewer immersed his hand several times a day in a 
basin of very hot water containing artery forceps, scissors, and ligatures. In 
the hot water the movements of the thumb were less painful. At each sitting, 
attempts, feeble at first, were made to open and close the pair of forceps, to 
handle the scissors, and to tie the ligatures. The immersions were followed 
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by massage. and in the intervals comfort. was obtained by the support of a 
tight bandage of elastoplast. Seven weeks after the injury it was possible 
to operate upon selected cases. Fain, and awkwardness lasted during six 
months following the accident, but the end-result was all that could be desired. 

In some cases of Bennett’s fracture there is no tendency to dislocation and 
deformity. 

Summary of Treatment.— ( 1 ) In eases without subluxation, apply plaster 
to fix the thumb in abduction for three to six weeks. Extension need only 
be maintained during the application of the plaster. Mould the plaster well 
over the injured joint. In late neglected cases apply the same treatment,, 
using forcible abduction. (2) In recent severe cases with slipping metacarpal 
shaft, extension for three weeks must be employed. A further three weeks 1 
fixation in abduction is recommended. (8) Extension is made , by means of 
adhesive plaster strips to a projecting wire incorporated in the plaster. (4) 
Alternatively a splint designed by the writer may be employed. (5) The after- 
treatment consists in restoring movements and function by ‘occupational 
therapy 1 , followed by massage and radiant heat. 

Ke.fi: rex ce . — l M erf' . Press and Circ. 1933, July 26, 90. 

BILE-PASSAGES, SURGERY OF, (See Gall-bladder.) 

BILHARZI ASXS . (See Schistosomiasis.) 

RLACKWATER FEVER. (See Malaria.) 

BLADDER, SURGERY OF. (See also Ectopia Vesical) 

Hamilton Bailey , F,R.C.S. 

Painless Cystoscopy. — No form of local anaesthesia of the male urethra 
is at the same time safe and regularly satisfactory. The following method of 
anaesthetizing the perineum, including the anal canal and the urethra, has 
proved a real boon in the hands of the reviewer. A preliminary small dose 
of morphia or scopolamine is usually administered. Using a very fine lumbar 
puncture needle, 0*5 c.e. of Stovaine in saline is injected intrathecally between 
the 4th and 5th lumbar vertebra?. The patient then sits up for one and a half 
minutes. After this he is placed in the usual lithotomy position. When this 
small (nearly half the usual) dose of stovaine has been used there is no shock, 
and cardiac stimulants are unnecessary. Cystoscopy performed with this 
anaesthetic is ideal for the patient, who feels not the slightest pain. It is ideal, 
too,, for the eystoseopist, who, unharassed by moans and requests to desist, 
can give his full attention to the appearance of the walls of the tranquil bladder. 
An additional advantage over general anaesthesia is that excretion of indigo- 
carmine Is not delayed by reason of the anaesthetic. 

Enuresis. — Enuresis, particularly nocturnal enuresis, is one of the trials of 
every-day practice. It is difficult to estimate how many cases respond to the 
time-honoured treatment by belladonna, talks with the patient, and more 
drastic measures such as waking the patient up at regular intervals during the 
night. ■ In males circumcision is often advised for this condition, but without 
much benefits It would appear that a Wassermann reaction should be a 
routine measure. In a series of 180 patients with enuresis, H. Bouquet 1 states 
the Wassermann reaction was positive 26 times, and syphilis was found in 
the ^parents m 51 eases. When the Wassermann is negative, and when the 
patient does not respond quickly to. psychological and medical treatment, a 
complete urological investigation must be undertaken. M. F. Campbell, 2 in 
an investigation of a series of 249 eases of bed-wetting, found in no less than 
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50 per cent some demonstrable urological lesion. The findings included nearly 
every known disease of the urinary tract. Amongst the more frequent were 
all grades of cystitis, valves in the posterior urethra, and atresia meati. 
When a complete urological investigation fails to reveal a cause the problem 
deepens. It is well to have the patient X-rayed for the possibility of spina 
bifida occulta (H. Kamniker 3 ). 

The residual cases Professor G. Marion 4 classifies as essential enuresis , by 
which he implies that the cause cannot be revealed by any known method 
of investigation. It is especially interesting to learn of the success Professor 
Marion has had with these depressing cases, which are a beic noire to the practi- 
tioner. His experience of the method about 
to be described extends over twenty-five 
years. It is simple. He injects Mormal 
Saline into the perineum. The needle is in- 
serted at the points shown in Fig. 19. In the 
female the middle line is represented by the 
vulva. From 50 to 80 c.e. of saline are 
injected into each side at a depth of 2, 3, or 
4 cm., according to the age of the patient. 

The idea is to get an infiltration of saline 
around the membranous urethra. Several 
injections are necessary. Usually two are 
given each week. A total of six to ten treat- 
ments are usually required, but it is useless to 
proceed unless some improvement is registered 
after the fifth. Occasional relapses occur, 
when the injections must be recommenced. 

The treatment is not painful, and is entirely 
ambulatory. Details are given of a boy of 9 
with spina bifida occulta who was cured by 
five injections. During the course of injections the time-honoured Belladonna 
is continued. The Professor laconically concludes by stating that he has not 
the least idea how the injections act. 

Post-operative Retention, — Post-operative retention of urine is a subject 
of interest to almost all ranks of the medical and nursing professions, and one 
to' which comparatively little scientific attention has been directed. C. G. 
Jordan 5 has made a notable contribution to the subject. In the light of care- 
fully compiled data the popular belief that acute post-operative retention is 
particularly common after rectal and hernia operations appears to be some- 
what fictitious. The actual figures of incidence are as shown in the Table. 



Fig. 19. — Points (-f+) for the in- 
jection of saline into t he perineum in the 
treatment of enuresis. (After Marion. 


Percentage of Cases of Post-operative Retention. 


Operation \ Per Cent 

1. 

Operations upon the stomach 

37-5 

2 

Hysterectomy . . . . . . j 

20 

5’ 

Appendicectomy . , , , 

19-8 

4. 

Cholecystectomy . . . . . . i 

15-8 

5. 

Hernia 

15*7 

0. 

Rectal operations . . . . 

14*3 

7. 

Breast . . . . . . . . j 

| 7-5 

8, 

Goitre 

! 4 

9- 

Extremities . . . . . . ■ . . 

1 U 

i 
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Clinical Features. — Acute post-operative retention never occurs before 
puberty. It is much more common in private than in hospital patients. 
Retention appears to be more frequent after gas and oxygen anaesthesia than 
after other in halation anaesthetics. That it occasionally follows spinal anaes- 
thesia is well-known and most understandable. Proctoclysis definitely favours 
retention ; when the rectal tube has been removed the patient sometimes 
passes urine naturally. 

Etiology. — Various theories have been put forward to explain this trouble- 
some complication : — 

1. That the condition is largely, if not entirely, psychological. 

2. That there is an upset of balance between the parasympathetic and the 
sympathetic innervation of the bladder (see Fig. 20), the sympathetic over- 
acting ; this dysfunction perhaps being due to the anaesthetic, post-operative 
acidosis, morphia, or a rectal tube. Jordan suggests that the high incidence 
after gastric operations is due to the fact that these patients require excep- 
tionally ' deep anesthesia. 

3. An incision into the abdominal wall produces a tendency for the abdominal 
muscles to pass into a state of spasm, thus incapacitating what the Germans 
call ; Bauehpresser 1 , which, by exerting pressure upon the bladder, is so 

important in initiating micturition. 

Treatment.- — Jordan, believing that each of the above factors plays a part, 
bases his treatment in' the following logical crescendo : — 

1. The rectal tube is removed. 

2. Psychological methods are invoked. These consist in talking to the 
patient, dispelling his fears, and assuring him that if he cannot void urine in 
a given time a painful catheter may have to be used. 

3. The lack of 4 Bauehpresser’ is the most difficult factor to correct, but it 
can at least be partially supplanted by firm pressure over the lower abdomen. 
[The author does not mention Hot Stupes to the hypogastrium, which are 
much used in this country. — H. B.] 

4. Potassium acetate, which is both a parasympathetic stimulant and a 
diuretic, is prescribed — half an ounce of a 1-15 solution of Liquor Potassii 
Aeetatls by mouth. This can be repeated every half hour for eight doses, if 
required. Jordan finds this exceptionally effective. 

5. Catheterization. 

Naturally, discrimination must be used as to how long to persevere before 
the catheter is employed. By following this routine the percentage of cases 
necessitating catheterization was reduced from 90 to 28. 

Management of the Paralysed Bladder following’ Lesions of the Spinal 
Cord. R. E. Camming® is emphatic that catheterization should he avoided 
absolutely. One must concur with him when he states that infection in these 
eases always supervenes eventually. He states that automatic emptying of the 
bladder can often be established, and the repeated use of Sacral Anaesthesia 
sometimes . aids automatieity. In cases where the latter fails suprapubic 
drainage is preferable to catheterization. When the case is not seen before 
infection has supervened Camming has found that the prolonged use of 
indwelling Ureteric Catheters is sometimes' efficacious. 

Treatment of Paresis of the Bladder by Kesectlon of the Presacral 
Nerve. Excision of the presacral nerve provides a method of increasing the 
power of the partially paralysed bladder- 

Ike Nateafc.^^H^Leannonth’s 7 writings make it clear how the bladder’s 
power of eontractibillty improves after presacra! neurectomy. The involuntary 
musculature of the organ is controlled by two antagonistic nervous mechanisms, 
ie parasympathetic and the sympathetic. The' parasympathetic nerves come 
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from the second, third, and fourth sacra! nerves, and their fibres pass straight 
through the hypogastric ganglia (Fig, 20) to reach the bladder wall. These 
nerves are the motor nerves of the muscle strands, and inhibit the involuntary 
sphincter — in other words, they are the emptying ‘nerves of the bladder. The 
sympathetic nerves have wide connections which just below the bifurcation of 
the aorta collect into a nerve-trunk — the presacral nerve. Typically, this nerve- 
trank, after running downwards in the middle line 
in front of the sacral promontory, bifurcates, each 
limb passing to the vesical musculature. The action 
of the sympathetic nerves on the bladder muscula- 
ture is diametrically opposite to that of the para- 
sympathetics — in other words, these nerves are the 
filling nerves of the bladder. 

If the parasympathetic nerves — the emptying 
nerves of the bladder — are acting feebly, the sym- 
pathetic — the filling nerves — will overact, and reten- 
tion results. The rational line of treatment in such 
a case is to throw out of action the filling nerves, 
when the feebly-acting emptying nerves will function 
sufficiently to allow’ the contents of the bladder to 
be expelled. 

E. S. Foulds 8 divided the presacral nerve In a 
male aged 22, suffering from chronic retention, the 
result of a compression fracture of the 2nd lumbar 
vertebra. The operation was undertaken seventeen 
months after the accident and it enabled the patient 
to regularly empty his bladder. 

H. Bailey 9 describes a case of a woman of 30 who for nearly a year had 
retention of urine necessitating catheterization. Every known form of treat- 
ment failed to produce even the slightest improvement until the presacral 
nerve was excised. On the very next day the patient passed urine naturally, 
and has continued to do so, 

(See also Sympathetic Nervous System, Surgery of.) 

Acute Cystitis. — H. Lett 10 finds that haematuria is not uncommon in acute 
cystitis. In a large series of cases of haematuria occurring at the London 
Hospital cystitis was found to be the cause in 15 per cent of male cases and 
40 per cent of female cases. In most instances the amount of blood in the 
urine was small and tended to appear at the end of micturition. If a patient 
with cystitis has a high, temperature, pyelitis or prostatitis is to be suspected 
in addition. 

Humer’s Ulcer (Submucous Ulcer of the Bladder , Intramural Cystitis ), — 
A. I. Folsom 11 remarks that Hunner’s ulcer is not an ulcer at all. The condi- 
tion is one of a chronic inflammatory process proceeding in the submucous 
and muscular coats of the bladder. The wall of the affected portion of the 
bladder is much thickened, but the mucous membrane is comparatively 
uninvoived ; it is for this reason diagnosis is extremely difficult. The dome of 
the bladder is more often affected than the floor or the lateral walls. Nothing 
is known of the etiology ; Hunner suggested that focal infection played a xdle. 
No organism has ever been isolated from the lesion. Women are more often 
affected than men. Folsom considers the symptoms are definite and charac- 
teristic. There is a constant desire to pass urine, accompanied by a stabbing 
pain. The pain is pronounced when the patient is jolted suddenly. Many 
patients refuse to ride in a train or bus, and when such a history can be 
elicited it is important. By cystoscopy the bladder often appears ' normal 



Fig. 20. — Diagram of in- 
nervation of the bladder. The 
portion depicted in black is 
excised in the operation of 
presacral neurectomy. 
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until the dome Is examined, when a tiny, stippled red spot no bigger than 
a split pea is seen. This red spot can sometimes be seen to be bleeding. If 
the little area is touched with a ureteric catheter, the patient will say, u That 
is the pain. You have touched the spot exactly.” 

Folsom has seen 20 eases. The treatment is difficult. Fulguration often 
brings relief, but relapses are common. Of the 20 cases, 12 were treated 
and 4 cured by fulguration, In 7 Resection was carried out, 4 being 
cured and 2 others improved. In 2 intractable cases Transplantation, of 
Ureters by Coffey's method was undertaken with brilliant results in both 
instances. 

Diverticulum of the Bladder .—Diverticula of the bladder are much more 
common in males ; L. P. Wersliut 13 says the proportion is 97 : 8. In 90 per 
cent of the female eases a urethral ' caruncle is present. Armed with this 
knowledge. YVershut suimests that all women with a urethral caruncle should 

be examined cystoscopieally. Diverticula 
in most male cases occur after the age of 
50 and are associated with prostatic en- 
largement or stricture of the urethra 
(A. I). Rutzmann 13 ). 

C, Lepoutre 14 insists upon the necessity 
for cystography when a diverticulum is 
suspected. He uses a 10 per cent solution 
of collargol, which is inexpensive and un- 
i nutating. Through a catheter the bladder 
is filled with the solution and the first X- 
ray is taken with the patient lying down ; 
this is often inconclusive. The patient 
then urinates, the bladder empties, but 
the diverticulum remains full (Fig. 21). 
S. T. Brown 15 speaks highly of distending 
the bladder with air prior to X-ray (pneu- 
mocystography), This gives a clear pic- 
ture of the diverticulum, but there is the 
small risk of air embolus (see below). 

A. Spinelli 16 considers that bladder 
a the vesical musculature. The bladder 
possesses three particularly weak spots : (1) Around the intramural portion of* 
the ureter ; (2) Immediately above the trigone ; 'and (3) In the region of the 
urachus. Any lesion which increases intravesical pressure predisposes to 
herniation of the mucosa through one of these places. Once a diverticulum 
has.' formed, the lining membrane 'becomes inflamed and its epithelial layer 
is lost. 

Purpura of the Bladder. — Hiematuria is the leading symptom. By 
cystoscopy a number of submucous haemorrhages can be seen, varying from 
a pin’s head to one inch in diameter. H. Lett 17 says this condition is due to 
some infecting focus in another part of the body. 

Suprapubic Cystotomy under Local Anaesthesia. — L. T. Mann 18 gives 
the following instructions. The bladder is irrigated and 2 oz. of 2 per cent 
novocain left in. The skin and fascia are infiltrated with 1 per cent novocain, 
and a vertical incision is made through the skin and fascia to the prevesical 
fat. The bladder is then distended with sterile water and the distended 
bladder is freed from prevesical fat in the line of the incision. The bladder 
wall is then infiltrated with novocain, when it can be opened and explored 
without pain. 



# 


Fi*j. 21. — Cystogram showing diverticulum 
of the bladder. 


diverticula are due to weakness i 
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The Prevention of Pelvic Cellulitis after Suprapubic Cystotomy. — 
A grave, and according to some a frequent, event after suprapubic cystotomy 
is infection of the cave of Retzius, resulting in spreading pelvic cellulitis. In 
order to obviate this lethal complication in cases where it might be anticipated 
— e.g., in the heavily infected bladders — certain American surgeons (L. T. 
Mann 18 ) practice a two-stage cystotomy. At the first stage a suprapubic 
incision is made and the cave of Retzius is packed with gauze. At the second 
stage, four to seven days later, the bladder is opened. 

The Danger of Air Distension of the Bladder. — During the course of 
an operation of suprapubic cystotomy some surgeons use air to distend the 
bladder. Air distension is also used by some prior to an X-ray ( pneumo- 
cyst ogram). There is an element of danger in these procedures. H. S. deck 19 
records a case of fatal air embolus from air distension of the bladder. The 
patient had a vascular growth in the fundus of the bladder, and doubtless air 
entered an open venous channel connected with the growth. 

Rupture of the Bladder. — The mortality of rupture of the bladder when 
operation has been performed within the first twelve hours is approximately 
11 per cent ; when operation is delayed to twenty-four hours the mortality 
rises to 55 per cent. It is important to have a reliable confirmatory test for 
rupture of the bladder, E. G. Mark 20 condemns the injection of fluid or air 
into the bladder for the purposes of confirming the diagnosis. He has found 
excretion urography of value in this respect. In the ease illustrated in his 
article the X-ray picture shows extremely well an extraperitoneal rupture with 
urine containing the dye extravasating upwards. 

Tumours of the Bladder. — In eases of neoplasms of the bladder there is 
far too much delay between the onset of symptoms and the commencement 
of treatment ; in 65 per cent symptoms have been present for twelve months 
or more. 

The majority of bladder tumours are either papillomata or carcinomata, 
and they occur in roughly equal proportion, 151 papillomata to 155 carcinomata 
(L. R. Fi field, ■ quoted by A. E. Roche 21 ). 

Carcinoma of the bladder occurs in two principal forms — malignant papilloma 
and squamous-celled carcinoma. The latter is less common but is more quickly 
lethal, for it metastasizes about twice as frequently. The transition of a 
simple papilloma to malignant tumour is too subtle to be recognized irrefutably 
by histological methods. Roche quotes W. Boyd, who says, 44 No field for 
microscopical diagnosis gives less satisfaction to the pathologist. Equally, 
if not more, reliable information can be gained from a eystoscopic study than 
from microscopical examination of a small portion of the tumour.” 

Bladder tumours occur frequently in aniline dye workers, and if aniline 
dyes are injected subcutaneously into rabbits, some of the animals develop 
papilloma and other tumours of the bladder. It has been found in dye 
factories at Ludwigshafen that purification of the air in the work-rooms 
lessens the incidence of bladder tumours among the workers. 

Treatment. — Cystoscopic Fulgnration of all varieties of papillomata is 
an eminently satisfactory mode of treatment, but the patient must attend 
for regular cystoscopic examination after an apparent cure. The routine for 
many years ' at the Mayo Clinic is to impress upon the patient to attend at 
the end of three months, again at the end of another three months, then after 
a further six months, and finally after an interval of a year. (V. S. Counseller 
and W. Walters. 22 ) 

The treatment of established carcinoma of the bladder is still far from 
satisfactory. V. Pauehet remarks that cancer of the bladder remains truly 
the 44 Calvary of urology ” (quoted by F. Cathelin 23 ). 44 The army of radium 

6 
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enthusiasts of a few years ago has dwindled to a corporal's guard” (W. H. 
Haloes 24 ). The hope 'of the future appears to be in the development of the 
operation of Total Cystectomy ; each year this operation is becoming more 
practicable. R. C. Coffey 25 considers that cystectomy for carcinoma of the 
bladder is probably one of the most successful operations that has been intro- 
duced into the domain of surgery for the treatment of carcinoma. M. L. Boyd 26 
says lie cannot understand why it is not advised and undertaken more often ; 
W. H. Haines emphasizes that total cystectomy is meeting with more and 
more success each year in the hands of expert surgeons. 

The principal cause of death in cancer of the bladder is ascending pyelo- 
nephritis (G. G. Smith and E. R. Mintz 27 ). Particularly as obstruction to 
the ureter by the growth predisposes to an ascending nephritis, M. L. Boyd 
pleads that Nephrostomy would help the patient considerably whatever the 
form of treatment undertaken for the growth. If total cystectomy is carried 
out the nephrostomy would be permanent (see Kidney, Surgery of— 
Nephrostomy). 

G. G. Smith 28 calls attention to tumours of the bladder following the applica- 
tion of radium to the cervix uteri. The patient complains of frequency and 
haematuria. The symptoms and sometimes the cystoscopic appearance of these 
cases suggest carcinoma, and it is well to know that a heavy dose of radium 
to the uterus occasionally produces these untoward bladder symptoms. 
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BLOOD DISEASES IN INFANCY AND CHILDHOOD, (See Anemia 
in Childhood.) 

BLOOD TRANSFUSION. Sir W. I. de C. Wheeler , F.R.C.S.I. 

EL Dodd 1 comments on the simplicity of blood transfusion. The operation 
resolves itself into three stages : (1) Testing the bloods ; (2) Collecting and 
citrating the blood ; (3) Injecting the citrated blood. 

Collection of Blood. — Examine both arms of the donor and select a large 
vein. If the veins are obscure, hang the arm in a dependent position for five 
minutes in hot water. In addition put the blood-pressure apparatus bag 
round the ami and pump it up to 50 mm. Hg, -when there is usually no difficulty 
in selecting a suitable vein. Before use rinse everything with a sterile citrate 
solution. Prepare the donor’s arm from the shoulder to the finger-tips (the 
limb can then be handled by the surgeon’s sterile hands, pulse felt, etc.). Inject 
a drop or two of novocain intradermieally over the selected vein. A large 
needle can thus be painlessly inserted. Fit a large Record needle to the syringe, 
fill and empty it several times with citrate solution, and finally half fill it. With 
the blood-pressure apparatus in position and the donor’s arm on an arm-rest, 
the vein is punctured by transfixing both its walls with the needle, the opening 
facing upwards (Fig. 22, 1), then rotate the needle until the opening faces in 
the opposite direction (Fig. 22, 2). When blood enters the syringe the assis- 
tant places the glass jar (containing the stirrer and 2 oz, of 4 per cent citrate 
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solution) beneath the needle ; the syringe is gently detached, and the blood 
flows briskly into the jar. The blood is slowly stirred by the assistant or the 
operator. The donor takes a bandage in the hand of the arm being used and 
squeezes it slowly but firmly ten to twenty times a minute ; this helps the 



Fig. 22. — Illustrating method of inserting needle and collecting blood. I, Point first 
transfixes vein (opening facing upwards); 2, Needle rotated ISO 0 (opening now facing 
downwards); 3, Needle withdrawn, whilst sucking with syringe, «, A short bevelled needle 
(advised) ; b, A long bevelled needle. (Figs. 22,23 by kind permission of the * Practitioner' .) 

expulsion of the blood. The pressure apparatus is released and the puncture 
wound dressed. When the needle is removed there may be a brisk flow of 
blood, and this may be caught in the vessel. It has only touched sterilized 
skin and this is no bar to its use. The flask containing the blood is put 
in an enamelled jug containing water at 110° F., covered with sterile 
gauze (Fig. 23). A jug is better than a bowl ; a jar may topple 
over in the latter. 

Injection of the Citrated Blood. — The injection should take forty 
to sixty minutes. This slow introduction is vital to the complete 
success of the transfusion. In difficult 
eases a vein is found in much the same 
way as in the case of the donor, but it may 
have to be exposed by incision. Even in 
collapsed patients if the limb is hung down 
and the blood-pressure bag is applied to 
the arm at 50 mm. Hg, the median basilic 
and median cephalic veins will fill suffi- 
ciently for puncture by a sharp fine serum 
needle. When the needle is in position 
and some blood is drawn into a syringe' 
holding citrate solution, inject a little of 
the blood and citrate from the syringe into 
the vein. Failure to enter the vein calls 
for exposure by cutting. The skin should 
be incised over the median basilic vein, 
which is tied at its lower end. Another 
ligature with the first knot loosely tied is 
passed round the upper end of the vein 
(this is in readiness to retain the cannula). 

The vein is opened by pinching it up with the forceps and making a snick 
with the scissors. The cannula which is securely attached to funnel and tube 
containing saline can be slipped well into the vein and tied. Allow the saline 
to flow and slowly introduce the blood, the first 2 oz. in ten minutes and then 
1 oz. every two minutes. [The reviewer believes that the success of all trans- 
fusions and of spinal puncture depends in no small measure on the needle being 
very sharp. — W. I. de C. W.] 

Transfusion in Infants, — I. J. Wood and C. W. Ross 2 describe the giving 
of blood to infants. The most favourable site for an injection of blood is the 



Fig. 23. — Tine blood collection, a, 
Lubber-tipped stirrer; &, Sterile gauze 
cover; c, Water at 110° F. in enamel 
jug ; d, Blood in glass jar. 
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great saphenous vein opposite the medial malleolus. The leg should be first 
splinted on a well-packed back splint, the other leg being attached to the table 
by a clove hitch. The sldn after preparation is locally anaesthetized and an 
incision about i in. long made transversely to the long axis of the leg. The 



Fig. 24. — Showing the iiitroduction'of glucose-saline solution into the superior longitudina 
sinus by means of the Kaufman syringe. (From the ‘ Medical Journal of Australia .) 

central, point is slightly anterior to the middle of the malleolus. The vein is 
seldom visible. The depth of the vein often causes surprise and there are 
often a few fine veins lying superficially. It is. fortunately, large, and usually 
there Is no obstacle to the insertion of a needle : 10 c.c. per pound body weight 



Fig. 25.— The Kaufman 'syringe, with a diagram to show the mode of working. It serves 
as exploring syringe, window, and valve, and avoids any risk of moving the needle once it has 

entered the* vessel. 

(Figs. 24, 25 reproduced from the * Australian and New Zealand Journal of Surgery ’.) 

is the average amount of injection. In babies in whom the anterior fontanelle 
is as yet open (usually up to about fourteen months), the median longitudinal 
sinus offers an alternative route for the introduction of glucose and saline 
solutions (Fig. 24). Wood and Ross fear the introduction of blood by this 
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route, as an accidental perforation of the deep wall of the sinus lias led to 
death. The child is held supine. A great convenience is the use of the 
Kaufman syringe {Fig, 25). This instrument is similar in size and pattern to 
the usual hypodermic syringe, but has a side- tube midway along the barrel 
and a ground-glass plunger with a restraining chain to prevent its being with- 
drawn too far. A needle is connected to the syringe, a rubber tube and glass 
funnel to the side tube, and the whole is filled with saline to the exclusion of 
air. The needle is inclined at about 35 3 to the scalp, pointing towards the occiput 
at a point about £ in. anterior to the posterior limit of the fontanel le. It is 
inserted with the greatest caution, the median plane being strictly adhered 
to, to a depth of a few millimetres. A negative pressure is maintained in 
the syringe barrel by the traction on the plunger. As soon as the free entry 
of blood is seen, the plunger is drawn back and the infusions commence. 
A simple preliminary sedative, such as Chloral Hydrate, is often indicated. 
This procedure can be repeated every day if necessary. The writers have 
seen no fatality in the administration of saline and glucose solutions. 

Reactions after Intravenous Infusions. — It has been mentioned else- 
where that the reviewer has eliminated reactions after glucose infusions by the 
use of chemically pure ingredients such as Merck'S dextrose, by dissolving the 
dextrose in freshly distilled water, and by sterilizing this in a flask in an auto- 
clave for fifteen minutes under 15 lb. pressure. Before sterilizing the solution 
is filtered twice. Whatever precautions are taken, occasional reactions of 
a cryptic nature must be expected. 

L. Rademaker 3 refers to what is a common experience, i.e., the evident lack 
of organization and method of preparing solutions in hospitals. In distilling 
the water it was found necessary to observe four rules : (1) To distil slowly ; 
(2) To distil for fifteen minutes into waste — this cleans out accumulated 
products ; (3) To deconcentrate with sufficient rapidity ; (4) To clean entire 
apparatus regularly every six months. Failure to observe any of these rales 
resulted in reactions. The solution most used has been 5 per cent glucose 
in normal saline. Rademaker does not attach much importance to the speed 
of injections or the temperature of the solution. 

R. Lewisolm and Nathan Rosenthal 4 deal with reactions following trans- 
fusion of citrated blood. Citrated blood has the same clinical value as unmodi- 
fied blood in cases of shock and haemorrhage, but owing to the danger of rigors 
in very ill patients, non-citrated blood is thought preferable. 

Lewisohn and Rosenthal, however, state that chills follow transfusions of 
non-cit rated and of citrated blood in the same proportion of eases, and that 
the question of prevention of these reactions , is of the greatest importance. 
The writers are convinced that the addition of sodium citrate to the blood is 
not responsible for the reactions. They are due to the presence of foreign 
protein. This protein is either extraneous matter present in the distilled water 
or the remains of blood proteins from a previous intravenous injection. The 
main step, therefore, is the cleansing of instruments and the preparation of 
solutions so that they are rendered absolutely free from all foreign protein. 

For the removal and elimination of foreign protein from the distilled water, 
or old blood from the apparatus, the following procedures are carried out : — 

1. Distilled Water , Sodium Citrate, and Sodium Chloride , — Triple distilled 
water, obtained from a special Barnstead still, is used for the preparation of 
sodium citrate (30 per cent) and sodium chloride (0-85 per cent). Sodium 
citrate (30 per cent) may also be bought on the open market in 5-c.e. ampoules. 
One should inquire from the manufacturer for sodium citrate prepared with 
triple distilled water. For actual use, 1 c.c. of this concentrated sodium citrate 
solution is used for every 100 c.c, of blood. 
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2. Special Cleansing of Apparatus. — After each transfusion, all parts are 
separated and washed in cold water for the removal of blood. They are then 
washed in a dilute solution of green soap to which compound solution of cresol 
has been added to make up about a 1 per cent solution. They are now thoroughly 
rinsed in tap water. All parts are then placed in a large pan containing sodium 
hydroxide (CM per cent solution) and boiled for five minutes. They are then 
transferred to a large pan containing distilled water, to remove the sodium 
hydroxide. The glassware and robber tubing are again washed with triple 
distilled writer and are ready to be assembled and sterilized, either in metal 
boxes or in special bundles, in the autoclave. The glassware and rubber 
tubing are boiled separately. The needles are always sharpened before being 
treated, but boiled for only three minutes in sodium hydroxide solution 
(OT per cent). 

Eefurunces . — 1 Practitioner , 1933, March, 390 ; 2 Australia and N. Z. Jour. Surg. 1933, 
Jan., 317 ; *Snrj. Gynecol . and Obst , 1933, May, 958; *Jour. Amer. Med. Assoc. 1933, 

Feb. IS, 408. 

BLOOD-VESSELS, SUBGEBY OF. Sir W. I. de C. Wheeler , F.R.C.S. 

Thro mbo - angiitis Obliterans. — The name ‘thrombo-angiitis obliterans’ 
was suggested in 1908 by Buerger. As recently as 1927, when the reviewer 
called attention to the subject 1 , the literature was sparse, but more recently 
the condition has received wide attention. The old supposition that it almost 
exclusively occurred in male adult Jews who had migrated from Russia was 
found to be erroneous. For no ascertainable reason some inflammatory condi- 
tion arises in the deep vessels of the extremities, usually the legs, ending in 
thrombosis and obliteration. As time goes on— weeks, months, or years — the 
organization of the inflammatory products proceeds until finally local syncope 
and death may supervene. When a point is reached at which* the circulation 
is at a minimum and a struggle is taking place to maintain the vitality of the 
part, the pain often becomes unbearable, and, indeed, amputation may become 
inevitable. The disease is pre-senile, is non-syphilitic, and is not embolic in 
origin. The veins and arteries may be equally involved. 

The reviewer has seen examples of both the acute and chronic cases. In 
one ease of a robust sailor who contracted the disease at the age of 25, all the 
preliminary phenomena were confined to the feet; later the gangrenous process 
was deep and destructive to the lower limbs over a period exceeding ten years. 
In a second acute case showing all the signs of Buerger’s disease conservative 
treatment such as hot- water baths, diathermy, sympathectomy, immersion of 
the foot in heated wax, etc., failed to influence the progress of the disease. 
The limb was amputated, and thrombophlebitis with occlusion and calcification 
of the deep veins was found in addition to the typical arterial obliteration. 
Canalization of the thrombi and of the connective tissues completed the 
pathological picture. 

, H * ^ Mafiomer 2 refers to thrombo-angiitis as one of the most dreadful 
diseases which may attack man. The cause is unknown. It. occurs almost 
exclusively in the male sex. Much experimental work seems to point to an 
infectious nature of the disease processes, and probably some day this will be 
proved. In a typical case the peculiar purplish red colour of the feet on depend- 
ency, the cadaveric blanching on elevation, the tardy return of colour when the 
limb is lowered, the absence, of pulses, and the occurrences of migrating phle- 
aitis, are characteristics which leave little room for doubt as regards positive 
diagnosis. Raynaud’s disease occurs much more frequently in women. The 
disease is bilateral and symmetrical. The pulse is usually felt in periods of 

remiss? ati * * 
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Treatment. — In some eases the disease tends to run a seif- limited course 
and the collateral vessels attempts and sometimes accomplish* a satisfactory 
circulation. Amputations are, of course, to be delayed as long as possible. 
The patient mast be cautious about keeping the feet clean. Avoid tight shoes 
and inadvertent trimming of corns and nails. In the absence of open lesions, 
Contrast Baths should be used, twenty minutes twice a day, keeping the 
extremity immersed one minute alternately in water at 45° F. and 105° F. 
Heat from electric lights is a helpful measure and should be used twice a day 
for thirty minutes. Though we are. not sure of the part tobacco plays in the 
etiology it may be a factor, and patients should stop smoking. Typhoid 
Vaccine intravenously has given - encouraging results in some eases. The 
method is to start with about 15 million of the triple vaccine and increase as 
the patient becomes tolerant. The injections are given every three or four 
days, being gradually increased up to 40 millions. A second course of treat- 
ment is given after an interval of six weeks. The mode of treatment is by no 
means a very simple one nor is it entirely safe. Peri-arterial sympathectomy 
has not been a success, but Lumbar G-anglionectomy sometimes produces 
good results by release of added spasm of the vessels. There is also a greater 
flow of blood in the lower healthy collaterals. Too much must not be expected 
from the operation, as the essential lesion is absolute occlusion of the vessel 
and not functional spasm. The necessity for Amputation, notwithstanding 
every effort in palliative treatment, frequently arises. 

The reviewer believes typhoid vaccine may cause such improvement in 
thrombo-angiitis obliterans that, if it can be given once a -week without too 
much disturbance and reaction, it is preferred by many patients to operation. 
If there is distinct improvement from such therapy it may be assumed that 
improvement also will follow operation. 

A minor point in the treatment of these cases is that alcohol internally may 
be beneficial. There is some evidence that Raynaud’s 'disease and thrombo- 
angiitis obliterans are in the same pathological group. An initial spasm may 
be the primary cause of the thrombosis. 

In performing abdominal sympathectomy both trunks should be resected. 
They are exposed by a long incision and the use of a large self- retaining retractor. 
It is best to divide the right sympathetic trunk first because the operation is 
more difficult. The posterior peritoneum is divided near the point where the 
ureter crosses the great vessels. Sometimes it is necessary to mobilize the 
caecum and obtain access behind the peritoneum by this means. On the left 
side it is usually better to mobilize the pelvic colon as a routine. When 
approaching the sympathetic trunks, care must be taken of the small vertebral 
veins which cross the nerve trunk. The trunk is divided below the fourth 
ganglion and above the second. The ganglia are recognized by the anterior 
and posterior ganglionic fibres. The patient during the operation is in the 
extreme Trendelenburg position, 

(See also Adrenalectomy ; Thrombo-angiitis Obliterans.) 

Acute Pyogenic Phlebitis. — H. Neuhof 3 states that there can be no doubt 
of the fact that phlebitis of a surgically accessible and recognizable vein is the 
feeding focus of surgical septicaemia in many cases. There is terrific mortality 
under so-called conservative treatment. The general surgeon can often remove 
without danger the vein bearing the lesion. Proximal ligation of the vein should 
be considered a temporizing method. The procedure adopted is excision of the 
vein at the site of phlebitis. 

Arterial Embolism. — A. A. Zierold 4 points out that most arterial emboli 
have their origin in cardiac thrombosis. It is true that thromboses may appear 
at other points in the vascular tree, but these are not so easily subject to 
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disiodgement and therefore furnish a much less frequent source of embolism. 
The einboli tend to lodge at points of major bifurcation in the arteries. Arterial 
spasm may cause complete occlusion and probably accounts for the initial pain, 
and the spasm extending peripherally explains the failure of coincidence in 
location of pain and the position of the embolus. The end-result is gangrene 
to a level determined by the collateral circulation. 

The surgical treatment is exposure of the vessel at the site of obstruction and 
the removal of the obstructing embolus and thrombus. The average age of 
the patients mentioned was 05 years ; in all eases sudden severe cramp-like 
pain was the outstanding feature. The site of the pain was always distal to 
the arterial obstruction, but was of no value in localizing the position of the 
embolus. Pain, anaesthesia, pallor, coldness, and subsequent discoloration 
were not very helpful in identifying the exact point of lodgement. The most 
valuable finding was the presence or absence of pulsation in the affected vessel. 
This definitely located the point of obstruction. The majority of emboli lodge 
in the vessels of the lower extremities, but two cases are mentioned which 
occurred in the right axillary vessel. The most common site of obstruction 
was found in the lower portion of the femoral artery where it passes through 
the adductor muscle to enter the popliteal space. The next most common 
site Is at the branching of the profunda femoris. It is worthy of note that in 
other instances of embolism the point of lodgement was at the branching of 
a major vessel. Of 11 patients on whom operation was performed, the circula- 
tion was restored In 8, Including one where there had been a delay of thirty- 
six hours, and another seventy -two hours. But, although the circulation 
was restored, only 3 survived to be discharged from hospital. The mortality, 
however, is still higher in those eases wheie no operation is performed, and from 
the figures it appears that emboleetomy is a proper and reasonable undertaking. 
It is pointed out that the collateral circulation of the extremities is such that 
emboli lodging in the brachial or even in the axillary artery are attended with 
more than an even chance of recovery without operation. Likewise, emboli 
lodging at the bifurcation of the popliteal vessel do not require surgery. 

Operative Treatment, — Local anaesthesia is recommended. The injec- 
tion should be made over the, artery at the first major bifurcation below the 
point of definite pulsation. It will be noticed that above the embolus the 
vessel is round, distended, and pulsating, and at the lower limits of pulsation 
the firm mass of the embolus can be easily palpated. Before the artery is 
Incised, it should be grasped, proximal to the embolus, by the fingers of an 
assistant and not by a clamp. The wound is then flooded and sponged with 
Sodium Citrate' solution and an incision is made directly over the embolus. 
If the embolic mass does not promptly extrude, it may be teased out with 
forceps, the back pressure of the peripheral vessels being allowed to force out 
the long tail portion of the attached secondary thrombus. When blood com- 
mences to flow from below, the wound is approximated, edge to edge, by fine 
silk, arterial sutures. 

Embolism of the aorta or iliac vessels is best approached through the abdo- 
men and not by the retroperitoneal route. In the event of gangrene, nothing 
Is to be gamed by early amputation. Demarcation usually occurs about the 
middle of the calf. 

It is not sufficiently realized by physicians ■ that an arterial embolism in 
eases of heart disease can be successfully removed and gangrene avoided. 
The operation is one of emergency, and the earlier it is performed the 
better the chance of success. The mortality must of necessity be high, not on 
account of operative difficulties, but owing to the cardiovascular disease which 
preceded the arterial obstruction. Once again this branch of surgery illustrates 
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the necessity for team work. It is only by close co-operation with physicians 
in hospital practice that eases for embolectomy are transferred to the surgeons 
for operation. 

H. E. Pearse 5 states that in Sweden the majority of physicians are on the 
alert to utilize this operation, but elsewhere there are many neither acquainted 
with the early signs and symptoms of embolism nor aware of the possibilities 
to be derived by surgery. There is, therefore, an obligation on surgeons to 
acquaint their colleagues with the facts. 

Pearse points out that the exact location is of extreme importance to the 
success of embolectomy. If it is not found where expected, two courses are 
open. The first is to dissect out the artery in search of the embolus, which 
may necessitate an extensive dissection ; the second alternative is to open the 
artery and by means of a catheter, curette, or forceps attempt the removal of 
the embolus. This blind attempt may not result in complete removal, and the 
remaining fragment may act as a focus for thrombosis. The level of ischaemia is 
usually found to be 4 to 8 in. below the embolus. The obstruction of the aorta 
or common iliac gives a level near Poupart’s ligament, that of the common 
femoral near the mid-thigh, of the superficial femoral near the knee, and of the 
popliteal near the mid-calf. The technique of operation recommended by Pearse 
is shown in Plates 111— VI. 

Injuries to Arteries and Ligation of Veins.— -A. generation ago, when 
the ligation of arteries was being taught to students during a course of oper- 
ative surgery, great stress was laid on the necessity of avoiding injury to the 
accompanying vein. During and before the War it was demonstrated that 
this teaching was fallacious, and that the risks of gangrene were often mini- 
mized by ligation of the accompanying vein. There is, however, some difference 
of opinion on this subject. The reviewer has recorded from time to time 
in the Medical Annual various cases of impending gangrene of the lower 
extremity which appear to have been benefited and gangrene avoided by the 
ligation of the principal vein. This was more especially seen in cases in which 
the femoral vein was ligated near the middle of the thigh or in the upper portion 
of the popliteal space. 

M. L. Montgomery, 6 after a series of experiments, concluded that after liga- 
tion of the superficial femoral artery, ligation of its concomitant vein caused 
either no change or a slight decrease in the per minute volume flow of blood. 
He concluded that the vein should not be tied in treatment of acute obstruc- 
tions of the main arterial supply, but he draws attention to the fact that if the 
obstruction is in the popliteal artery, the procedure of vein ligation is strongly 
supported by clinical evidence. He believes that it is better to wait the appear- 
ance of impending gangrene before ligating the vein, 

J. de J. Pemberton and J. M. McCaughan 7 believe that occlusion of the vein 
simultaneously with the artery results in greater intravascular pressure, which 
forces blood into the distal capillary beds. They refer to experimental evidence 
in support of this belief. From clinical experience they believe that simul- 
taneous ligation of the accompanying vein is of definite value in selected 
cases — in other words, the operation is indicated in certain cases of arterial 
obstruction and contra-indicated in others. When the collateral circulation 
is inadequate, ligation of the accompanying vein is definitely indicated. 
When the collateral circulation is . adequate it is contra-indicated on account 
of the risk of producing imbalance of the circulation and probably permanent 
oedema of the limb. 

The following clinical test is suggested. If a retrograde, flow of blood is 
obtained from the opened end of the distal arterial segment while the proximal 
portion is being compressed with a clamp, it is taken as an indication of adequate 
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collateral circulation. In fact Weeding from any portion of the peripheral 
arterial tree after puncture or incision when the main trunk is being compressed 
is a sign of adequate circulation (Fig. 26). 

This interesting paper is concluded by saying that when the Henle-Coenen 
sign is positive ligation of the accompanying vein is contra-indicated, and when 
this sign is negative ligation of the main venous channel is indicated. 

In the experience of the reviewer in eases of arteriovenous aneurysm in the 
lower limb as the result of injury, it is safe to ligature both artery and vein above 
and below and resect the area of aneurysm. In recent injuries to the femoral 
artery with haemorrhage or aneurysm in which there is good circulation in the 
foot, the vein should not be ligated. On the other hand, in cases of aneurysm 
in which gangrene is impending, ligation of the vein with the main artery is 
advocated. 



Fig. 26. — Meehan Urn of the Henle-Coenen test. : a, Retrograde flow from, or pulsation 
in, artery on distal side of lesion, with proximal side occluded, denotes positive Henle-Coenen 
sign and indicates adequate collateral, circulation, b, Xo retrograde flow from, or no pulsation 
in, artery on distal side of lesion, with proximal side occluded, denotes negative Henle-Coenen 
sign and indicates inadequate collateral circulation. Blood fails to reach capillary bed. c, 
Occlusion of main accompanying vein induces more equal distribution of blood throughout 
capillary bed. (By kind permission of ‘ Armais of Surgery ’.) 

Subcutaneous Rupture of the Popliteal Artery. — C. P. Wakeley and 
W. O. R. Reid 8 report two interesting eases. The first patient was a strong 
healthy stoker. While trying to kick a football he completely missed it and fell 
down on account of acute sudden pain in his right knee-joint. A few hours after- 
wards the leg was cold. The dorsalis pedis artery could not be felt ; there was 
no fracture. The following day sensation was absent from the foot, and the 
knee was considerably distended. The femoral vessels were exposed in Hunter’s 
canal and the artery and vein ligatured. Gangrene supervened, and' amputa- 
tion was performed above the knee. The popliteal artery was exposed and 
found to be ruptured just below the opening in the adductor magnus muscle. 
There was a large rent in the vein at a lower level. On section, the artery was 
found to be quite normal. The second case was that of a boy of 15 who was 
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thrown from his bicycle in a collision. The popliteal artery was ligatured 
above and below the rupture, just below the opening in the adductor magnus. 
The operation was performed about thirty hours after the accident. On the 
third day gangrene set in and amputation was performed. 

Injury to the popliteal artery at one time was said to occur occasionally when 
direct traction in the extended position was applied in cases of fracture of the 
lower end of the femur. It has been taught that as a result of the traction the 
proximal end of the lower fragment was tilted farther backwards into the popli- 
teal space and this endangered the safety of the popliteal vessel. The reviewer 
has never seen such a case, and it has been shown by Robert Jones and 
others that fixed traction in the extended position does not, in fact, produce 
the tilting backwards of the lower fragment. J. B. Murphy many years ago 
referred to the danger of rupture of the popliteal artery, especially in elderly 
people, when forcible extension of old-standing 
cases of flexed knee-joint was attempted. 

a. iTi. ~ 


A Fig. 27. B Fig. 23. 

Fig. 27. — The popliteal artery in side view illustrating its relations to the skeleton: a, 

In slight flexion ; B, In hyper-extension (abnormal) of the knee-joint, b. Terminal bifurcation 
of the popliteal artery. 

Fig. 28. —The popliteal artery from behind, illustrating the structures which are concerned 
in the fixation of its two extremities, a. in.. Adductor magnus muscle ; a. t Origin of anterior 
tibia! artery ; t. p., tibialis posticus muscle. 

{Figs. 27, 28 bg kind permission of the ‘ Lancet'.) 

Diagnosis. — Immediately after the injury there is extreme pain. There is 
a stony hardness behind the knee-joint which gradually spreads upwards and 
backwards. There is gradual loss of sensation in the foot and toes, which 
extends upwards. In complete rapture pulsation in the anterior and posterior 
tibial arteries disappears. Pronounced . swelling in the popliteal region may 
be absent. Figs. 27, 28 suggest a possible mechanism to explain the injury, 
namely — fixation of the artery above and below and hyperextension of the 
knee-joint, with resultant tearing of the vessel. [In the healthy artery, when 
the knee-joint is flexed the vessel is usually thrown into folds and does not lie 





Blood-vessels, Surgery of 


92 


MEDICAL ANNUAL 


in - a straight line, indicating that the mechanism of injuries of the vessel 
must be more complex. — YV. I. de C. YY.] 

Treatment^ — It Mould appear from the recorded cases that Amputation 
sooner or later becomes inevitable in the great majority of cases. Immediate 
amputation is seldom indicated. Haemorrhage is spontaneously controlled by 
the pressure of the extra vasated blood. [The ideal treatment in cases of early 
diagnosis is to try and expose the site of the injury and suture the rent. In 
cases where many hours have elapsed since the time of the accident, ligation 
of the artery and vein is the only rational procedure. Amputation can be 
postponed until it Is seen that gangrene is inevitable. — W. I. de C. W.j 

Subclavian Aneurysm . — E . Elliott 9 deals with the subject of subclavian 
aneurysm. He states that Proximal ligation is the operation of choice, 
and, if unsuccessful, may subsequently be supplemented by distal ligation 
with or without excision of the sac. In aneurysm of the first portion of the 
vessels Ligation of the Innominate Artery must be clone. The exposure of 
the innominate or the first part of the subclavian is facilitated by the resection 
of the inner end of the clavicle with or without the adjacent paid of the manu- 
brium of the sternum. The first successful case of ligature of the innominate 
artery in Europe was performed by Mr. Coppinger, 10 of the Mater Hospital, 
Dublin. Ligature of the innominate artery on the right side is not a difficult 
operation provided the old, inadequate methods of approach are abandoned. 
Elliott states that resection of the clavicle in these operations does not 
impair the ultimate strength of the shoulder girdle or prevent the return of 
the patient to laborious occupation. Even non-union or a subsequent necrosis 
does not seem to interfere with the return of permanent strength. 

Varicose Veins.— G, de Takats 11 states that varicose veins are frequently 
infected and many infections can be traced to teeth or tonsils. Infection 
constitutes the most important contra-indication to the injection treatment. 
An analysis of embolic deaths following injection treatment shows that 
invariably two factors are present — induced phlebitis, and a prolonged im- 
mobility in bed. It seems certain that a large percentage of varicose veins 
harbour bacteria. 

X-ray Observations in Varicose Disease of the Leg. — T. H. T. Barber and A. 
Orley 22 state that injections of Abrodil and Hroselectan have proved safe 
and helpful in examining varicose conditions of the leg in the living. On the 
X-ray table 10 c.e. are injected and the first picture is taken without with- 
drawing the needle. The remaining 10 c.c. are given and the second film is 
exposed. The pictures are taken in such a way that stereoscopic, examination 
may be made. The details are described 

1. The normal internal saphenous vein showed a slight dilatation at the level 
of the internal condyle of the tibia, corresponding with a constant valve in this 
situation. In varicose veins large ampul larv dilatations were occasionally 
seen at this level. 

2. In normal veins the fluid flowed towards the heart. Its back-flow was 
stopped by the first valve below the site of injection ; in varicose veins the 
flow was. both forward and backward. The backward flow was due to incom- 
petence of the valves., 

3. In the normal vein none of the solution was seen to enter the deep circula- 
tion of the leg through communicating or anastomotic vessels. In a few cases 
of varicose veins the opaque fluid was seen to penetrate into the deep circulation 
through anastomotic vessels at the level of the ankle and the knee-joint, but 
never through the vense comites. 

4. The rate of the flow in both normal and pathological cases was influenced 
by posture, rest, muscular activity, and respiration. 




PLATE VIII 


BONE-GRAFTING FOR LARGE TiBIAL DEFECTS 

((;. R. GinDLESTOXE) 



Fig. A . — Diagram illustrating the 
reflection of an osteoperiosteal Hap from 
front and inner side of the shaft of 

fibula. 


Fig. 11 . — Tracing from X-ray show- 
ing the long vertical and oblique peg 
grafts. In addition (shown stippled) 
there is an indication of the placing of 
the Delageniere graft over the Albee 
(which lies sandwiched between this and 
the deeper-lying osteoperiosteal flap from 
the fibula). 


Plates VI 1-1 X by kind permission of the 
‘ British Journal of Surgery 
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BONE-GRAFTING FOR LARGE TIBIAL DEFECT $ —continued 


(Cr. K. GiRDLESTOXE) 



Fig. t\ — X-ray two months after the grafting operation. 
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5. Radiography of the veins may be of considerable assistance in eases which 
do not respond to the usual injection, treatment. 

References. — Med . Jour. 1927, Feb. 5, 225 ; "Amer. Jour . Surg. 1933, March, 
419 ; 3 Ann. of Surg. 1933, June, 808 ; 4 Jour. Amer. Med. Assoc. 1933, July 1, 7 ; 5 Ann . 
of Surg . 1933, July, 17 ; 6 Arch, of Surg. 1932, June, 1016 ; 7 Ann. of Surg. 1932, Dee., 
1103 ; 8 Lancet , 1932, li, 829 ; 9 Ann. of Surg. 1932, Oct., 670 ; 13 Trans. Bog. Acad, of Med. 
1893, Feb. ; 11 Amer. Jour. Surg. 1932, Oct., 26 ; ^Lancet, 1932, ii, 175. 

BOILS. ( See Skin, Pyogenic Infections of.) 

BONE TUMOURS. 

E. W. Hey Groves , M.S., F.R.C.S. 

Neoplasms of the long bones are of such rare 
occurrence that most practitioners have not the 
opportunity of seeing more than one or two eases, 
and the diagnosis is therefore often missed. Of 
late years, since Ewing first described a round- 
celled sarcoma or endothelioma which has special 
characteristics, a considerable number of these 
cases have been noted. 

J. Borah 1 has considered the classification of 
bone tumours, their diagnosis, and treatment, 
chiefly from a radiological point of view. (Plate VII 
and Fig. 29.) He considers that Ewing's sarcoma , 
which generally attacks the shaft of a long bone, 
is really a round-celled sarcoma of the same nature 
as a lymphosarcoma.- Like the latter condition, 
it is so sensitive to Radiation Therapy that this 
reaction may be considered of prime diagnostic 
importance. It is too soon yet, however, to say 
whether the disappearance of the tumour under 
X-ray treatment is ever a permanent cure or 
merely a temporary regression. 

Reference. — l Arch . f . Min . Chir , 1932, Nov., 301. 

BONE - GRAFTING FOR LARGE TIBIAL BEFECTS. 

E. W. Hey Groves , M.S., F.R.C.S. 

The restoration of continuity in the shaft of the tibia, especially when there 
is a considerable gap to. be filled, is always a most difficult problem. The gap 
to be bridged is occupied by scar tissue, and this in its turn is just under the 
unhealthy skin. And yet this problem has to be faced fairly often when a 
large part of the tibia! shaft has been lost by osteomyelitis. If a free graft 
from the opposite tibia be put in to bridge the gap, the chances of its survival 
and regeneration are very small, so that restoration of the limb seems 
impossible, and the alternatives will lie between ‘irons 5 and amputation. And 
then with growth of the child comes another difficulty. The disconnected 
tibial ends, deprived of the natural stimulus of the pressure of the body weight, 
cease to grow, and the leg in adult life wall be much shorter than its fellow. 
So that the necessity of wearing not only irons but a high boot will make a 
strong appeal for amputation. 

G. R. Girdlestone 1 has suggested and practised with brilliant success a 
method of bone-grafting which overcomes these difficulties. His patient was 
aged 6 and had lost the greater part of the tibial diaphysis from osteomyelitis 
three years before. The idea of the operation was to place bone bridges from 
the tibial ends to the fibula, so that weight could be transmitted through the 



FA 29.— Diagrammatic rep- 
resentation of the" primary bone 
tumours showing the relation 
between the site and the type 
of cell. A, Spindle-cell sar- 
coma and its derivatives (fibre-, 
ehondro-, oateo-sareoma) ; B, 
Round-cell sarcoma (Ewing’s 
sarcoma). (Modified from the 
‘ Archiv fur klinische CMrurgk ’.) 
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latter bone. The whole fibular shaft was exposed through a long external 
incision. Tunnels were made behind the anterior tibial muscles and vessels 
from the fibula to the tibia. Through these tunnels short grafts from the 
opposite tibia were thrust, one upwards into the proximal tibial fragment, 
and the other downwards into the distal. The shaft of the fibula was further 
strengthened by the inlay of two long grafts, one bony and one periosteal. 
Within eight months the reconstructed bones had so far consolidated as to 
<?ive a firm leg on which the boy could walk naturally. The new fibula had 
increased until it was as large as the shaft of the tibia would have been at that 
age. ( Plates Vlll-X.) 

Refebencf.. — Jour. Surg . 1933, Jan., 467. 

BONES AND JOINTS : TREATMENT OF INFECTIVE CONDITIONS 
BY DRUGS OR BACTERIAL AGENTS. 

E. W. Hey Groves , M.S., F.E.C.S. 

The treatment of infective conditions of the bones and joints is still very 
unsatisfactory. It may be true that we can usually save both life and limb, 
but this is at the cost of considerable mutilation, whilst only too often chronic 
or recurring suppuration in bones or stiffness of the joints is left to make the 
patient an invalid or cripple. Therefore we ought to welcome all possible 
suggestions which will help really to" cure the bacterial infection and not merely 
deal with its results. Of such suggestions several have appeared recently. 

Acetylcholine. — This has been used in France, and its method of action is 
described by R. Fischer. 1 The therapeutic action of this drug is that of vaso- 
dilatation of the smaller arteries. In fact is has much the same effect as that 
which usually follows sympathectomy. It is therefore employed in very much 
the same class of cases of painful osteoporosis that Leriche would treat by 
sympathetic ablation. That is to say, after injury near a joint, or when infec- 
tion has taken place which threatens ankylosis, it is claimed that the repeated 
injection of acetylcholine will relieve the pain, increase mobility, and in due 
time be followed by condensation of the atrophied bone structures. The drug, 
which is put up in ampoules by Roche, is given in a series of daily injections 
of 0:1 grm. for about fifteen to twenty doses. Thirteen cases of joint injury 
are detailed in which this treatment was given with marked benefit. 

Immetal.* — This is the name given by W. Kbnig 2 to a new preparation 
which is used for injection into the stiff joints of dry osteo-arthritis. It is a 
complicated fatty acid iodine preparation somewhat akin to lipiodol. Owing 
to its high iodine, content it is opaque to X rays and can therefore be easily 
seen in the joints after injection. It remains in the joint for a very long 
period, and whilst there it provides the lubricant which the dry and eroded 
surfaces of the joint require. Pain in the joint is lessened and mobility is 
greatly improved. The injection can of course be repeated every year. 
(Plate XL) 

Stannoxyl. — The action of tin and its salts in preventing suppuration when 
used as a local application has been known for a long time. But the researches 
of R, Gregoire and A. Pronin 3 showed that powdered tin and its oxide are ab- 
sorbed by the digestive tract and exert a marked influence in preventing or 
curing staphylococcal infections. J. E. Klein, 4 of Chicago, has now used the oral 
administration of stannoxyl to hasten the recovery of cases of osteomyelitis. 
The drug is made up in 3-gr. tablets (metallic tin, 42*5 per cent ; tin oxide, 
7*5 per cent ; amylum, 37*5 per cent ; sucrose). Six to twelve of these tablets 
are to be given by mouth every day. The author gives details of five cases 


♦Bayer; Products Ltd., Africa House, Kingsway, London, W.C.2. 
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of chronic osteomyelitis with persistent sinuses in which healing occurred 
rapidly under this treatment. Certainly this method, is devoid of any risk 
or ill-effect and therefore might be given a trial in all cases of chronic 
staphylococcal infection. 

Bacteriophage, — F. H. Albee, 5 who fully accepts the general principles 
laid down by Winnett Orr for the treatment of infected bone lesions, never- 
theless modifies his technique in some respects. He considers that the beneficial 
effect of the Orr treatment cannot be explained simply on the grounds of free 
drainage and absence of reinfection from frequent dressings. There must 
be formed in the wound some agent of an antibacterial nature which brings 
about healing. D'Xierelle, the bacteriologist, of Baltimore, claims to have 
proved that certain bacteria do actually develop a substance which he calls 
a 4 bacteriophage ’ and which brings about their own destruction . Albee claims 
that it is possible to obtain this bacteriophage from given cultures and to 
apply it to infected wounds. He therefore modifies Winnett Orris technique 
in two ways. He does not use gauze for the application of the vaseline, but 
only a mixture of paraffin and vaseline, which is poured into the wound and 
there consolidates more or less firmly according to the proportion of paraffin 
in the mixture. Usually the mixture is 75 per cent paraffin and 25 per cent 
vaseline. At the bottom of the wound a rubber catheter is placed and by 
means of this 10 e.c. of the bacteriophage solution are injected once or twice 
a w r eek. By this method he claims to make the treatment of infected bone 
conditions more rapid and effective. 

References . — x Presse mid . 1933, March 25, 475 ; 2 Zmtralb . f. Chir. 1932, Aug, 6, 
1907 ; 3 Bull. de VAcad. de Med . 1917, May 29, 704 ; 4 Ann. of Surg. 1932, Dec., 1032 ; 
5 Jour. Bone and Joint Surg , 1933, Jan.., 58. 

BRAIN, ABSCESS OF. Geoffrey Jefferson , M.S., F.R.C.S . 

The view has already been put forward in these pages that the majority 
of cerebral abscesses are encapsulated and are more chronic than acute. This 
somewhat overstates the actual case, perhaps, but it serves t » emphasize the 
fact that the diagnosis, or even the suspicion, of a cerebral abscess is not an 
absolute indication for immediate operation. The neuro-surgeon has no wish 
to invade the otologists’ field in so far as cranial bone infections and their 
treatment are concerned, but in the intracranial complications lie can offer 
a co-operation which should be useful. F. C. Grant’s 1 review" of 51 cases of 
brain abscess, chiefly from, the neuro-surgical service of the University Hospital 
at Philadelphia, is an important contribution. He sets out to inquire whether 
the high mortality in these cases is due to errors in diagnosis and localization, 
or whether the time at which drainage is instituted or the methods used are 
at fault. Localization was in fact correct in 84 per cent of the cases ; where- 
fore he concludes that either the method or the time chosen for intervention 
is the reason for failure. Of these two factors, Grant appears to think that 
the time factor Is the more important, though a technique unsuited to the 
particular case may fail to avert a fatality. Grant lays great stress on encap- 
sulation, and shows that of 31 abscesses 10 were not encapsulated when 
operated upon within three weeks of the onset of symptoms, whilst 3 had 
capsules. Of those operated upon in the third or fourth week, 10 had capsules 
and 8 had not. All operated upon after the sixth week were fully encapsulated. 
The mortality in 19 unencapsulated abscesses was 100 per cent ; in, 30 encap- 
sulated the mortality fell to 33*3 per cent. Grant suggests that the non-cap- 
sulated cases should not 'be drained when found, as it seems that the damage 
inflicted by attempting to drain an area that is in a state of septic cerebritis 
makes matters w T orse. , Moreover, he advises waiting as long as possible before 
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doing anything at all : this would not mean, of course, that the septic focus 
in the bone should not he dealt with radically and early. Grant admits that 
cases may slip through one's fingers during this waiting period, for temporo- 
sphenoidal abscesses may burst into the lateral ventricle or meningitis super- 
vene from leakage. How can the clinician tell whether the abscess is a chronic 
one, a capsulated abscess *? Chiefly by pressure signs. In the more chronic 
types there was papilloedema in 20 out of 30 cases, in the acute (‘cerebritis*) 
types there was choke in 5 out of IS, and none at all in 11. Grant’s advice 
on the need for inflicting as little trauma as possible in opening the abscess 
is good. He slips a silver tube over the cannula with which he has tapped 
the abscess, and after withdrawing the cannula passes a rubber tube down 
the silver sheath, which is itself then removed, leaving a small single drainage 
tube in place. 

In the present writer’s view the ideas expressed by Grant in this paper are 
sound and worthy of the close attention of otologists. Grant is no doubt 
wrong in assuming that if only the right time of intervention and the optimum 
individual method could be applied to each case the results would be perfect. 
But if: is a very correct and praiseworthy attitude, and without it no advance 
can ever come. Cases of suppurative otitic encephalitis are, however, likely 
to continue to do badly, but there is no reason why the odd few should not 
recover if they were treated perfectly, whereas to-day they all die. 

' Her ere ace. — l Jour . Amer. Med. Assov. 1932, Aug., 550. 

BRAIN, FOREIGN BODIES IN. (See Foreign Bodies in Brain.) 

BRAIN, TUMOURS OF« {See Cerebral Tumours.) 

BREATH, OFFENSIVE. {See Halitosis.) 

BRILL’S DISEASE. ( See Typhus Fever.) 

BRONCHIECTASIS. J. F. Qaakell , M.A., MM., F.R.C.P. 

The dry form of this disease with occasional haemorrhage is illustrated by 
C. Wall and J. C. Hovle. 1 They think .that the condition arises owing to 
inspiratory effort when the air cannot reach the alveoli. 

C. McNeil- has studied the condition in childhood, and agrees with other 
, authors that the great majority of cases arise at this period. The pathology 
is an actual destruction by suppuration of the bronchial wall, including muscle 
and cartilage. The cavity wall is formed by granulation tissue in the main, 
lined by a cubical non-dliated epithelium ; it therefore cannot empty itself, 
and retained secretion dilates it. He advocates postural drainage. On the 
other hand, W. P. Warner 3 and H. H. Moll 4 state that actual dilatation of the 
bronchi normally takes place on inspiration. Either toxic effect on muscle 
(Moll) or weakness of wall (Warner) prevents expiratory restitution, and so 
dilatation gradually takes place. 

References.' — l BrU. Med. Jour. 1933, i, 597; -Ibid. 1932, ii, 229 ; HJanad. Med. 
Amec. Jour. 1932, Dee., 583 ; *Quart . Jour. Med. 1932, July, 457. 

BRONCHIECTASIS , ATELECTATIC, IN CHILDREN. 

Reginald Miller , M.D., F.R.C.P . 

From time to time skiagrams of. children’s chests will show a curious 
triangular shadow,. starting above at the middle line and spreading out towards 
the diaphragmatic surface of the lung. If on the left side, this shadow will 
be to some extent obscured by the heart shadow. Much discussion has taken 
place on the nature of this triangular shadow, and collapse or consolidation 



PLATE XII 


ATELECTATIC BRONCHIECTASIS IN CHILDREN 
(B. \v. B. Ellis) 



Fig. A . — Collapsed left lower lobe behind heart shadow. 
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Plates XII and XIII by kind permission of 
‘ Archives of Disease in Childhood' 
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of a lobe of the lung and mediastinal effusion have been the alternatives 
suggested. Although it cannot be said that it is necessarily the cause of every 
case, collapse seems undoubtedly to be the lesion usually producing the shadow 
in question. Recently L. Findlay 1 reported an instance in which the over- 
aeration brought on by the inhalation of carbon dioxide caused the immediate 
disappearance of the abnormal shadow. 

If, however, the collapse persists, secondary changes of fibrosis and bron- 
chiectasis occur. These have been lately studied by R. W. B. Ellis, 2 who 
reviews the whole subject. The collapse of one lower lobe of the lung probably 
occurs most frequently as a result of, or co-incident with, bronchopneumonia 
in early childhood, but such possibilities as the inhalation of a foreign body 
or the presence of pulmonary tuberculosis have also to be considered. The 
collapse of the lobe may be maintained for long periods without the develop- 
ment of the classical features of bronchiectasis, such as foetid sputum and 
evidence of toxaemia : but in time the retention of the secretion of the bronchi 
within the collapsed area will set up bronchial dilatation and fibrosis, and from 
the spilling-over of the secretion into the adjacent bronchi the area of disease 
will tend to spread. In rare cases, even when the bronchiectatic condition is 
of long standing, re-expansion of the lung may take place with amelioration 
of symptoms (J. V. Sparks 3 ), but the longer the condition has lasted the less 
likely is this to occur. 

Ellis has demonstrated the facts on which his views are based in a series of 
radiological studies on five cases, and has been able to prove the presence of 
bronchiectasis in the collapsed lobe by means of lipiodol injections. Two 
of his skiagrams are reproduced here : in one (Plats XII) the collapsed lobe 
is seen in shadow, and in the other ( Plate XIII) the lipiodol demonstrates 
the presence of dilatation of the bronchi within the collapsed lobe in the 
same case. (See also X-Ray Diagnosis.) 

. Treatment should be directed to the re-expansion of the collapsed lung tissue 
in the early stages, and to prevention of secondary infection when fibrosis has 
occurred. Ellis regards it as doubtful if lobectomy is as yet advisable for cases 
of this type in childhood. 

References. — x Proc. Roy. Sac. Med. 1932, xxv, 407 ; 2 Arch, of Bis. Ckildh. 1933, viii, 
25 ; z Brit. Jour . Radiol . 1932, v, 234. 

BRONCHIECTASIS : SURGICAL TREATMENT, 

A. Tudor Edwards , ill. 07. , F.R.C.S. 

The realization of the futility of medical treatment in the cure of bronchiec- 
tasis has given rise to the adoption of more active forms of treatment, either 
with a view to compression of the lung which will prevent the accumulation 
of secretions in the dilated bronchi and secondary excavations in the lung, 
or, where the disease is more localized, with a view to the complete extirpation 
of the diseased area. 

Bronchoscopy has a definite place in the routine of treatment, particularly 
in eliminating the presence of a foreign body or a stricture secondary to ulcera- 
tion, simple 'or malignant, in the bronchi. It is also of value as a means of 
improving the general condition of the patient before major operative 
procedures, for there can be no doubt that during continuance of broncho- 
scopic treatment improvement is definite. Unfortunately, after treatment is 
given up the condition of the patient deteriorates. 

Simple Collapsing Measures such as pneumothorax or oleothorax are 
possible only where no adhesions are present; even when the pleura is 
free, collapse of the lung by these, means may be of relatively little value in 
some patients in reducing the sputum, but in others may relieve symptoms 

7 
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while the pneumothorax is maintained. Re-expansion of the lung often results 
in recurrence of symptoms, and owing to the formation of adhesions of the 
pleural layers only rarely can the lung be collapsed again. When the disease 
is unilateral and involves both upper and lower lobes, extensive Thoraco- 
plasty in several stages in a proportion of cases results in most marked 
amelioration by steady compression keeping the cavity and bronchial walls 
in apposition and thereby preventing stagnation and limiting infection. 

'When the disease is limited to one lobe, or on the right side to the middle 
and one other lobe, its Radical Extirpation should be considered. 

Formerly the mortality of Lobectomy for bronchiectasis was. prohibitive, but 
the operation is now being performed with a mortality of about 12 to 15 per 
cent. The great problem has been the prevention of wide contamination of 
the pleural cavity by the highly infected contents of the bronchi in the stump 
at the hilum. As a result many attempts have been made to shut off the 
general pleural cavity by the artificial production of adhesions by performing 
the operation in two stages. The first group of cases published following the 
use of a two-stage technique showed a mortality of 60 per cent. Recently, 
however, J. Alexander 1 has adopted a two-stage technique which offers definite 
hope of improvement, the mortality rate in 18 cases operated upon by him 
being 16*6 per cent. 

These operations necessitate careful lipiodol examinations of both lungs. 
In the first operation, which is performed under local anaesthesia, portions 
of the 6th, 7th, and 8th ribs and the intervening intercostal bundles are 
removed. The pleura is opened and adhesions over the diseased lobe are 
separated. The whole of the mediastinal, costal, diaphragmatic, and visceral 
pleura is gently stroked with dry gauze held on the finger. This will result 
in the formation of adhesions during the next ten to twelve days. The wound 
is closed in layers after expanding the lung with positive intratracheal pressure. 
Pleural aspiration is carried out when necessary during the next few” days. 
The second stage is done under slight positive pressure anaesthesia, by re- 
opening the wound, freeing the diseased lobe, and passing a heavy silk ligature 
through the hilling dividing it, and tying each half tightly. A further ligature 
is tied completely around the hilum. The chest wall is again sutured with 
an air-tight drainage tube placed near the hilum. After two or three days 
the wound is re-opened and the gangrenous lobe surrounded by loosely packed 
flavine gauze. This is changed daily until the lobe is removed a week later. 
The residual cavity granulates slowly, with closure of the bronchial fistula. 
Persistence of the fistula may require a subsequent plastic operation. This 
method appears to be as favourable as is possible for two-stage procedures. 

The single-stage procedure has many advantages if proved feasible, as 
appears to be the case now, following in some measure the original technique 
advocated by H. Brunn. 2 N. S. Shenstone and JR. M, Janes 3 report a series 
of 14 patients operated upon by the modified Brunets technique. The control 
of the hilum of the lobe is obtained by the use of a special tourniquet founded 
upon the principle of the nasal snare. . The operation is performed by making 
a wide Intercostal incision and division only of one of the adjacent ribs 
posteriorly. After the insertion of retractors all adhesions attaching the 
affected lobe to the surrounding structures, chest wall, diaphragm, pericardium, 
etc., are divided, and the ligament urn latum pulmonis is, divided between forceps 
and ligatured. The hilum is now controlled by two special tourniquets with 
sufficient firmness to obstruct the blood-supply without damage to the tissues, 
and the lobe is removed between them. The projecting bronchial stumps are 
removed, and the hilum is sutured by a running suture ; this in turn is covered 
by suturing the fringe of lung over it, and the stump is firmly buried in the 
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adjacent lobe. Intercostal air-tight drainage • is established after closure of 
the chest wall in layers. 

These authors report 14 patients operated upon by this technique with 
2 deaths, and 1 patient operated upon by the two-stage method who died five 
days later. This method has many advantages over the two-stage method if it 
can be performed in a reasonable time, as is usually possible when adhesions are 
absent ; and it is in much the same position in the presence of adhesions as the 
two-stage method, for in these cases the unaffected lobe being adherent prevents 
the establishment of a large pneumothorax. Unquestionably, any simple 
method which can produce adhesions over the normal lobe will diminish the 
risks of the operation ; but if this is going to entail a major operative procedure, 
the risks appear to be unjustifiable, and at the present time the technique of 
the one-stage operation seems to be preferable. 

References. — l Surg. Gynecol, and Obst. 1933, March, 658; -Canad. Med. Assoc. 
Jour. 1932, Aug., 138 ; 3 Ibkl. 

BRONCHOSCOPY. F. W. Watkijn-Thomas, F.R.C.S. 

Broncho -spirometry. — In a preliminary paper on some attempts at deter- 
mining the volume and function of each lung separately, H. C. Jacobaeus, 
P. Frenckner, and S. Rjorkman 1 describe a new method of physical examina- 
tion of the lungs which they have named 4 broncho-spirometry 1 . By this 
method, which depends on a combination of bronchoscopy and spirometry, 
they have estimated the volume, degree of ventilation, and gaseous exchange 
of each lung. Thus for the first time a method has been devised which supplies 
accurate information as to the function of each lung, just as cystoscopy and 
ureteral catheterization does for each kidney. 

Spirometry alone gives only the total gaseous intake and exchange of both 
lungs together ; thus it is impossible, for example, to decide whether or not 
one lung is completely collapsed. In order to separate the two lungs a special 
bronchoscope is necessary. At first a Jackson’s tube was used, with a ‘window’ 
stopper at the proximal end, an air outlet to the spirometer, and a circular 
rubber band-cap close to the distal end, which could be inflated from without 
and thus render the contact of the tube and bronchus air-tight. An improved 
pattern is now r used with a flexible inner tube which is passed into one main 
bronchus. This bronchus is blocked by inflation of the rubber cap, and the 
trachea is blocked by the cap around the outer tube. Thus both lungs can 
be examined simultaneously — one through the inner tube, the other through 
the main tube, each of which is connected with its own spirometer. 

In the paper eleven cases are reported, and the authors’ summary is so 
temperate and judicious that it is worth reporting verbatim : u Such a method 
is indisputably of great theoretical interest. ... It would seem that the 
possibilities of probing deeper into the normal and pathological physiology of 
the lungs might become considerably enhanced by the aid of such a method. 
Pathological processes in the lungs present such great variations in respect 
of localization and spread that one would expect a priori to be able to make 
practical use of a method such as the above, providing, of course, that the 
technical procedure can be developed and be made relatively simple and at 
the same time harmless to the patient.” 

Bronchoscopic Observations on Post-operative Pulmonary Con- 
ditions, — Chevalier Jackson and C. L. Jackson 2 have observed five distinct 
types of post-operative pulmonary complications : (1) Atelectasis ; (2) Post- 
tonsillectomic suppuration, in which operations about the upper air-passages 
other than tonsillectomy are included ; (3) Foreign bodies inspired during 
operations about the upper airways ; (4) Infarct ; (5) Pneumonitis, 
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Infarct and pneumonitis are not further discussed, as on the material it was 
not possible to determine that any case was due to infarct, and ‘pneumonitis* 
or ‘post-operative pneumonia 5 are terms used too loosely to be of scientific 

value. 

Atelectasis, which usually follows abdominal operations, is not, primarily, a 
suppurative condition, nor is the ‘post-operative foreign body’. In both these 
conditions abscess formation is a late complication and may not occur at all. 

In the ‘ post-tonsillectomic suppurations 5 (a term which, we must remember, 
includes pulmonary suppuration following any operation on the upper airway) 
abscess formation is early and frequent. The suppuration in such cases is 
usually attributed to inspiration of blood during operation, and it is pointed 
out that such inspiration is aided by pressing down the base of the tongue with 
a spatula and thus preventing swallowing. The authors do not accept this 
explanation. They remark that blood is inspired in the great majority of 
tonsil operations, and lung abscess is, fortunately, a rare complication. They 
also cite the remarkable ease of a child wiio inspired a large piece of tonsil at 
operation and kept it for seven months in the left lower lobe bronchial stem. 
When the fragment was removed it was not putrid and the stroma was pre- 
served. Further, in these cases the suppuration is usually a parenchymatous 
abscess bursting into a bronchus. On these grounds the authors believe that 
post-tonsillectomic’ abscess is not usually an inspiratory infection (although it 
would not be right to say that inspiratory infection could never produce such 
an abscess), but that it is, rather, an infective embolic process. 

The principal characteristics of the different conditions are summarized by 
the authors in the following table : — 


Post-operative Pulmonary Complications. 


Pmt-kmmMeetomh 

Suppuration 

1. Follows operations 
about the upper air 
passages, most 
often tonsillectomy 

2, Onset sudden 


3. Primarily suppura- 
tive 

4. Abscess forms ear- 
ly, namely, ' within 
a few days, and 
very rapidly 


5. Abscess show’s cav- 
ity and fluid level 
early 

6. Expectoration of 
pus and blood at 
onset very foul, 
gangrenous 

7. Breath 'very foul at 
onset 


Post -operative 
Atelectasis 

l. Follows abdominal 
operations 


2. Onset sudden 


3. Not primarily sup- 
purative 

4. Abscess late, if at all 


5. Browned lung first 
suppurative feature, 
if any 

6. Expectoration at 
onset absent or 
scanty, . rarely, if 
ever, purulent or 
bloody, or odorous 

7. Foul breath not a 
feature 


Post-operative 
Foreign Body 

1. Follows inspiration of foreign 
body during operation 


2. Onset gradual, even if obstructive 
atelectasis is produced by the 
foreign body. 

3. Not primarily suppurative 

4. Abscess late, if at all ; a year or 
more in cases of steel foreign body ; 
three months or more in cases of 
tooth, and it is not in any case 
a cavity associated with fluid level 
but rather a condition of drowned 
lung 

5. Local suppurative bronchitis. If 
complete obstruction drowned 
lung may follow atelectasis 

6. Expectoration at onset absent or 
scanty ; if a tooth, mucopurulent 
in a few cases ; if non -obstructive 
steel instrument, may be months 
or years 

7. Foul breath not an early feature 


Bronchoscopy is advised at the earliest possible moment in all varieties of 
post-operative pulmonary complications. Once suppuration is established, 
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the prevention of bronchiectasis depends largely on the drainage of the ‘septic 
tank’ by aspirating the thick pus instead of waiting for putrefaction to thin 
it enough to allow it to be expelled by coughing. The authors warn us against 
the use of drags which inhibit the cough reflex, against atropine which makes 
the secretion more viscid, and against operating during, or shortly after, 
influenza or other acute respiratory infections. 

In last year’s Medical Annual (p. 496) Benjamins was cited as upholding 
the dual route of lung infection after tonsillectomy — (1) by direct inhalation, 
(2) by embolism. He held that the high rate of lung abscess in American 
statistics was primarily due to the practice of removing tonsils while still 
acutely inflamed. (See also Pre-operative and Post-operative Treatment.) 

References.' — hi eta Med. Scand. 1932, Ixxix, 174 ; of Surg. 1933, April, 516. 

BRUCELLA ABORTUS INFECTIONS. (See Undulant Fever..) 

BUBO, CLIMATIC, AND INGUINAL GRANULOMA. (See also 
Lymphogranuloma Inguinale.) 

Sir Leonard Rogers , M.D., F.R.C.P.. F.R.S. 

The important discovery that these two diseases are caused by a filtrable 
virus and constitute an additional venereal disease has done much to clarify our 
ideas on the subject, the recent work on which was dealt with by H. Stanmis 1 
in his presidential address at the Tropical Diseases Section of the Royal Society 
of Medicine. He includes in this category chronic elephantiasis and ulceration 
of the vulva, and the genito-ano-rectal syndrome, together with inflammatory 
stricture of the rectum, on the strength of a positive FreVs intradermal test ; 
but N. H. Fairley in the discussion considered it premature to include the 
last-named disease in the group on the basis of that test. After references 
to the history of the subject, Dr. Stannus deals with the evidence for the 
venereal origin of the disease, and then describes Frei’s test, which is performed 
by using as an antigen a saline dilution of pus sterile to bacteria aspirated 
from a softened climatic inguinal bubo heated to 60 3 €. on two consecutive 
days and kept at a low temperature, 0*1 c.c. of which Is injected intracutane- 
ously. An inflammatory area at least \ cm. in diameter, with a small central 
zone of necrosis after forty-eight hours, constitutes a positive reaction. The 
identity of the causation of the two diseases is established by the fact that 
an antigen from a climatic bubo gives a positive reaction in eases of lympho- 
granuloma inguinale, and vice versa. On the other hand, soft chancres give 
negative results. Further, in 22 Paris eases of rectal stricture all but two 
gave positive Frei’s reactions. The next advance was made 'when Hellerstrcm 
and Wassen in Stockholm produced in monkeys a characteristic meningo- 
encephalitis by intracerebral inoculation of saline suspensions of gland tissue 
from five cases of lymphogranuloma inguinale, passed the disease from one 
animal to another, and obtained positive Frei reactions in the animals, which 
developed a generalized infection involving the glands, liver, and spleen, etc. 
The virus in gland emulsions passes through a fine filter and it is destroyed 
by heating to 60° C. for eighty minutes. The vims has also been recovered 
by Levaditi and others from a ease of stricture of the rectum. 

The symptoms and pathology are next dealt with by H. Stannus, and the 
very close relationship between the virus and the lymphatic system is shown, 
and the differences in the distribution of the lesions in males and females is 
explained by the differences of the lymphatic distribution in the two sexes. 
The first lesion is a transitory herpetiform ulcer appearing a few days after 
coitus, and this is followed in two or three weeks by a lymphangitis spreading 
to the inguinal glands, with or without beads of suppuration in them according 
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to the. acuteness of the case, sometimes accompanied by prolonged fever and 
a moderate neutrophil leueoeytosis. In chronic cases the enlargement of the 
glands may be extensive, but their removal may result in lymphatic obstruction 
and elephantiasis. In the female the infection spreads back to the anorectal 
gland and perineum, and rectal stricture may eventually result. As the female 
remains infective much longer than the male, the much greater frequency of 
the disease in males is explained. 

G. M. Findlay 2 records important experimental work on this subject which 
confirms the discovery of a lilt ruble virus as the cause of the disease, and 
he further shows that the animal reactions in mice, monkeys, and guinea-pigs 
to the virus of climatic bubo are identical with those with the vims of inguinal 
granuloma. Moreover, the sera of patients suffering from climatic bubo mixed 
with emulsions of infected mouse brains protected against infection in the 
same way that Levaditi had shown the serum of lymphogranuloma patients 
protected against the vims of such cases, while Findlay has also shown that 
the sera of Paris lymphogranuloma inguinale protects against the mouse virus 
of climatic bubo. The identity of the two diseases appears, therefore, to be 
fully established, and he suggests the former term as most applicable to both 
affections, for the disease can no longer be considered to be of climatic origin. 

In a further comprehensive paper G. M. Findlay 3 reports animal experiments 
with the filtrable virus of fifteen cases of climatic bubo which show that the 
essential change is a proliferation of the cells lining the lymphatic channels, 
commencing with those of the cutis vera at the site of infection and spreading 
to the glands, and also affecting the lymph channels in the brain and cord 
after Intracerebral inoculation, with the formation of definite lymphomata, 
but without degenerative changes. He thinks that the bodies described by 
Gama and Favre may be nucleolar extrusions. Injections of the virus into 
the groins of monkeys and guinea-pigs resulted in buboes in one-third of them, 
but the infection tends to die out on passage. 

The clinical side of the subject is dealt with by H. Willoughby, 4 based on 
his experience as a port, health officer, which has led him when examining 
native crews to ‘rub down’ the armpits and groins as an aid in the detection 
of ambulatory plague and climatic bubo. In the treatment of the disease he 
advises protein shock in the form of four to six injections of T.A.B. Vaccine 
intravenously at four- to five-day intervals in doses increased by 50 million 
at a time from 100 to 800 millions, A new drug, 4 Solgenol B \ has given 
good results in uncomplicated cases in doses of 0*25 to 0*5 grm. intramuscularly 
daily up to a total of about 15 grm. Suppurating glands should never be 
incised, but they should be removed without rupturing their capsules to avoid 
wound infection. 

T. B. Menon* obtained a history of a primary sore on the penis in 29 of 
89 cases. 

Refebences, — l Proc. Roy. Soc. Med. 1932, Nov., 7; Mamet, 1932, ii, 11 ; *Trans. 
Boy. Soc. Trap Med. and Hyg . 1933, June 29, 35 ; 4 Jour. New. Med. Ser. 1932, July, 
202 ; Und. Med. Gaz. 1933, Jan., 15. 

BURKS* Sir W. I. de C. Wheeler , F.R.C.S.l. 

Attention was drawn in the Medical Annual for 1983 (p. 87) to the use of 
strong solutions of Tannic Acid, 5 per cent in children and 10 per cent for 
adults, instead of the standardized 2-|- per cent solution which up till recently 
was used as the routine treatment. The solution is sprayed over the burnt area 
every hour for the first twenty-four hours and then no further treatment is 
needed for several days. It is very important in severe eases not to commence 
the local treatment nor to give an anaesthetic until shock has been countered. 
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The patient is put to bed and Morphia is given for pain. The burnt area is 
gently exposed and artificial heat applied by means of a cradle with electric 
lamp bulbs. Later, under gas-oxygen anaesthesia, the burnt area is cleansed. 
Loose epithelium is removed and raw surfaces are gently swabbed with ether 
or alcohol. The coagulating solution is then sprayed over the raw. surface 
from an atomizer. The solution quickly dries, aided by the heat from electric 
lamps or an electric drier. The process is repeated every hour for about the 
first twelve hours. It is an advantage to add aeriflavine, 1-1000 solution, to 
the tannic acid in order to control sepsis. The solutions must be made fresh. 

J. II. Hunt and P. G. Scott 1 believe that the 5 per cent solution tannic acid 
is the best ; 10 per cent may irritate the skin or do further damage. A soft 
camel-hair brush is preferred to a spray. If blood or serous exudation is free 
and a spray is used, it is the surface of the blood or serum which is coagulated 
and fluid collects beneath. Such exudates are wiped away by the brush, allow- 
ing the tannic acid direct access to the surface of the burn. In bums involving 
hands, elbows, and ankles, adequate splinting in the form of folded plaster-of- 
Paris bandages is advised. 

These writers summarize an interesting account of the treatment of out- 
patients as follows 

44 In this series of 63 consecutive eases a modification of the recognized 
tannic acid method has been used for the out-patient treatment of burns 
and scalds. 

44 If the crust formed by the recognized method is covered with a dressing 
and bandage it tends to soften, become septic, and detached. The difficulty 
has been overcome in this series of eases by reinforcement of the crust, either 
with a thin layer of gauze, gauze and collodion, or collodion alone. The results 
have been very encouraging, especially in those bums of the face and hands 
which often give so much trouble. Details of the three methods are. given. 

” In the majority of second and third degree burns the method of choice, and 
one that reduces pain and sepsis to a minimum, is to paint the burned area with 
a 5 per cent solution of tannic acid in water, and apply a dressing soaked in 
the same solution. No anaesthetic is required. Next day when the dressing 
is removed the burn will be found covered with a thin brown crust, and the 
dressing is repeated. On the third and fourth day this crust is reinforced with 
collodion. The surface then remains hard and dry and the crust separates 
towards the end of the second week, exposing the new epithelium which has 
grown beneath it. 

44 For the first-aid treatment of all burns and scalds a plea is made for the 
use of dressings soaked in a 5 per cent solution of tannic acid in water (gr. 20 
of the pow T der to 1 oz. of warm water). 

44 Vigorous cleaning and scrubbing arc avoided, as we find these do more 
harm than good. 

44 The tannic acid solution is applied with a soft camel-liair brush ( J in. wide) 
instead of a spray. 

. 44 Softening of an ordinary tannic acid crust, when covered up, is usually, 
thought to be due to diminished evaporation from its surface. This series of 
cases rather suggests that evaporation plays but little part, and that the soften- 
ing is nearly always due to sepsis following mechanical damage, from the rubbing 
of a dressing. The effect of reinforcement is entirely mechanical. The strength- 
ening is most essential at the edge of the crust where it is in contact with skin 
and its organisms ; here it is that separation first occurs from the friction of 
dressings and organisms first gain a hold. The agents used for reinforcing the 
crust all help to prevent this separation at the edge, and it is to this, we believe, 
the beneficial effect of reinforcement is due.” 
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H. H. Fisher 2 describes four cases of burns caused by an explosion in a sub- 
marine. He makes some interesting points and emphasizes the value of Ether 
as a cleansing agent before the application of tannic acid. 1 he removal of 
grease and oil is° essential for the formation of a coagulum. He shows that 
the areas, covered by coagulum suppurated less and healed more quickly than 
those found to be involved later and which were untouched by the tannic add 
at the commencement, of treatment. He agrees with all others that local treat- 
ment should be directed to keeping the wound absolutely dry. 

P, H. Mitchiner 3 discusses the eases of deaths from burns. The mortality 
from initial shock is only about 2J per cent. He points out that six to twelve 
hours after a burn the loss of blood serum from the burnt surface is very great. 
This accounts for the extreme thirst and restlessness of the patient. The collapse 
which ensues is responsible for 80 per cent of the deaths after burns. This col- 
lapse is due both to the toxaemie absorption and to the extensive loss of fluid. 
The administration of Fluid intravenously, subcutaneously, and orally is, 
therefore, strongly indicated. Later comes the stage of septic toxaemia, which 
seldom, If ever, occurs after the tannic add treatment. Furthermore, the 
tannic acid treatment diminishes the loss of fluid from the burnt area which 
is so serious and so often fatal during the first twelve hours. Mitchiner 
recommends a 2 per cent solution of tannic acid in 1-2000 Perchloride 
of Mercury for the treatment of all minor burns or scalds. The perchloride 
solution is used because it is a precipitant of proteins. Gauze compresses 
are soaked in the solution and applied to the burn. It is unnecessary to 
redamp the gauze or to change the dressing frequently. The technique is 
as follows : A compress consisting of either six layers of sterile gauze or three 
layers of lint should be thoroughly soaked in the solution of 2 per cent tannic 
acid and 1-2000 perchloride of mercury. It is applied over the entire burnt 
area. It is then bandaged in position. The whole of the outside of the 
bandage is sprayed over with the solution to ensure that the dressing is 
thoroughly wet. Such a dressing can be left in position untouched for a fort- 
night in the case of small burns and scalds, and three weeks -where large areas 
are Involved. When the dressing is removed, the scab will usually separate 
completely from the burnt area. [It will be seen in this communication that 
a treatment for burns is recommended analogous to the treatment for varicose 
ulcers with unchanged bandages and with the closed method of treatment 
of osteomyelitis as introduced by Winnett Orr. — W. I. de Cl. W.] 

C. G. Mixter 4 deals with contractions of the neck following burns. He 
recommends Tube -grafts taken from the sides of the chest. 

References.— 1 l Lancet, 1932, ii, 774 ; 2 Jour. Boy. Naval Med. Assoc. 1932, July, 211; 
*Lancet, 1933, i, 233 ; *New Eng. Jour. Med. 1933, Jan. 26, 190. 

CANCER, RADIUM TREATMENT OF. Stanford Cade, F.'R.C.S. 

The tenth annual report of the Medical Research Council on the medical 
uses of radium 1 gives a concise summary of the work, both clinical and research, 
carried out at the various centres in association with the Council. The most 
striking feature is the increase in the use of radiation for the treatment of malig- 
nant disease. This is clearly shown In Table I, which is compiled from the 
records of ten different institutions,' no one of which ‘specializes’ in radium 
therapy, hut where radium Is employed when necessary. 

It is a matter of significance that fewer cases were treated by surgery alone 
than by radium alone, while radiation treatment of some kind entered into 
the therapeutic measures adopted in no less than 67*5 per cent of all cases 
quoted. This alone is an indication of the progress of radiation therapy. From 
this report It appears that in the general hospital without a specialized radium 
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service interest centres around three groups of cases — cancer of the mouth, 
breast, and uterine cervix. In the first of these groups, oral cancer with 
glandular ■ metastases remains the most difficult problem, and, in spite of 
all methods, expectation of life for the patient in this group is small. 
Nevertheless, the present position is that glossectomy has been superseded 
by radiotherapy, and the latter, even when able to do nothing else, can 
often make the surviving space of life much more tolerable for the 
patient. In cancer of the breast interstitial radium therapy, with or with- 
out surface radium, is the favourite method. In uterine cancer the most 
favoured method consists in the local application of radium to the cervix 
and forniees, followed by high-voltage X rays or gamma radiation applied 
externally. 

Table I . — Methods Used in the Treatment of Cancer. 


Method of treatment 

No. Treated 

Percentage of 
No. Treated 

Surgery alone , . . , . . 

758 

32-5 

Radium alone 

761 

32*6 

X rays alone 

255 

10*9 

Surgery + radium 

225 

9*6 

Surgery -f X rays 

381 

7-8 

Radium X rays 

119 

5*1 

Surgery -f radium + X rays . . 

34 

1-5 

All methods 

2333 

100*0 


The increase in numbers treated by radium is also confirmed by the figures 
of the Tenth Annual Report, of the British Empire Cancer Campaign. 2 Although 
these figures are a mere fraction of the whole, they are fairly representative. 
Whereas in the report for 1980 the number of cases of cancer recorded as being 
treated by radium alone during one year was 1129, in that for 1988 the number 
has risen to 4952. The number of clinical ‘cures % based on three years’ freedom 
from the disease after treatment, was 68 in 1980 and 415 in 1938 — a remarkable 
increase in such a short period as three years. It. shows that w r hereas the 
number of cases treated has increased by four times, the three-year ‘cures’ 
have increased by seven times, so that it would appear that the technique of 
radium therapy continues to improve. This is further illustrated in Table II 
from the Marie Curie Hospital. 2 


Table IJ. — Cancer of the Cervix: Marie Curie Hospital, London. 


Living at the Exa op : 


YEAR 

Treated 

1st 

Year 

2nd 

Year 

3rd 

Year 

4th 

Year 

5th 

Year 

6th 

Year 

7th 

Year 

8th 

Year 

Living 
Dec., 1932 

1925* .. 

14 

14 

12 

10 

7 

6 

6 

5 

4 

4 

1926 .. 

59 

46 

32 

28 

19 

16 

14 

12 

— 

12 

1927 .. 

57 

44 

32 

26 

19 

18 

16 


— 

16 

1928 . . 

85 

82 

58 

51 

43 

40 

— 

— 

— 

40 

1929 .. 

110 

97 

74 

55 

46 

— 

— 

— 

— 

46 

1930 . J 

136 

123 

93 

71 

— 

— 

— „ 

— . 

— 

71 

1931 

126 

113 

77 

l __ 

, — 

— 

' — 

. — 

. — 

77 

1932 .. 

. 

114 

102 

— 

i — 

— 

— 

— 

— 

— 

102 


Total treated : 701, Living at 5 years : 36 = 27*7 per cent. Living Bee., 1932: 368. 

* Three months. 
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Table 111 shows the survival rate over the period 1925-62 in 225 cases of 
cancer of the tongue treated by Stanford Cade. 3 

Table ill.— Carcinoma of the Tongue : Survival Rates, 1925-1062. 


Year 

Total 

No. 

YEARS OB' 

CASES 

Alice 

Survival 

1925 .. ! 

18 

2 ( 11 %) 

7 

19*26 . . : 

16 

3 ( 18 * 7 % 

0 

1927 i 

16 

3 ( 18 - 7 %) 

5 

192S . . 

21 

1 6 ( 28 * 5 %) 

4 

1929 . . ; 

51 

H ( 28 * 2 %) 

3 

1930 . . ■ 

46 

i 12 ( 26 %) 

2 

1931 .. : 

34 

! 15 ( 44 * 9 %) 

1 

1932 . . : 

23 

I 20 ( 86 - 9 %) 

— 

Total .. | 

225 

! 75 ( 33 - 3 %) 

i 

! 


In a critical analysis of radiotherapy in the treatment of cancer Professor 
G. Forssell 1 states that during the last decade reliable news from many sources 
indicates that in certain forms of cancer permanent cures in not inconsiderable 
numbers have been obtained by radiotherapy. The results from various places, 
however, differ vastly, and give rise to the assumption that certain definite 
conditions are necessary for the successful employment of radiotherapy in 
cancer. Thus the questions arise : What has been gained by radiotherapy ¥ 
How have positive results been obtained ? What measures should be adopted 
to improve results ? 

Final Results of Solely Radiological Treatment, — An exact comparison 
between the effects of surgical and radiotherapeutie treatment is only possible 
if the absolute percentage cure is considered. For this purpose it is essential 
to secure the percentage cures in proportion to the total number of cases exam- 
ined. In surgical statistics operable cases only are considered. In radiological' 
statistics a large percentage of inoperable and border-line eases are included. 
G. Forssell’s* statistics for Sweden show : — 

1. In cutaneous cancer in operable cases 78 per cent of permanent healing. 
Surgical results gave 65 per cent. 

2. In cancer of the lip, operable cases without glandular metastases : radio- 
therapy 86 per cent of cures ; surgery 73 per cent. 

3. In cancer of the mouth, without metastasis : radiotherapy has given 
55 per cent of five-year cures ; surgical statistics for cancer of the tongue without 
metastasis show a cure percentage of 41. 

4. Carcinoma of the cervix has given an absolute percentage cure of 20*6. 
The absolute percentage with surgery is 18. In operable and border-line 
cases: 40 per cent by radiotherapy, as compared with 35*6 per cent from 
radical surgery. 

5. In carcinoma of the body of the uterus, the absolute percentage cure by 
radiotherapy is 43*5, by surgery 48. In operable and borderline cases the 
corresponding figures are 60 and 58*5 per cent. , 

Final Results of Radiotherapy in Combination with Surgery. — Com- 
bination of radium therapy and surgery is chiefly applied in the treatment of 
malignant cervical glands, cancer of the breast, and neoplasms of the maxillary- 
ethmoidal area. Just as the technique for exclusive irradiation was developed, 
so has this combined method been worked out. It consists of pre-operative 
irradiation to reduce the tumour, insertion of radium during operation, and 
post-operative irradiation. 

Malignant Cervical Glands v — Fixed glands are treated by radiation only. 
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Freely movable glands (condition of primary lesion being satisfactory) are 
removed. If there are no palpable glands, surgery is not considered desirable, 
as in the absence of palpable metastases the results are not improved by the 
clearance of the glandular area. Post-operative irradiation is always desirable, 
either by surface radium or X rays. 

Cancer of the Breast . — ForsselFs statistics for combined radiological and 
surgical treatment over a period of ten years are of great importance. In 75 
cases where post-operative treatment was carried out, 29 per cent were sym- 
ptomless for five years. In 45 cases of pre- and post-operative treatment, 
40 per cent were symptomless for five years. The average five-year result 
with surgery alone is 20 to 23 per cent, with combined treatment 39 per cent. 
Thus the end-results are nearly 100 per cent better by the combined method. 
Results of pre- and post-operative irradiation are greatly superior to merely 
post-operative irradiation. 

Maxillary-ethmoid Cancer . — Combined surgical and radiological methods 
in this situation have been worked out independently both in France and in 
this country. A. Hautant, O. Monod, and A. Klotz 5 have treated 21 eases 
from 1921 to 1928 : of these 9 are alive, and 8 are free from disease for periods 
of two and a half to eleven years. They are of the opinion that it is always 
necessary to excise the growth, and they advocate the transfacial approach. 
The operation is carried out with the intention of removing the whole tumour 
with a margin of healthy tissue. Curettage and piecemeal removal is to be 
avoided. The surgical intervention is followed immediately by the application 
into the cavity of radium in several containers, screened by 1 nun. of platinum. 
A dose of 20 millicurie- destro y ed is distributed over four to five days, never 
exceeding the latter. The technique used in 21 cases during the past eleven 
years has given 38 per cent cures of from eleven to two and a half years. 

In this country the combined surgical-radiological treatment has been 
developed by W. D. Harmer and S. Cade. 6 Their method differs in many 
essential respects from that employed at the Paris Radium Institute. Access 
to the tumour is obtained by fenestration of the hard palate and never through 
the face. Irradiation is carried out in stages. The method can be summarized 
as follows: (1) Preliminary high-voltage X rays; (2) Biopsy; (3) Fenestra- 
tion of hard palate, providing drainage, free exposure, and access to tumour ; 
(4) Removal of the greater part of the tumour and thorough irradiation of the 
cavity, followed by further external irradiation if necessary. This method 
has been employed for over ten years with safety and very little distress to the 
patients. The results have been undoubtedly better than those formerly 
obtained by surgery or diathermy alone. The prognosis depends upon the 
type of growth. Thirty per cent of long-standing results can be confidently 
expected. 

Value of Radiotherapy as a Palliative Measure. — The value of radio- 
therapy cannot be assessed by the 4 five-year cures’, as a great percentage of 
patients not permanently cured receive more or less lasting freedom from 
symptoms and alleviation of severe suffering. This must be emphasized, as 
there is a tendency to judge any new method of treatment of cancer from the 
mortality statistics alone. The palliative value of radiation, if considered from 
* the numbers of cancer patients, is of far greater importance, as here it becomes 
the sole method of treatment which can be offered to the patient. The Swedish 
Cancer Association statistics show r that only one-third of those seeking advice 
can be dealt with by surgery, and of those who submit to operation, at the 
most only one-third are definitely relieved. It is thus seen that of the large 
number of cancer patients, only 10 per cent are permanently healed by exci- 
sional surgery. 
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For the vast majority (90 per cent), so far only radiotherapy can offer any 
help. It is difficult to estimate with accuracy the palliative effect of radiation, 
but the following figures are significant, as they indicate prolongation of life 
from treatment. N. Westermark 4 analyses eases that died from cancer of the 
breast as follows : — 

Untreated : average life of 31 months. 

With operation ; average life 39 months. 

With operation and post-operative irradiation : average life 49 months. 

With pre- and post-operative irradiation : average life 61 months. 

Local recurrence after adequate irradiation is comparatively rare. 

Local recurrence after surgery is 55*7 per cent : after combined treatment 
34*6 per cent. The development of distant metastases is, of course, not affected. 

Besides actual prolongation of life, the palliative effects of radiation can be 
gauged by the frequency of primary healing. In the six years 1921-7, 4470 
patients were examined at the Radiumhemmet , of whom two-thirds received 
radiological treatment only. Of these, 38 per cent obtained primary healing 
and freedom of symptoms. Half the cases were patients with uterine, cutaneous, 
or lip cancer. Healing took place in 92 per cent of skin cancer, 78 per cent 
of lip cancer, 58 per cent of uterine cancer. Palliation must not be considered 
as useless, in spite of local recurrences, as the incidence of recurrence is dimin- 
ished and the interval period of freedom from symptoms increased. 

Principles of Successful Radiation. — In the treatment of cancer, only 
the best treatment can legitimately be countenanced. Inefficient treatment 
inevitably means that the only chance the patient has is being wasted. In 
radiological treatment certain cardinal principles must be recognized, if full 
benefit is to be obtained : — 

1. Success does not depend on 4 radium’, but on radium efficiently applied . 

2. Indications for radiotherapy are to be found in about 50 per cent of all 
cancer cases. 

3. The palliative value of radiation, apart from the possibility of a permanent 
cure, must be recognized, and calls for a different technique. 

4. Combined radium and surgical treatment has improved end-results in 
certain localizations to such an extent that it must be recognized as the treat- 
ment of choice. 

5. The chief causes of failure in suitable eases are insufficient resources, 
inexperience, and lack of knowledge of the natural history of the disease. 

6. A combined radium-surgical treatment is doomed to failure until radium 
therapy is understood and admitted to be the primary means of attack, and 
not a subsidiary measure, 

7. Inefficient irradiation is useless and should not be undertaken. 

Cancer of the Stomach.— -As radium so far has done little to improve the 
progress of carcinoma of the stomach, it is interesting to note the report of 
A. Jentzer, 7 describing a method of combining radiation with excision, employed 
by him for twelve years. Pre-operative irradiation is given by means of radium 
plaques. Filtration is important, only gamma rays being used. Three weeks 
after radiation, resection with the diathermy is done ; this is supplemented 
by the insertion of seeds containing 0*5 to 1 me., a total up to 16 me. having 
been used. If total removal of the gastric neoplasm is not practicable, the 
tumour is treated by interstitial irradiation with seeds. Post-operative treat- 
ment consists in intravenous injection of radon. As much as 40 me. have been 
injected at one time. Of a total of 24 eases so treated, 5 cases have survived 
over 5 years (1 ease, 10 years ; 2 cases, 8 years ; 1 case, 7 years ; 1 case, 6 years), 
and 5 cases from 1 to 5 years. All the patients are reported as being in good 
health. 
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■ Effect of Radiation on the Blood. — The widely differing and contradictory 
accounts of the effects of radiation on the blood, their clinical importance to the 
patients, and the use of blood-counts as an index of safety in workers connected 
with radium, has led various workers to re-investigate the whole problem. G. 
White Phillips, 2 working at the Westminster Hospital Radium Annexe, 
attempted to determine the blood changes that actually occur during and as 
a result of radiation treatment of cases of malignant disease by radium or 
X rays. That considerable fluctuations of the various constituents of the 
blood occur in normal individuals has been demonstrated by numerous 
observers; considerable caution, therefore, must be exercised in attributing 
changes to any particular factor. It is obvious that before conclusions are 
drawn changes observed in the blood of irradiated persons must be compared 
with a series of blood-counts on a number of healthy people. White Phillips 
chose as controls a series of hospital nurses, and compared the results with a 
similar series of patients with malignant disease undergoing radiation treatment. 
Minute details of technique in the counts were carefully observed so as to make 
the conditions under which the counts were made as identical as possible. The 
conclusions of these observations were as follows : (1) In no case following 
massive doses of radiation was there an anaemia produced ; (2) The white cells 
were not materially altered in any way, and a definite leukopenia did not occur ; 
(3) A low lymphocyte count was found in most of the cases of malignant disease 
treated by radium. 

R. H. Simpson, 2 working at St. Bartholomew’s Hospital, endeavoured to 
determine the physiological variations of the normal count. A large number 
of counts were carried out on workers in the Pathological Department, with 
elaborate controls as regards technique and the personal equation. The 
results can be summarized as follows : (1) Variations to a maximum of 
approximately 10,000 cells occur in the total leucocyte count at different times. 
These variations are due chiefly to the polymorphonuclear cells. (2) The 
total leucocyte count during the day-time is lowest between 10 and 11 a.m., 
and highest between 3 and 4 p.m. (3) Rapid^ fluctuations can be appreciated 
in counts taken as frequently as every minute. 

These findings indicate that no reliance can be placed on any single count, 
or on a small series at short intervals. They do not in any way indicate that 
laxity as regards precautions against undue exposure in radium workers is to 
be permitted. That a fall in lymphocytes does occur after prolonged irradia- 
tion with an amount of radium varying from 50 mgrm. upwards, has been 
the experience of nearly all workers. It is also recognized that eosinophilia 
does occur in radium workers, and, as a rule, precedes other blood changes. 
The interpretation of the blood picture remains, however, a perplexing problem. 

Protection of Radium Workers. — The question of protection of workers 
becomes of primary importance in the use of mass radiation by means of 4 bombs’ 
of 3 grm. or more. R. Sievert 8 emphasizes the necessity of protection. He 
advises that, in the construction of a mass radiation centre, the protection 
provided should be sufficient to ensure that radiation penetrating into adjacent 
rooms should not appreciably exceed that which is normally present everywhere 
owing to the radio-activity of the earth’s crust. For this reason, the ‘bomb’ 
should be preferably located in the basement, and by the use of iron-ore con- 
crete the thickness of the walls can be considerably reduced. 

Biological Effects of Radiation. — The St range w r ays Research Laboratory 
at Cambridge continues the work on the effects of gamma radiation on mitosis. 
Temporary inhibition of mitosis is followed by compensatory increase, if the 
damage inflicted by radium is not too great. The effects of gamma rays on 
certain protozoa were investigated at the Lister Institute. Cultures of the 
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flagellate protozoon, Bodo caudatm, show a diminution of growth in the presence 
of radium, and there are also differences in the appearance of the survivors 
from the irradiated strain ; these changes persist, after the removal of radium, 
for a number of generations, hut eventually disappear. Researches on the 
disappearance of the lymphocytes from the peripheral circulation under the 
influence of radium and X rays were carried out by Mottram, who attributes 
the phenomenon to an accumulation of these cells in the irradiated capillaries. 
Another problem investigated by Mottram has a direct clinical importance. 
He found marked degenerative changes in the muscle of a rat when bone was 
present in the irradiated area. These changes were more marked in muscle 
close to the bone than in similar tissue which was nearer to the source of radia- 
tion but remote from the bone. This result is attributed to the action of 
secondary radiation given off by calcium in bone. 

The possible production of a malignant tumour from a relatively small source 
of gamma radiation acting over a prolonged period is seen in the unique case 
from the Royal Free Hospital, where a needle containing 2 mgrm. of radium 
element, screened by 0*5 mm. of platinum, was displaced after operation for 
a breast cancer, penetrated the thoracic wall, and finally lodged in the heart, 
where it remained for about three years. At post-mortem examination, 
marked local changes of a necrotic nature were found in the heart muscle. 
Among other abnormalities, the liver was found to be enlarged and deformed. 
There was a large haemorrhagic tumour in that part of the liver immediately 
adjacent to the radium needle, and on microscopical examination this proved 
to be a haemangio-endothelioma. There were metastases in the lungs and 
bone-marrow. The situation of the tumour taken to be the primary growth 
suggested that radium, directly or indirectly, may have been responsible for it. 
The original site of the cancer in the breast showed dense scar tissue only, and 
there was no evidence of secondary deposits from a mammary cancer anywhere. 

Late Effects of Radium. — Ira I. Kaplan® summarizes the incidence, 
etiology, and medical treatment of the late effects of radium and X rays. 

Skin. — Telangiectases ; The usual time of appearance is after one year, but 
they may occur as early as four months after irradiation. They go on developing 
for from a few months to two years. After four or five years there is a tendency 
towards retrogression. In cases where they develop, N. S. Film 10 states, the 
skin has never become quite normal after the primary erythema. Telangiectases 
are more likely to appear after severe X-ray treatment than after gamma-ray 
treatment. They can develop without there ever having been a bum or without 
erythema occurring at any time. Repeated full doses of X rays have a special 
tendency to produce them. 

Benign and malignant neoplasms : Warts tend to form in late stages both 
of burns caused acutely and of chronic radiodermatitis. In the former they 
rarely become epitheliomatous ; in the latter this tendency is greater. 

Subcutaneous Tissue. — Acute inflammation of subcutaneous tissues; Many 
years" ago Film described a condition of acute inflammation in irradiated tissues 
starting quite suddenly, in one case with a rigor. He has seen one subsequent 
ease, ■ associated 1 with impetigo. He thinks there is no doubt that these cases 
are due to microbic infection, and he thinks that all cases that start as throm- 
bosis' and all late ulcers are of the same nature. 

A persistent thickening of the subcutaneous tissues (solid oedema) frequently 
develops after large doses over the lower' abdomen in stout patients, : It may 
occur without skin change. Thickening occurs after heavy dosage, especially 
after infection. . 

Mucous Membranes . These are liable to telangiectases and late ulceration. 
In the .vagina adhesive vaginitis gradually supervenes a number of months 
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after treatment of the cervix. The vaginal mucous membrane is much more 
resistant than the rectal. Rectovaginal, rectovesical, and vesicovaginal fistulas 
occasionally occur after treatment of cervical carcinoma by radium, but not 
in so large a proportion as in untreated eases. 

Lung . — The acute picture gives the same ultimate picture as the late X-ray 
effects. Inflammation before or after treatment is probable in the latter. In 
the late X-ray or radium effect the first event is displacement of the mediastinal 
contents towards the affected side. Later, the mottled appearance develops, 
and finally the appearance of bronchiectasis. Finzi has seen improvement, but 
not recovery. In an acute case, which he observed from the beginning, the 
first change was faint opacity as in acute pneumonia. This became denser, and 
was followed by collapse of part of the affected lung. 

Eye. — Cataract has developed after very heavy dosage. No ill effect on the 
retina has been observed, but severe conjunctivitis is not uncommon. 

Treatment. — F inzi strongly deprecates treating X-ray warts and epitheli- 
omas by further radiation of any sort. Telangiectases can be treated by the 
spark from the static machine or the high-frequency resonator. This is quicker 
than electrolysis. He recommends a solution of Cellulose or Durofix (a 
preparation for mending china) for cracks in fingers and nails. Thickening 
of the skin and subcutaneous tissues is a contra-indication to any operative 
interference other than their removal. If cut into they do not heal readily. 
In acute inflammation, thrombosis, and the earliest stage of ulcer, treatment is 
complete rest of the part. Application of irritants or of hot fomentations is 
disastrous. 

Although he has known ulcers to heal under medical treatment and remain 
healed many years, any tendency to continued ulceration is an indication for 
surgery. In cases of medium- or large-sized ulcers the following preparations 
are recommended : 5 per cent anesthesin in vaseline ; lin. calaminse containing 
phenol gr. 1 to the ounce ; 5 per cent cycloform in vaseline ; radiostol 1 part, 
liquid paraffin 3 parts. An isotonic or hypertonic solution of sodium chloride, 
applied no warmer than blood heat, is a good dressing. After the ulcer has 
cleared up, epithelial growth may be hastened by Scarlet Red 3 per cent 
in vaseline or by a similar strength of O r tho - amid© - azotoluene . 

Excision followed by Grafting 1 is advised in cases of stubborn chronic 
radio-dermatitis due to a single exposure or set of exposures. One should 
always be more ready to adopt surgical measures when the damage has 
resulted from long-continued irradiation than in that which has followed 
an acute burn, owing to the much greater tendency to malignant change. 
Epitheliomas must be excised, preferably with the diathermy knife. 

References . — l Uses of Radium, Special Report Series No. 174, H.M. Stationery 
Office; -Tenth Annual Report, British Empire Cancer Campaign » 1933; a Lancet , 1933, 

ii, 7 ; Hfanad. Med. Assoc . Jour. 1933, Jan., 30 ; 5 Radiophys . et Radiotherap. 1933, Nov., 

iii, Part 1 ; 6 Mount Vernon Hosp. Rep . 1932, 1 ; V. Schweiz . med.Woch. 1933, May 20, 483: 
8 Acta Radiol. 1933, xxv, Ease. 6, No. 82 ; 9 Yearbook of Radiology, 1933 ; 10 Brit . Jour . of 
Radiol . 1933, March, 148. 

CARBUNCLE. Sir W. I. de C. Wheeler , F.li.C.SJ. 

W. A. White and E. A. Cooney 1 advocate the non-operative treatment of 
carbuncles. They draw attention, in the first instance, to the danger of inter- 
fering with such conditions in the upper lip. The danger of incision into 
boils or carbuncles of the upper lip owing to the spread of infection has been 
emphasized by many writers. These infections are serious on account of the 
Anastomosis of the superior ophthalmic vein with the facial at the root of 
the nose. Thrombophlebitis reaches the cavernous sinus through this channel 
(Wheeler 2 ). 
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The more usual non-operative treatments consist of : (1) Specific and 

autogenous vaccine ; (2) Cireum injection of autogenous blood ; (3) X-ray 

therapy. So many treatments are described that it would seem that carbuncle 
rails a natural course and would probably get well with little or no treatment. 

White and Cooney, after a wide experience, recommend Non -specific Pro- 
tein Therapy without operation. Daily injections of Aolan,* 10 c.c. intra- 
gluteally, were given with success. There is no local treatment except dry 
gauze dressing. Aolan is made in commercial ampoules and is a non-specific 
protein. Two other preparations are mentioned — Omnadint and Activin. 
Omnadin is a combination of proteins, lipoids, and fats, and activin a purified 
5 per cent casein in combination with organic iodine. Treatments are intra- 
muscular into the gluteal or deltoid regions, and the average number of injec- 
tions is about four. 

R ep ebisx ces . — 1 lS?ew Eng. Jour. Med. 1932, Sept. 1, 398 ; 2 Irish Jour. Med. Sci. 1926, 

Aug., 369. 

CATARACT, ' Sir Stewart Duke-Elder , M.D . 5 F.R.C.S. 

In these days when newer and more complicated procedures are being 
devised and advocated for the operative technique of the extraction of cataract, 
all of them introducing more manipulative difficulties at the time of the 
operation, most of them more dangerous afterwards, and none producing 
results better than the classical extraeapsular method, it is useful to study a 
very sane review by M. H. Whiting 1 of the newer developments in the well- 
tried operation which have been introduced of recent years. 

Pre- operative Preparation, — One of the most important pre-operative 
requirements is a preliminary bacteriological examination of the conjunctival 
sac. The bacteriological examination is carried out at least forty-eight hours 
before the operation, so as to allow time for the growth of the pneumococcus 
on the culture medium* The examination is a simple one — a swab-stick armed 
with dry cotton-wool is placed in the lower conjunctival fornix and gently 
rotated there, and the secretion so obtained is rubbed over the surface of a 
blood-agar slope. Incubation for forty-eight hours is then carried out, and 
the presence of any organisms other than Staphylococcus albus and B. xerosis 
on the medium is a bar to operation. This may be taken as the general 
rule of most operators ; some, however, do not object to the presence of such 
organisms as the Micrococcus catarrkalis and the pneumo-bacillus ; but these 
are best regarded as dangerous, and even a profuse growth of Sta. albus as not 
being devoid of risk. The only exception to the rale is in cases where the 
growth is limited to one or two colonies of Sta. aureus. This may be the result 
of an accidental contamination, and in any case indicates that there is only 
a very attenuated infection. In such cases, it is well to take the precaution 
of putting 10 per cent Frotargol in the conjunctival sac ten minutes before 
the operation is commenced. It must be remembered that infection of the 
eye in an operation of the extent of a cataract extraction is an extremely 
serious and generally fatal complication to the eye. It is probable that intra- 
ocular infection is much more likely to be fatal than intra-abdominal infection 
so far as the ultimate success of the operation is concerned. There is no 
possibility of drainage of the infected area, and even a slight degree of intra- 
ocular suppuration causes destruction of the eye as a seeing organ even if the 
eye itself escapes removal. Before bacteriological examination of the con- 
junctival sac was adopted, the cases of suppuration owing to infection at the 


*Beiersdorf Ltd., Welwyn Garden City, Herts, 
f Bayer products Ltd., Africa House, Kingsway, London, W.C.2, 
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time of the operation amounted to between 1 and 2 per cent at Moorfields. 
To-day the almost complete freedom from suppuration is due entirely to the 
invariable rule that a forty-eight hours’ culture be made, and that the result 
of this culture be adhered to. The fact that a dirty culture is obtained does 
not mean that the operation cannot be done, but merely that it is postponed. 
In such cases the conjunctival sac is treated for a period with various lotions 
and drops of an antiseptic character. Antiseptic treatment is then discon- 
tinued for at least a week, and a second culture is taken. If this is satisfactory, 
the operation may be done. If the culture is still dirty, further treatment is 
undertaken until at last a satisfactory condition of the conjunctival sac as 
indicated by culture is obtained. It is rarely necessary to postpone the opera- 
tion for a longer period than four or five weeks. It should be noted, of course, 
that in taking the culture care must be exercised to avoid touching the skin 
surface, which is generally to a certain extent contaminated with Sta. aureus . 

The second point in pre-operative preparation is the careful medical treat- 
ment of cases in which the cataract is associated with diabetes. In some of 
these cases the cataract is the direct result of the diabetes ; in others the 
cataract may be an ordinary senile one occurring in a diabetic patient ; but 
in either case careful medical treatment exercises a profound effect on the 
course of the ease after the operation. 

It is very important to secure paralysis of the orbicularis muscle during 
the operation. Since cataract extraction is almost invariably done under 
local anesthesia, it is natural that without some such precaution involuntary 
contraction of the orbicularis may often occur, and damage from this cause 
may happen, not only at the operation but during a period of several hours 
after. There are three methods by which it can be done : — 

The first one is by injection with novocain of the orbicularis itself from a 
point opposite the outer angle of the orbit. This also produces anaesthesia 
of the lids themselves, but has the disadvantage of causing swelling, which 
may hamper the surgeon during the course of the operation. 

The second method is to inject round the facial nerve in the vicinity of the 
stylomastoid foramen. This is somewhat more difficult, but when effective 
produces a complete paralysis of the facial nerve, including the lower branches. 
This is unnecessarily extensive, and also some quite definite dangers attach to 
the method. 

The third method is to inject round the upper branches of the facial nerve, 
placing this injection just in front of the lower part of the ear ; the exact spot 
is ascertained by feeling for the temporo-maxillary joint as the patient opens 
and shuts his mouth and then pushing the needle right down to the surface 
of the jaw just below this until the point touches the bone. The injection is 
then made, about 2 c.c. of 4 per cent novocain being used. The result may be 
made more certain by injecting some of the novocain solution along the lower 
border of the zygoma. Paralysis of the orbicularis ensues in about five 
minutes. This method is by far the best, as it is easy, and complete paralysis 
is obtained without any troublesome swelling of the lids. It is usually necessary 
to insert a suture through the skin of the upper eyelid near its margin, so that 
the upper lid may be pulled down over the eye after the operation has been 
completed. 

If the operator considers it essential that no sensation should be felt during 
the iridectomy, this result may be attained with a fairly constant degree of 
success by an injection of a small quantity of novocain beneath Tenon’s cap- 
sule, Anaesthesia of the iris In the upper part where the injection is made is 
usually complete in about five minutes. The only disadvantage of this method 
is that it may sometimes cause some chemosis of the conjunctiva in this region, 

8 
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A further point in pre-operative technique, which is used as routine by some 
surgeons, but which may be unnecessary except in a refractory or very nervous 
patient, is the fixation of the eye with a suture in the superior rectus in order 
to pull the eye down. It is important in cases with patients who are mentally 
unstable and in whom the eye cannot possibly be retained in the proper 
position without such assistance, but is an unnecessary complication in the 
ordinary case. 

Operative Technique. — The section which has now been almost universally 
adopted in the extraction of cataract is one which involves the limbus over an 
extent varying between J and and which is almost invariably placed in the 
upper half of the globe. It is now usual to make this so that the upper part 
of the section emerges rather above the limbus, making a small scleral flap 
and a rather large conjunctival flap. After the operation is completed the 
conjunctival Hap quickly becomes adherent and makes a firm junction which 
will resist a reasonable amount of pressure from within. There is no doubt 
that the fashioning of this conjunctival flap has an important effect in prevent- 
ing the tendency to prolapse of the iris and, later, infection of the wound. 
Several variations of this flap have been devised. One is to make the section 
with a conjunctival bridge, i.e., the cutting out of the flap is not completed, 
and when the lens is expressed it is made to escape at one side or other of the 
section. This is not a new method, as it was originally used nearly forty 
years ago, but it has recently been resurrected and has some vigorous advo- 
cates. Such a conjunctival bridge has no real advantages, for it hampers the 
surgeon in the subsequent stages of the operation, and in the event of an iris 
prolapse after the operation the necessary iridectomy is thereby made much 
more difficult. If it is desired to secure the flap by other means than natural 
adhesion, a suture may be placed through the apex of the flap and the con- 
junctiva above, and this suture can be tied at the completion of the operation. 
This is a useful procedure in certain cases, but it must be definitely noted that 
a suture confined purely to the conjunctiva cannot prevent the escape of 
vitreous. The conjunctiva is so lax that opening of the wound to a consider- 
able extent is still quite possible after the conjunctival flap has been sutured, 
and so this measure does not prevent vitreous escape at the operation, or 
a subsequent reopening of the wound. Where, because of the presence of 
a fluid vitreous, it is thought that vitreous prolapse during the operation is 
likely, some surgeons have adopted a suture which unites the upper corneal 
margin with the sclera above, and this is particularly favoured by those who 
adopt the intraeapsular method. 

The iridectomy should not be performed until the lens has been expressed. 
This applies only to extracapsular extractions, for the objection in this opera- 
tion to an early iridectomy is that in the process of expression of the lens the 
torn anterior capsule is pushed up into the wound. If the iris is intact, the 
process of replacing the iris automatically replaces the capsule at the same 
time, but if an iridectomy has been performed before the lens is expressed, 
the practically invisible capsule is in the wound, and its replacement is difficult 
and is very likely to be incomplete. It is established that the entanglement 
of lens capsule in a cataract extraction wound is a common cause of post- 
operative inflammation and may even lead to sympathetic iridocyclitis, the 
most disastrous condition which can result from any intra-ocular operation. 
For the same reason preliminary iridectomy — that is, iridectomy performed 
some weeks before the extraction of the cataract — should be avoided if it is 
'humanly possible. 

In extracapsular extraction, after the section has been made it is necessary 
m open ike anterior layer of the capsule in order to permit expression of the 
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lens. There are various ways in which this may be done. Some surgeons 
depress the point of the knife as they are making the section and slit up the 
capsule in this way. This demands a slight additional dexterity in making 
the section, but it does aw r ay with the introduction of a second instrument 
after the section has been made, a process which is liable to dangers of its own. 

The second method is to use a cystitome after the section has been com- 
pleted. This is not always easy ; it is quite possible for the cystitome to 
become entangled with the iris and so cause a complication in the operation. 

The third method is to introduce capsule forceps and grip a portion of the 
capsule and remove this portion from the centre of the pupillary area. Whiting 
regards capsule forceps used in this way as being definitely dangerous ; he has 
on one occasion seen a complete irido-dialysis effected through a portion of 
the iris being gripped and the patient then suddenly moving his eye. It is 
claimed by those "who use capsule forceps that the removal of a portion of the 
capsule makes subsequent needling much less likely to be necessary. It is a 
question whether the dangers of the method do not far outweigh the disadvan- 
tages of having to perform a needling, which is, after all, a simple operation 
attended by practically no disadvantages or risks. 

When the lens has been expressed from the capsule it frequently happens 
that a certain amount of the soft cortex remains behind. This is particularly 
likely to be the case in immature cataracts in relatively young patients. 
Generally the greater part if not all of this soft lens matter can be removed 
by careful lavage with normal saline solution. The most convenient method 
of doing this is to have an undine with about two feet of rubber tubing 
attached to the spout, and at the end of the tubing a small nozzle with a 
flattened aperture. The assistant holds this undine at a varying height 
according to the requirements of the surgeon. The latter introduces the 
nozzle inside the wound and gently irrigates until the cortical remains have 
been washed out of the lens capsule and the anterior chamber. This is quite 
a simple procedure, and since by these means an immature cataract can be 
removed completely, or nearly completely, the objection to extracapsular 
extraction for immature cataracts disappears. 

In doing the final capsulotomy, when dividing the capsule surgeons used to 
pass the needle through the cornea and then through the capsule often to a 
depth of several millimetres below the surface of the membrane ; vigorous 
movements in a crucial direction divided the capsule in a more than adequate 
manner, but the vitreous was extensively ploughed up and the ciliary body 
was forcibly pulled upon. The result of this was to cause a free passage of 
vitreous into the anterior chamber with glaucoma as a not uncommon sequel, 
while the damage done to the ciliary body frequently led to a serious 
iridocyclitis. 

The modern procedure is to use a needle with either a straight or a curved 
cutting edge. The needle is introduced at the limbus, and the capsule is just 
pierced with the point. The point. is then made to travel a short distance 
only just beneath the capsule and to emerge again on its anterior surface. In 
this way a linear cut in the capsule is made which often will open sufficiently 
for the purpose ; but if the opening is not sufficient, a second cut is made 
vertically either above or below, thus producing a T-shaped incision, or some- 
times a crucial incision. If the opening is central, it is sufficient for it to be 
about the size of an ordinary small pupil. When the operation of capsulotomy 
is performed in this way it is the rarest possible occurrence for any serious 
results to follow. 

Removal of Lens by Diathermy. — A completely new idea in the technique 
of cataract extraction has been advocated by J. L. Lacarrere 8 — namely, the 
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removal of the lens by diathermy. A high-frequency coagulating current is 
used. The instrument elaborated by Lacarrere— the electrodiaphake— is essen- 
tially a pencil-like holder ending in a fine-bore glass tube into which are led 
two "steel wires 0*14 mm. in diameter, which can be made to project beyond 
the glass tube, forming a bifid extremity to it. After the usual incision they 
are introduced into the anterior chamber and placed against the lens and . 
the current turned on. The anterior capsule is perforated and the lens coagu- 
lated so that it remains firmly attached to the instrument. No pressure need 
be exerted, since the diathermy current opens up a way for the steel terminals 
through the lens tissue, which coagulates around them like white of egg. The 
strength of the adhesion assessed as lifting weight capacity when coagulation 
has occurred has been measured as 70 grm., the same lens when grasped by 
capsule forceps showing a lifting capacity of only 5 grm. At the same time 
the coagulation diminishes the volume of the lens, so that the shrunken mass 
firmly adhering to the instrument can be manoeuvred out of the eye. The 
operation would seem to be particularly applicable to the extraction of a 
dislocated lens ; and Lacarrere reports 7 successful cases in his first 10 
attempts. It is too early yet, however, to give an authoritative opinion on 
the method ; and it would seem advisable that more experimental work should 
be done first upon the possible deleterious effects of diathermy currents on 
the eye before it is generally practised. 

R e fer en ces . — 1 Irish Jour. Med. Sci. 1933, March, 111; & J$ev. cubctna de Oto-neuro- 
ofial. 1932, i, 149. 

CATHETERIZATION OF THE URETHRA. Hamilton Bailey , F.R.C.S. 

An extreme instance of a long catheter life is recorded by P. A. Brodribb. 1 
His patient, a parson, died at the age of 74. For fifty -four years he had 
catheterized himself. Now and then the reverend gentleman used a lubricant 
for his catheter — sometimes he spat upon it. Such cases are exceptional, and 
death directly due to unsterile catheterization is still frequent. In these days, 
remarks A. E. Roche, 2 one should not see the practitioner pass a catheter just 
taken from his pocket and rinsed in weak lysol. Unsterile catheterization in 
acute retention is still the captain of the 'causative agents of pyelonephritis 
(H. Bailey 3 ). It should be more widely appreciated that modern gum elastic 
catheters are boilable, and with due care they withstand repeated boiling. The 

catheter should be plunged into water already 
boiling for two minutes. It must be removed 
by its wide end carefully from the boiling 
water, and dropped into sterile cold water or 
cold weak antiseptic lotion before use, “ I 
never touch any portion of the catheter that 
enters the patient’s urethra ”, writes J. Swift 
Joly, 4 44 so always lift it out of the lotion by 
its proximal end”. A few drops of an anti- 
septic lubricant are allowed to fall on its tip. 
The penis is kept stretched vertically while 
the instrument is passed. 

In discussing the catheterization of prostatic 
cases, T. E. Hammond 5 emphasizes the value 
of the bicoude gum-elastic instrument. In 
urinary obstruction due to an enlarged pros- 
tate there is no actual narrowing of the urethra. Difficult catheterization is 
rather the result of irregular urethral contour. ' The most difficult point to 
pass is where the middle lobe commences (Fig, 30), i.e., about half-way down 



Fig, 30. — ' Where the middle lobe 
of the prostate begins. The point 
B at which pressure by a ■ finger in 
the reetnm sometimes helps, to lever 
a catheter into the bladder, (After 
r f. E. ffammmi,) 
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the prostatic urethra. The double bend of the bieoude instrument helps to 
surmount this obstacle. At times the left index 


finger in the rectum may help to lever the tip of* 
a catheter into the bladder. It should be noted 
that pressure must be exerted not too far from 
the anal verge but over the point B in Fig. 80, 
which is where the middle lobe begins. 

T. MilliiA 6 finds that a satisfactory self-retaining 
catheter can be improvised as follows. A pliable 
coude gum-elastic catheter (Fig. 81) is threaded 
with a long piece of silk by means of a stout 
cutting needle. At a the catheter is pierced with 
the loaded needle ; one end of the silk is knotted 
and the knot drawn within the lumen. A hole (b) 
is cut about 2J in. from the closed end of the 
catheter, and the free end of the silk drawn 




through this and down the lumen by means of a 
stylet. It is again threaded on to the needle and 
passed through the wall of the catheter at c. After 
introduction into the bladder by pulling on the 
silk the catheter curves itself, as shown, the 
position being maintained by means of a knot 
at c. This method of improvising a self-retaining 
catheter was described in America last year bv 
H. F. Ullrich. 7 

The simple and extremely satisfactory piece of 
apparatus for retaining a catheter in the urethra 



Fig. 31. — Seif- retaining 
catheter. See text. [By kind 
permission of the '■British 
Medical Journal ’.) 



Fig. ! 32. — Method of temporarily retaining a 
catheter. : in position. The catheter retainer is made 
of sheet rubber fitted with, collar-studs to fasten it 
in position. 


shown in Fig. 82, and made by the Genito-Urinary Manufacturing Co., deserves 
to be better known. 

References tZJri*. Med. Jour. 1932, ii, 78 ; 2 Clinical Jour. 1933, Feb. ; s Practitioner , 
1933, March, 342 ; 4 Post-graduate Med. Jour. 1932, March, 77 ; 5 Practitioner , 1932, 
June, 592 ; Writ. Med. Jour. 1932, ii, 675 ; 1 Jour. oj Urol. 1932, July, 123. 


CENTRAL NERVOUS SYSTEM, TREATMENT OF INFECTIONS OF. 

(See also Meningitis.) Macdonald Critchley, M.D. , F.R.C.P . 

The Use of Hexamme. — Since the observations of S. J. Crowe 1 as to the 
demonstrability of hexamine in the cerebrospinal fluid following oral ingestion, 
it has been customary to prescribe this drug in various inflammatory disorders 
of the brain and meninges. Despite its wide employment, it is doubtful 
whether much enthusiasm has ever been raised over its therapeutic efficacy, 
and from time to time scepticism has been expressed about its antiseptic 
power and even about its actual passage into the spinal fluid. 
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W. Summers- has made a careful and important research with a view to 
determining the antiseptic power of hexamine in infections of the nervous 
system and meninges. The original conclusions of Crowe, made in 1909, may 
first be recalled. He decided that: (1) The largest amounts of hexamine are 
found to be present in the cerebrospinal fluid from thirty minutes to one 
hour after its ingestion ; (2) After therapeutic doses of the drug a sufficient 
quantity appears in the cerebrospinal fluid to exercise a marked inhibition 
of the growth of organisms inoculated into this fluid after its removal from 
the body ; (3) Hexamine given to dogs and rabbits in doses of 00 to 80 gr. 
the day before— and in some eases after — subdural inoculation with strepto- 
cocci will defer or prevent the onset of fatal meningitis ; (4) In view of these 
observations, the prompt administration of urotropine is advised in all clinical 
eases in which meningitis is a possible or threatened complication, or even 
where meningeal infection has actually occurred. The same year H. N. Rowell 3 
recorded a ease of meningitis in a child of 19 months who recovered rapidly 
after the administration of 1 gr. of hexamine every four hours. Further 
reports followed on its effect in various neurological affections, including polio- 
myelitis. as well as on its prophylactic value in cases of fractured skull, opera- 
tions for pituitary tumour, and cerebrospinal fistulas. 

Following Nieolaier, it is usually taught that the antiseptic action of hexamine 
in urine is due to the formaldehyde liberated by decomposition. Others, 
however, believe that hexamine itself possesses antiseptic powers. The diffi- 
culty lies in the fact that the chemical tests employed in the detection of the 
drag in body-fluids were mainly such as would not distinguish between hex- 
amine and formaldehyde ; or, where a discriminating test was used, it was 
inapplicable to albuminous body-fluids, including the cerebrospinal fluid. In 
1912 C. F. Burnam 4 concluded that hexamine was useless as an antiseptic for 
the cerebrospinal fluid, blit that it was very effective in acid urine, presumably 
owing to the liberation of formaldehyde in an acid medium. F. Hinman 5 in 
1914 confirmed this view by finding that hexamine was not converted into 
formaldehyde in any of the alkaline body-fluids, including the 'cerebrospinal 
fluid. Even when an alteration in the pH may occur, as in some infective 
disorders, of the nervous system, there was an insufficient shift towards 
acidity to permit of the liberation of adequate amounts of formaldehyde. 
The conclusion was that the therapeutic use of hexamine was justifiable 
for urinary infections only. As late as 1924 F. de Eds 0 concluded that 
there is no rational basis for the use of hexamine, orally or intravenously, 
as a systemic antiseptic in the treatment of various infectious diseases and 
localized infections. 

From a series of chemical and biochemical studies, the conclusions of 
W. Summers may be given in full : — 

1. The dissociation of hexamine resulting in the liberation of formaldehyde 
is dependent upon various factors, namely : (a) Concentration of hexamine 
in solution ; (b) Temperature of the solution ; (c) Hydrogen-ion concentration 
of the solution ; (d) Time allowed. 

2. Dissociation of hexamine does occur in alkaline solutions. 

8. Presence of excess of protein probably hinders the dissociation of 
hexamine. 

4. Employing the most satisfactory tests and using the fullest possible 
degree of control, it is found that hexamine appears in the cerebrospinal 
fluid within fifteen to thirty minutes after the administration of the drug to 
the patient. 

5'. No detectable quantity of formaldehyde appears in the cerebrospinal 
fluid as a result of the administration of hexamine. 
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G. In the nature of the ease it is improbable that formaldehyde, if it 
were ever formed in the cerebrospinal fluid, would continue to exist as 
such ; accumulation to the degree necessary for antiseptic action is highly 
improbable. 

7. Hexamine itself has no bactericidal action ; this action depends upon 
the liberation of formaldehyde. 

8. In cases of infection of the central nervous system no antiseptic action 
is to be expected from the administration of hexamine to the patient orally 
or intravenously. 

Forced Spinal Drainage. — For the past four or live years Kubie’s method 
of treating infective and septic infections of the nervous system by means of 
forced spinal drainage has become increasingly popular. The chief morbid 
conditions in which this form of treatment is said to be indicated are those 
characterized by a perivascular cellular infiltration (epidemic encephalitis, 
poliomyelitis, neurosyphilis). Septic and tuberculous varieties of meningitis 
have also been treated in this way, and enthusiasts have even carried out this 
technique in cases of rheumatic chorea. 

L. Kubie 7 in 1928 showed that the intravenous injection of hypotonic salt 
solution produces in animals marked increase in intracranial pressure and 
great hydration of the central nervous system. If, however, a needle is intro- 
duced into the subarachnoid space and allowed to remain in situ , the increased 
amount of fluid drains off, and there results neither increase of intracranial 
pressure nor hydration. The suggested explanation is that the osmotic pressure 
of the blood falls and thus causes a transudation of fluid from the capillaries, 
through the intercellular tissues, into the perivascular lymph spaces, and so 
to the subarachnoid space. In this way, according to Kubie, a washing-out 
of the perivascular exudate into the subarachnoid space was achieved in experi- 
mental states of meningo -encephalitis in eats. 

According to G. M. Retan, 8 who has carried out this procedure in patients 
suffering from various neuro-infective disorders, this lavage is demonstrable by 
an increase in the cell-count and the amount of protein in the lumbar fluid. 
This author believes also that forced spinal drainage relieves the local oedema 
of the nervous system in infective states. The technique consists in the intra- 
venous injection of at least 1000 c.e. of a 0-45 per cent solution of NaCI, over 
the course of one hour. In the more severe eases this may be repeated. 
After the Injection physiological solutions of saline may also if desired be given 
by mouth. Immediately before the intravenous injection a lumbar puncture 
is made and the needle left in position. It is essential that spinal fluid should 
■drip from the needle during the injection of the hypotonic saline and for at 
least an hour afterwards. If for any reason fluid should cease to escape from 
the needle, the intravenous injection must be stopped until drainage becomes 
re-established. Should the patient complain of headache during the opera- 
tion, the stylet may be introduced into the needle for ten or fifteen minutes. 
Vomiting occasionally occurs, but is not regarded as an indication to interrupt 
the drainage. Retail reports 21 cases of various disorders treated by forced 
spinal drainage ; recovery was claimed in 2 cases of preparalytic poliomyelitis ; 
2 of acute epidemic encephalitis ; and 1 case each of Sydenham’s chorea, 
syphilitic meningo-hydrocephalus, and tuberculous meningitis (the last was 
not verified by the finding of tubercle bacilli in the spinal fluid). 

F. Fremont-Smith, T. J. Putnam, and S. Cobb 9 have treated a series of 
11 cases of disseminated sclerosis by this means, without, however, specifically 
noting the clinical effects. (Their technique also includes the injection of 
0*5 c.c. of pitressin with a view T to delaying diuresis.) R. G. Spurling 10 reported 
8 cases treated by spinal drainage through an open lumbar laminectomy — 
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1 patient with poliomyelitis of six days’ duration recovered, 3 out of 
four patients with septic meningitis, and ' 1 of two patients with cerebral 
abscess. V. Casten 11 has recorded one case of blindness following trypars- 
amide medication treated successfully with forced spinal drainage. 

References. — 1 Bull Johns Hopkins Hosp. 1909, April, 20; "Birin, Med. Rev. 1938, 
June, 78 ; 5 Jour. A-mer. Med . Assoc. 1909, Nov. 13, 1641 ; 4 Arch, of Internal Med . 1912, 
x, 324 • 5 Ibid. 1914, xiii, 841 ; 6 Ibid. 1924, xxxiv, 511 ; 7 Brain, 1928, li, 244 ; s Jour. 
Amer. Med. Assoc. 1932, Sept. 3, 826 ; *Arch. of Neurol and Psychiat. 1930, xxiii, 219 ; 
n Kentucky Med. Jour. 1928, xxvi, 242; 11 New Eng. Jour. Med. 1930, April 3, 670. 

CEREBRAL ABSCESS. ( See Brain, Abscess of.) 

CEREBRAL H1EMORRHAGE . (See Apoplexy, Cerebral.) 

CEREBRAL TUMOURS. Geoffrey Jefferson , M.S . , NJLC.S. 

Meningiomas. — A very compressed paper by H. Olivecrona, 1 of Stockholm, 
on the treatment of the parasagittal meningiomas is an important one for 
surgeons. This paper is, we understand, to be elaborated into book form. 
The chief points that Olivecrona makes are set out below. 

He found meningiomas to represent 14 per cent of all histologically examined 
tumours, a percentage which has remained fairly constant for years, and 
accords with other statistics. Those in the parasagittal situation are by far 
the most frequent. By that is meant that the tumours have arisen from the 
longitudinal sinus or from the meninges immediately external to it. 

Site of Olivecrona’s Meningiomas. 


Parasagittal . . ■ . . . . 22 

Convexity of hemisphere . . 7 

Fissure of Sylvius . . . . 6 

Suprasellar . . . . . . 5 

Olfactory groove . . . . . . 1 

Gasserian ganglion . , . . 2 

Lateral ventricle , . , . . . . 2 

Cerebello -pontine angle . . . . 5 

Tana , . . . . . . . 3 


53 out of 371 histologically 
verified intracranial 
tumours (14 per cent) 

From the point of view of symptoms, the exact site is of little importance, 
as it does not matter greatly if the tumour is a few millimetres outside the 
sinus ; but from the viewpoint of operative technique it is very important, 
for it is the most difficult of surgical operations to separate the tumour from, 
the sinus, whilst this difficulty is not present in those a little removed from 
the mid-line. We must remember that pathologically there are variations in 
meningiomas ; some tend to be malignant and to give rise to recurrence. The 
great proportion of them, however, are not malignant and do not recur if they 
are completely removed. The parasagittal meningiomas, owing to their slow 
growth (as with meningiomas in general), often reach a large size before coming 
to operation. In the majority of the author’s cases the size was from a goose’s 
egg to an apple. Smaller tumours (hen’s egg) are sometimes found when they 
cause motor symptoms. Meningiomas as a rule are very vascular, and this 
adds to the difficulty of operation. On opening the dura they may not be 
visible and the surgeon may have to dissect down upon them. The connection 
of the growth to the sagittal sinus varies ; in the majority of cases the tumour 
reaches the margin of the sinus or bulges into it. Again, the sinus may be 
completely filled with tumour, which may come through on the other side. 
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This occurred 4 times in 22 examples. Vessels come partly from the dura but 
mostly from the pi a, and cross the space between pia and tumour, where 
they can be caught and coagulated. 

With regard to the position of the tumour we can distinguish (1) an anterior, 
(2) a middle, and (3) a posterior syndrome. Usually these syndromes with 
the X-ray appearances are sufficient for a clear diagnosis. 

1. The anterior syndrome is comparatively poorly defined, and without a 
positive X-ray can only be tentatively recognized when the following symptoms 
are present : (a) Double papill oedema with very definite defect of vision on the 
side of the tumour ; ( h ) Psychic disturbance — if very pronounced, indicates a 
very large or double-sided tumour. Other less constant symptoms may be 
present : homolateral anosmia, a slight contralateral facial paresis, or dis- 
turbance of micturition. The anterior parasagittal syndrome resembles the 
subfrontal syndrome of Foster Kennedy, but is less typical. 

2. The middle syndrome is the motor and sensory one. The classical mono- 
plegia of the leg is not, however, always found ; the paresis may begin in the 
arm. 

3. The posterior syndrome consists of contralateral homonymous hemianopia 
with sensory disturbance (and, if left-sided, alexia and aphasia). 

The proportions of the cases comprising these three syndromes were 8-11-3, 
of which 5-11-2 showed more or less typical signs, the others being indefinite. 
Radiologieally these tumours are difficult, for the variations in bone and vessel 
formation along the sagittal suture make the diagnosis perplexing. But the 
combination of the clinical picture and X-ray findings is often quite definite ; 
if not, recourse may be had to ventriculography. Originally Oiiveerona only 
made ventriculograms when the site of the tumour was uncertain, but he has 
found the picture obtained to be characteristically useful, so it is now taken 
even w r hen the site of the tumour is known. In the malignant hemispheral 
gliomas the ventricle is very much more widened than in the meningiomas, 
and the ventricular deformity is less marked. 

Treatment. — As to the operative technique, he insists on the necessity for 
uncovering the sagittal sinus for at least 10 cm. and for 2 to 3 cm. across the 
middle line. Haemorrhage may be severe on reflecting the bone, and therefore 
the dura is immediately covered with a thin sheet of wet cotton, which is left in 
situ and cut through together with the dura. The extent of the tumour can now 
be seen and the dura of the opposite side opened to look for a dumb-bell tumour. 
The most important step now follows' — the separation of the tumour from the 
sinus by cutting through the dura between the tumour and the sinus, securing 
the edges with silver clips. Oiiveerona has usually opened the sinus in one 
or more places, and occasionally resected part of it, but only as a last resort 
in the Rolandic region or behind it. A large piece of dura is always removed 
with the tumour. This is not repaired, but the bone-flap at once replaced 
with a twenty-four hour drain. He strongly favours one-stage operations with 
transfusions. In his first 11 eases he had 7 eases with two or more stages, in 
the later series only one. 

The after-care of these eases is difficult ; frequent punctures are necessary 
to reduce pressure, and there is a strong tendency to fistula formation from 
the excessive production of cerebrospinal fluid. This is an important argument 
in favour of the one-stage operation, for the wounds of two-stage interventions 
never heal so well. Oiiveerona’ s mortality is 13*6 per cent — 3 deaths in 22 
cases ; he lost his second, third, and tenth case. The cause of death in the 
first case was post-operative fistula with meningitis ; the second case died 
several months later, the third three years later, of recurrence. 

On meningiomas other than the parasagittal there are two recent papers of 
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note. In one C. A. Els berg- is concerned with those occupying the lloor of 
the middle- fossa beneath the right or left temporal lobes. He considers that 
the symptomatology is fairly characteristic : his patients have had attacks 
of unconsciousness or generalized convulsions for several years, and then 
commence with headaches and perhaps personality changes, accompanied by 
pale discs or papilloedema. X-ray examination reveals erosion of the floor of 
the sella and atrophy of the clinoid processes. Elsberg has found tumours in 
the situation mentioned in 15 (or 14-7 per cent) of his total of 102 meningiomas. 
In the second paper, which will only be mentioned, C. H. Frazier 3 describes 
a series of eases of unilateral exophthalmos. Of 15 such eases meningioma was 
the cause in 10, usually in the middle fossa. The causes in the remaining 
5 cases were : orbito-ethmoidal osteoma 2, epidermoid (cholesteatoma) 1, 
Paget’s disease 1, adenocarcinoma of scalp and skull 1. This is an important 
and well-illustrated communication and will repay close study by those who 
have the care of similar eases. 

Gliomas of the Cerebral Hemispheres. — It is now a well-established fact 
that the cerebral gliomas do not produce the same effects in all patients. Not 
only are there several different kinds of glioma histologically, but definite 
tumour syndromes have been worked out, based on the predilection of certain 
types of growth for certain situations. 

A rough classification can also be made on the grounds of the rapidity of 
the evolution of symptoms. The classification of gliomas into acute and 
chronic is a step of very considerable practical importance, for the acute types 
as a rule are unpromising and indeed usually hopeless problems surgically, 
nor do they do well with radiotherapy. The patients stand operation badly 
and are little or not at all profited by it. It becomes important, therefore 
to recognize the acute or malignant class. In a review of his gliomas 
II. Olivecrona 4 found 118 in the cerebrum and 68 in the cerebellum or pons 
(roughly 2 to 1 above and below the tentorium).' The tumours in the hemi- 
spheres were chiefly near the motor area and especially about the Sylvian 
fissure. From their clinical course he divided them into malignant and benign 
gliomas, and these occur with about equal frequency. The malignant cases 
usually attack persons between the ages of 40 and 60, with either an insidious 
or apoplectic onset. The essential point is that pressure signs are usually 
slight, , papilloedema being often absent, whilst intellectual and behavioural 
changes are marked. The survival period is from six to eight months. By 
contrast the benign group is found chiefly in young persons, the clinical history 
is longer, and pressure signs are present, often in high degree. Mental changes 
occur late. Olivecrona thinks that the .malignant gliomas tend to cause 
dilatation of the contralateral ventricle and usually of the non-obl iterated 
part, of that of the same side. The benign cases do not cause such marked 
obliteration of the ventricles as do meningiomas, nor so much dilatation as 
do the malignant tumours, unless the .history is very long. These points are 
well brought out by ventriculography. Nothing' can be done for the malignant 
cases, for even if an operation is performed to relieve distressing headache and 
vomiting, the patient never has a period when he can work again before death 
supervenes. If operated upon, Olivecrona thinks they do much better with 
tumour removals than with plain decompression (post-operative mortality : 
decompression 52*5 per cent, tumour removal 23 per cent). With the benign 
tumours it is even more important to remove the tumour radically, for in them 
a period at least of working capacity is to be expected, and 25 per cent of his 
cases lived for two years, or longer. 

Refebences. l Zenfralb. j. Chir. 1932, Dec., 2954 ; N. T. Neurol. Inst. 1 932, 

ii, 95 : *Surg. Gynecol, and Obst. 1932, Dec. 1, 681 ; *Deut. Zeits . f. Nervenheilk. 1932, 
cxxviii, 1. 
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CEREBROSPINAL FEVER, J. D. Holleston , M.D. t FM.C.P. 

Epidemiology. — Sir George Buchanan 1 gives the following account of the 
incidence of cerebrospinal fever in England and Wales during the last ten 
years, with special reference to the period 1929-32. In normal, inter-epidemic 
periods, such as 1922-8, the mild eases are rarely diagnosed and notified, so 
that the notified cases are almost exclusively fatal. On the other hand, when 
a local outbreak occurs, as in 1930-2 in some English counties, the practi- 
tioners soon recognize the early symptoms and a large number recover either 
spontaneously or under treatment. The increased incidence of the disease is 
best shown by the increase in the fatality rate since 1929, when the number 
of deaths notified (588) exceeded that noted in England since 1915. The 
highest rise was found in the West Riding in Yorkshire, where 885 of the 2157 
notified in 1931 occurred. Although there was an increase of influenza in 
1930-2, the regions with an increased incidence of cerebrospinal fever did not 
show a special or simultaneous increase of influenza. 

In an address on the outbreak of cerebrospinal fever in the West Riding 
of Yorkshire during the last three years, E. A. Underwood 2 states that although 
the county boroughs were not affected until 1931, cases began to arise in 
epidemic proportions in rural districts in the previous year. In 1931 eases 
appeared in the towns of Barnsley, Rotherham, and Conisbrough, as well as 
in the rural districts. In 1932 the incidence of the disease remained almost 
as high as in 1931. Many towns and areas which seemed to be similar as 
regards the industrial and social conditions were very differently affected, 
although in close contiguity with one another. This was due to the fact that 
the disease w T as most prevalent in places where the ratio of children under 14 
was highest, as in the rapidly growing areas of Doncaster, Malt by, and Thorne. 
Underwood suggests that children act as reservoirs for the meningococcus, 
and that its virulence is raised by passage through them until meningitis is 
ultimately produced in a susceptible individual. 

According to A. G. Hussein, 3 during the years 1930, 1931, and 1932 the 
incidence of cerebrospinal fever in Cairo was highest between the middle of 
February and the middle of April. The epidemic of 1931-2 reached its peak 
five weeks sooner than that of 1930-1. The disease was most prevalent in 
children up to the age of 15 years and was rare over 35. The highest mortality 
was in the first year of life. There were no fatal cases over 75. The 'morbidity 
and fatality were higher up to the age of 35, while the proportion of females 
attacked was slightly higher above that age. Although all religious bodies 
and nationalities were attacked, the incidence and fatality were highest among 
the Jews. It was unusual to find more than one case in a house. Out of 
964 cases there were only 26 in which two cases occurred in the same house 
and 2 in which there were three. 

W. Chodzko 4 reports that during the period 1919-July 1, 1932, the number 
of cases of cerebrospinal fever notified in Poland ranged from 330 in 1919 to 
869 in 1929, and the ease fatality from 25*4 per cent in 1932 to 61*8 per cent 
in 1924. These figures are almost identical with those returned for Sweden 
and Prussia. As in other countries, the maximum number of eases was 
observed in March, April, and May, and the fewest in October, November, 
and December. The central departments were most heavily affected. 

Symptoms and Complications . — W. G. Cook, R. A. Lyon, and A. G. Mitchell 5 
state that of 87 cases of meningococcus meningitis admitted to the Cincinnati 
General Hospital during 1930 and 1931, only 36 survived in spite of vigorous 
treatment with anti-meningoeoccus serum : 26 recovered entirely, while 10 
whose ages ranged from 10 months to 29 years had various nervous complica- 
tions. Vigorous lumbar and cisternal punctures apparently had nothing to do 
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with the production of these complications, with the possible exception of the 
occurrence of radiculitis in one case. 

M. Schulman 6 reports a ease in a boy, aged 6 years, of abortive meningococcus 
meningitis followed three weeks later by tuberculous meningitis . Death took 
place within a month. An attack of measles which occurred three weeks 
before the meningococcus meningitis appears to have activated a dormant 
tuberculous infection. 

Treatment. — C hodzko 4 iilust rates the importance of early Serum Treat- 
ment by the fact that the fatality of eases so treated in the first week was 
18-5 per cent, as compared with 27-5 per cent in the second week, 47*5 per 
cent in the third week, and 61-5 per cent in the fourth week. 

References. — 1 Bull . Off. internal . cVHyg* publ. 1932, 1098 ; ^Public Health , 1933, 
xlvi, 182 ; -Bull. Off. internat. d'Hyg. publ. 1933, 270 ; Hbid. 243 ; K4rch. of Pediat. 
1932, Dec., 807 ; *Med. Jour, and Record, 1933, csxxvii, 8. 

CHANCROID. Col. L. If. Harrison , D.S.O . 

Diagnosis. — P. Fernet, 1 in a paper on extra-genital soft chancre, mentions 
a valuable diagnostic sign which was described by Professor Petges before 
the dermatological section at Strasbourg in 1928. Petges showed that 
besides the outer red areola there is an inner yellowish-grey one. The floor 
of the ulcer is sprinkled with little red, cup-like points visible under a lens. 
It is easy to discover Ducrey's bacillus in these chancroids if the material 
is taken from the red border, which is not masked by pus and necrosed 
particles. 

Treatment. — H. Marchand 3 mentions that as long ago as 1922 he recom- 
mended the application of a 3 per cent solution of Novarsenobenzol to 
chancroids, and in 1980, Louste Thibaut and Racine confirmed this suggestion, 
stating that novarsenobenzol has shown itself far superior to chemical caustics 
such as nitrate of silver, chloride of zinc, and so forth. Marchand says, how- 
ever, that novarsenobenzol sometimes fails, and some eases also are absolutely 
resistant to intravenous injection of Dmeicos. In these eases he suggests that 
possibly the application of either Horse Serum or Human Serum, the latter 
preferably from a recently cured case of chancroid, w r ouId be efficacious. He 
has had good results from application of the patient’s own serum, especially 
when the patient w r as receiving injections of dmeicos. 

References, — *Med, Press and Circular , 1933, May, 398 ; -Gen. Practice , 1933, 
Aprfl-June, 93. ■ ■ 

CHICKEN-POX. J. D. Rolleston , M.D., F.R.C.P. 

Etiology. — C. R. Amies 1 has confirmed the findings of Aragao (1911) and 
' Paschen (1919) that the vesicle fluid of chicken-pox contains large numbers 
of elementary bodies. He prepared .suspensions of these bodies in normal 
saline containing 2 per cent of sodium citrate, and found that they were speci- 
fically agglutinated by the serum of patients convalescent from varicella. As 
the result of examination of 61 sera obtained from 55 varicella patients lie 
found that with few exceptions agglutinins appeared in the blood about 
five days . after the onset of the eruption and persisted therein for some 
time. Amies regards the constant presence of the elementary bodies in 
the 'early vesicle fluid and their agglutination by the homologous antiserum 
as strong evidence of their representing the actual infecting agents of 
varicella. 

Symptoms and Complications.— -A. G. G. Thompson, 2 the Medical Officer 
of Health of Lambeth, reports on 1190 eases of chicken-pox which he has seen 
during the last ■ four and a half years. The youngest was 7 weeks and the 
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oldest 76 years, the next oldest being 66, 64, and 57. Two cases, aged 7 and 
10 years, were of the haemorrhagic type, and both recovered. The severest 
cases occurred in the age groups from 20 to 40 years. No patient had any 
history or scars of a previous attack. 

In a paper on varicella in old age , J. D. Rolleston 3 states that of 32 cases 
of chicken-pox in patients of 18 years and upwards under treatment in the 
Western Hospital (L.C.C.) from Jan. 1, 1926, to. Sept. 30, 1932, only 3 were 
over 30 years of age — namely, two men aged 31 and 64 respectively and a 
woman aged 76, The man aged 64 , in whom the diagnosis of chicken-pox 
had been confirmed by Wanklyn, was one of a series of five fatal eases of the 
disease which Rolleston had seen in the course of thirty-two years’ fever 
practice. He was an alcoholic and debilitated subject who was admitted to 
hospital with a copious eruption of varicella complicated by bronchopneumonia 
and albuminuria, and died three days later. The necropsy showed broncho- 
pneumonia of both lungs, a large and fatty heart, and cirrhosis of the liver. 
In the woman aged 76, the eruption presented the typical appearance and 
distribution of varicella, but on the left side of the front and back of the chest 
and left arm where she had undergone deep X-ray therapy for lymphosarcoma 
the rash was confluent. Uncomplicated recovery took place. 

Other cases of varicella in old age have since been reported at 80 (A. Joe 4 ), 
81 (B. Barling and J. Cahill 5 ), 82 (W. H. S. Armstrong 6 ), 88 (G. L. Webb, 7 
A. Joe 4 ), and 93 (C. C. Coombs 8 ). 

P. Berode 9 has collected 74 cases of varicella with nervous complications in 
patients aged from 4 months to 32 years, most of which have been recorded 
in the last six years. The onset was sudden. There was almost always an 
interval of from five to seventeen days between the eruption of varicella and 
the onset of the nervous symptoms. The attack of varicella was usually 
normal otherwise. Uneventful recovery was the rule ; only two of the 74 
cases proved fatal. All parts of the nervous system may be affected, but the 
ehoreo-athetotie cerebellar forms and meningitis are the varieties most fre- 
quently encountered. In some cases, including one observed by Berode, the 
reaction of deviation of the complement performed with an emulsion of recent 
varicella scabs proved positive. The etiology of these nervous phenomena is 
still obscure. It is possible that there is an unknown neurotropie virus which 
is roused into activity by the varicella infection, as in the nervous complica- 
tions of other eruptive forms. On the other hand, it is possible that the 
varicella vims itself under certain conditions, such as special susceptibility 
of the individual, may become neurotropic. Neither of these hypotheses 
has at present received any anatomical, bacteriological, or serological con- 
firmation. 

J. Halle and P. Arondel 10 record the case of a boy, aged 2£ years, admitted 
to hospital with symptoms of meningitis , which had set in on the previous 
day. On lumbar puncture the fluid was clear and not under hypertension, 
as well as quite normal in composition. On the evening of the third day the 
meningeal symptoms began to subside, and they completely disappeared on 
the fourth day when the eruption of varicella appeared. The subsequent 
course of the disease was mild and uncomplicated. 

Two cases of encephalitis following varicella have recently been published 
by F. M. Fry 11 and P. Miihlenkamp 12 respectively. Fry’s case was that of 
a girl, aged 10 years, who developed symptoms of encephalitis in the first 
week of a profuse eruption of varicella, characterized by dizziness and right 
hemiplegia. Return of power was slow and gradual, but complete recovery 
took place in fifteen months from the onset. Muhlenkamp’ s patient was a boy 
aged 3| years, who on the fifth day of a typical attack of varicella, when the 
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lesions had dried up, developed symptoms of encephalitis as shown by toxic 
and clonic convulsions, followed by tremor of the head, hands, and feet. 
Under treatment by lumbar puncture, which gave issue to cerebrospinal fluid 
under slight pressure, improvement took place and all the symptoms disappeared 
in nineteen days from the onset. 

References* — 1 Lancet , 1933, i, 1015; 2 Brit. Med. Jour . 1932, ii, 1214 ; Mbid. 1007 ; 
mid. 1125; mid. 1081; Mbid. 1125: 7 Ibid. 1125; mid. 1125; ,J These de Paris, 
1932, No. 553; 10 j Bull. Sac. de Fed. 1933, 104; 11 Ganad . Med . Assoc. Jour. 1932, 
xxvii, 2S4 ; 12 Arch . f. Kinderheilk. 1932, xcviii, 81. 

CHOLANGITIS, { See Gall-bladder and Bile-passages, Surgery of ; 

Jaundice, Catarrhal, Surgical Treatment of.) 

CHOLECYSTITIS, { See also Gall-bladder, Surgery of.) 

Robert Hutchison , M.D. , F.R.C.P. 

W. Magner and J. M. Hutcheson 1 have investigated the bacteriology of 
cholecystitis in 200 gall-bladders removed at operation. They conclude that 
chronic cholecystitis is due in most eases to a streptococcal intramural infection 
of the gall-bladder, but other bacteria, notably those of the typhoid group, 
may also cause it. 

A. F. Hurst 2 draws attention to the frequency of B. coli infection of the 
gall-bladder and suggests that the infection is an ascending one from the 
duodenum and that the frequently coexisting achlorhydria favours this. 
Anatomical abnormalities of the biliary tract may predispose to the infection 
Just as they do in the urinary tract. The symptoms are those of 4 gall-bladder 
indigestion % flatulence and nausea being conspicuous. In mild cases there is 
no colic or pyrexia, and jaundice never occurs. The gall-bladder may show no 
abnormality on cholecystography. 

Treatment.— This consists in : (1) Attempting to sterilize the gall-bladder 
by large doses of Hexamine (60 to 100 gr. with an equal quantity of soda 
bicarb, and sod. eit. t.i.d. p.c.) ; (2) Promoting biliary drainage by giving 
a concentrated solution of Magnesium Sulphate in a dose just short of that 
which causes diarrhoea, every morning fasting, and a tablespoonful of Olive 
Oil before each meal ; (3) Putting the patient upon a Cholesterol-free Diet. 

References. — l Canad. Med. Assoc. Jour. 1932, Nov., 469 ; -Guifs Hasp. Rep. 1932, 

Oct., 396. 

CHOLERA. * Sir Leonard Rogers , M.D., F.R.C.P . , F.R.S. 

Epidemiology .—Three lengthy papers on studies of cholera bacteriophage 
are published by I. N. Ashesliov, I, Asheshov, S. Khan, and M. N. Lahiri, 1 
on the complicated technique of the subject.' The first deals with culture 
media (the basis of which is papain-digested meat and broth), special test- 
tabes, candles for filtration, the collection and' dilution of material, and the 
isolation of pure-line types of bacteriophage. In the second part the classi- 
fication of bacteriophage is considered, of which five types of choleraphage 
are. already recognized on the basis of their reciprocal compensatory action 
on bacterial cultures. In Part III the virulence and development of bacterio- 
phage Is dealt with, and the virulence is considered as an intrinsic property 
of the bacteriophage corpuscle as shown by its power to develop within and 
at the expense of bacteria, causing their destruction. The degree of virulence 
is considered to be higher as multiplication and destruction are more rapid, 
and a new virulence test is suggested based on determination of the rate of 
multiplication. 

The influence of hydrogen-ion concentration on cholera baeteriophagy is 
considered by R. S. Rao, 2 who concludes that “ within the optimum limits 
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lysis by type A of cholera, bacteriophage is enhanced by increasing acidity, 
and that by type B by increasing alkalinity”. He also suggests that 
Asheshov’s different grades of roughness can be altered appreciably by changing 
the pH of the culture medium. C. L. Pasrieha and A. J. De Monte 3 report 
further on eholeraphage type E and a sixth type F, and they suggest a classi- 
fication according to their lysability by pure-line eholeraphages, and that B, C, 
and D types undergo a mutation in nature, thus still further complicating the 
matter. 

The methods and results of forecasting cholera, small-pox, and plague incid- 
ence in India, with a forecast for 1933 , are dealt with by L. Rogers. 4 

The ‘bogy’ of the negative phase of increased susceptibility to cholera for 
a short time after anti -cholera inoculation is once more disposed of by A. D. 
Stewart, 5 who quotes the opinion of Topley and Wilson that from the point 
of view of prophylaxis it can probably be disregarded. 

The bactericidal action of Bi-Siydranol in human cholera carriers is reported 
on by L. Leiva, c who finds that it ranks favourably with salol-urotropin treat- 
ment for this purpose as the result of a comparative trial in 70 cases. The 
doses were two of 0*15 grm. of dihydranol in 25 per cent olive oil three times 
a day for the first two days, and three doses thrice daily from the third to the 
seventh day. 

References. — l Ind. Jour. Med. Research, 1933, April, 1109, 1127, 1159 ; Hhid. 
1932, Oct., 377 ; 3 Ind. Med. Gaz . 1932, Sept., 487 ; Hbid. 1933, Jan., 1, and March, 125 ; 

5 Ibid. 1932, Sept,, 515 ; & Amer. Jour. Trop. Med. 1932, Nov., 509. 

CHOREA, Macdonald Critchley , M.D . , F.R.C.P. 

On account of its frequent occurrence as well as the interesting historical 
and clinical associations, chorea forms an apposite subject for review. The 
popular designation 4 St. Vitus’s dance’ dates from the early middle ages, when 
the notorious dancing epidemics formed an interesting example of mass 
hysteria. In Italy the outbreak of dancing fury was popularly attributed to 
the bite of a spider or tarantula, and the name ‘tarantism’ arose in conse- 
quence. . . There was close connection between the dancing furor and religious 
ecstasies, and on certain feast-days tarantism reached an especially high' pitch. 
The days of St. John the Baptist and of. St. Vitus (June 15) were particularly 
favoured, and the latter has since been closely associated with the occurrence 
of unrestrained bodily movements of pathological nature. Vitus was a Sicilian 
■youth, put to death in the year 303 A.D. During the fourteenth century the 
legend grew up that, immediately before death Vitus prayed that he might 
be given the power to protect from the dancing mania all those who would 
solemnize the day of his commemoration. A voice from heaven ratified 
this request, and thus St. Vitus became the patron saint of the dancing 
votaries. 

Present Conception. — Spontaneous movements of ‘choreiform’ type are 
encountered in many pathological states, in subjects of divers ages and type. 
It has been suggested therefore that ‘chorea’ is simply a descriptive label, 
and merely indicates a striking symptom depending upon interference with 
particular neuro -anatomical structures. To-day, however, there is no agree- 
ment as to which regions of the brain are associated in a diseased state with 
chorea. The balance of opinion, nevertheless, still seems to favour the basal 
ganglia, and the subthalamic structures in particular, as ■ the regions where 
..one expects to find alterations in a fatal ease of chorea. The mechanism 
whereby the movements are produced still remains unexplained. 

Types. — .For the purposes of definition, it is convenient to enumerate the 
main morbid conditions under which choreiform movements may be seen. 
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Such a ‘classification’ is purely clinical or descriptive and possesses no 
scientific or etiological properties. The chief types of chorea, then, are 
the following: — 

Sydenham’s chorea (chorea rhenmatiea). 

Chorea gravidarum, 

Huntington’s chorea. 

Senile chorea. 

Chronic progressive chorea. 

Apoplectic chorea (post-hemiplegic chorea). 

Hysterical chorea. 

Chorea associated with certain infections (e.g., epidemic encephalitis ; 
diphtheria). 

Symptomatology. — The clinical evidences of chorea are too well known to 
permit any detailed recapitulation. It will perhaps be justifiable to survey 
them from a comparative standpoint, and to stress the so-called ‘minor signs’ 
of chorea. The symptomatology of Sydenham’s chorea may be taken as 
typifying the other varieties. The character of the choreiform movements 
are well known, and easily recognized once pointed out. Large irregular 
movements of the limbs and face, spontaneous rather than involuntary, 
capable of temporary control by the will, immediately exaggerated by voli- 
tional or emotional activity— 'these are the outstanding features. Choreiform 
movements, indeed, closely resemble purposeful ‘voluntary’ movements, and 
on this account they may be overlooked. 

The ‘minor signs’, however, are more important, for they are usually 
demonstrable throughout the course of an attack of chorea. Movements, on 
the other hand, may actually be in abeyance although chorea is present. This 
is the ease at two periods : in the very earliest stages, and secondly in the 
advanced cases where immobility replaces movement (‘paralytic chorea’). 
‘Minor signs’ are therefore of diagnostic as well as prognostic significance. 
They may be briefly enumerated, as follows : (I) Hypotonus ; most marked 
in the more affected limbs. (In the non-rheumatic types of chorea, hypo tonus 
may be less easily demonstrable.) (2) Disorders of speech ; ranging from 
dysarthria through poverty of speech to a complete mutism in severe cases. 

(3) Certain characteristic attitudes which in turn depend upon the hypotomis. 
Chief among them are the choreic hand (hyperflexion of the wrist with hyper- 
extension and abduction of the fingers) ; the pronator forearm sign (best seen 
when the patient raises the arms above the head) ; and the choreic tongue 
(which is protended and withdrawn in an abrupt and almost snakelike manner). 

(4) Alterations in the reflexes, particularly the knee-jerks. These are rarely 
normal, but the type of alteration is variable. Occasionally, no knee-jerk can 
be elicited; more often a ‘pendular’ type of response is seen, whereby the 
leg swings backwards and forwards as in cases of cerebellar disease. Thirdly 
there is the. sustained knee-jerk which is the typical choreic knee-jerk of the 
text-books. (5) The gait is often diagnostic ; a child with rheumatic chorea 
walks without swinging the arms, but displays wriggling or writhing move- 
ments of the head, neck, and trunk. (6) Some degree of muscular weakness 
is usually present and may be striking in the so-called ‘paralytic eases’. The 
weakness is chiefly shown as a lack of maintenance of contraction. This defect 
is best shown by the ‘choreic hand-grasp’. As the patient squeezes the 
examiner’s hand it is noticeable that the contraction is not steadily sustained 
but alternately waxes and wanes in strength. 

Treatment. — The most impressive feature about the treatment of chorea 
is the extreme multiplicity of measures that have at one time or other been 
recommended. Doubtless this fact itself is of significance. Unquestionably, 
Prolonged Best is the most important (and perhaps the only important) 
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measure in treating acute cases of chorea (Sydenham's chorea, chorea gravi- 
darum). In the chronic and progressive types, including the senile and 
Huntingtonian varieties, the value of rest is slight. The practical difficulty 
is to obtain the consent of the parent and patient to an adequate period of 
rest, and there is a tendency for the child to return to school much too soon. 
Rest is indicated, of course, not only as a direct means of restraining the 
chorea, but as an assurance against cardiac complications. The older practice 
of ‘isolation behind screens’ is nowadays usually regarded as an unnecessary 
and even deleterious hardship. A eommonsense degree of mental and 
emotional quiet will suffice. The Diet should be rich and plentiful, the aim 
being to ‘feed up’ the patient. Of Drug therapy but little can be said with 
confidence. The numerous curatives can be divided into two classes — namely, 
a group of sedative drags and a group of specific (anti-rheumatic) drags. To 
the first belong such drugs as potassium bromide, luminal, arsenic (whether 
in increasing or in short doses), chloretone. Chief among the latter class are 
the salicylates. Perhaps to both groups belong the two drugs nirvanol and 
aspirin, as combining sedative properties with possibly a specific action on the 
rheumatism. Such drastic measures as repeated lumbar puncture, intrathecal 
injection of magnesium sulphate, and fever therapy, may be mentioned merely 
as historical curiosities, for few would be so rash as to advocate these pro- 
cedures in a rheumatic child suffering from a self-limiting nervous complica- 
tion. If drags are to be employed, there is much to be said for the use of 
Aspirin in 10-gr. doses thrice daily. Only rarely is it necessary to add a 
little Bromide ; in relapsing or intractable cases Chloretone, in doses of 
3 or 4 gr. thrice a day, is often most efficacious. When sleeplessness is pro- 
minent, Chloral Hydrate is by far the best drag ; as C. Wall has pointed 
out, other hypnotics may even irritate the choreic patient. 

Chorea Gravidarum. — Until recently this form of chorea has been but 
dimly understood, and has puzzled obstetricians and neurologists alike. The 
recent survey of over 1000 cases of this disorder made by P. Willson and 
A. Preece 1 has, however, thrown considerable light upon both etiology and 
symptomatology. According to the authors’ statistics, chorea gravidarum 
occurs about once in every 3000 pregnancies. It is essentially a disease of 
younger women, and in over 17 per cent of their eases the patient was 
unmarried. Evidence of previous chorea occurring during childhood is obtain- 
able in 61 per cent of cases ; one-third of their eases gave a history of previous 
rheumatism ; and almost half gave suggestive evidences of carditis. Out of 
67 fatal cases with post-mortem examination, cardiac lesions were found in 
87 per cent. Twenty-five per cent of girls who have chorea during childhood 
are likely to have a recurrence during pregnancy. 

Chorea gravidarum usually commences early in pregnancy. The average 
duration of the disease is six weeks in the fatal and ten weeks in the non-fatal 
cases. In almost half the cases pregnancy goes to term. Fever is a rare but 
grave symptom. Clinical and biochemical evidences of toxaemia are usually 
absent. The mortality rate for the whole of the authors’ eases was 18 per 
cent. (In 1880 it was 25 per cent and more recently only 12 per cent.) . Of 
the recurrent cases of chorea gravidarum 10 per cent only ended fatally. 
The death-rate was lower in the younger subjects. In patients in whom 
labour was uninterrupted at full term the mortality was 13 per cent ; 
where there was intervention it rose to 33 per cent ; where spontaneous 
premature birth occurred it was 34 per cent. The foetal mortality amounted 
to 57 per cent. 

Treatment. — The authors make the following suggestions : Conservative 
measures should on the whole be followed. The Diet should be rich but 

. 9 , 
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easily digested, A cautious employment of sedatives (Chloral or the Barbi- 
turates) is recommended, but morphia and chloroform are contra-indicated. 
Labour should be induced : (1) If a regime of rest, sedation, seclusion, and 
nourishment fails ; (2) If the movements become very violent ; (8) If the 
speech becomes incoherent ; (4) If the mentality becomes clouded ; and (5) If 
insomnia persists. 

[Reference.' — l Arch. of Internal Med. 1932, xlix, 471. 

CLEFT PALATE. (See Hare-lip and Cleft Palate.) 

CLUB-FOOT. (See Deformities.) 

COARCTATION OF THE AORTA, ' (See Heart Disease, Congenital.) 


COCCYGEAL SINUS, (See also Cysts and Fistula; Pilonidal Sinus.) 

J. P, Lockhart-Mummery, F.B.C.S. 
This condition is chiefly of interest because it is often confused with fistula 
in ano. with the result that it is wronslv treated and cannot be made to heal. 



Fig. S3. — A' cliagraxmnatic representation of 
a coccygeal sinus, A, Small hard nodule to 
one side of the middle line, either' temporarily 
healed over or showing a small opening with 
heaped-np granulation tissue ; B, Firm hard 
core leading downwards and towards the middle 
line ; c, Tiny orifices situated accurately in 
the middle line. (By 'kind permission of the 
* British Journal of Surgery *.) 


The sinus, or fistula, is always situ- 
ated just over, or quite close to, the 
tip of the coccyx (Fig. 83). Sinuses 
due to suppuration may spread in 
other directions, but the primary 
lesion is always in the same position. 
It is due to a congenital fault in foetal 
development and is really caused by 
an inclusion dermoid. The main or 
primary sinus is lined with skin and 
often contains hairs. There are two 
main theories as to the causation of 
this sinus : (1) That it is a sequestra- 
tion dermoid due to faulty coalescence 
of the skin ; (2) That it arises from 
the remnant of the spinal canal known 
as the coccygeal vestige. The post- 
ana! dimple, which is present in some 
20 per cent of individuals, is a less 
advanced form of the same condition. 
The practical point which is of im- 
portance is that the sinus, being lined 
with skin, will not heal up unless 
all the area is completely removed. 


Merely laying the sinus open, which 
would be effectual in a rectal fistula, is of no use in these cases. 

H. L. Newell 1 gives an excellent description of the condition, with a report 
of eleven cases. He advises complete removal of the whole extent of the 
sinus. The area that it Is desired to remove may be defined by the use of a 
Iipiodol Injection and X rays, or by the injection of paraffin wax just before 
operation. 


Reference .—JBriS. Jour . Surg. 1933, Oct-., 219, 


C0LX BACILLURIA, ( See Pyelocystitis ; Pyuria in Children ; Urinary 
Antiseptics.) 
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COLON, MELANOSIS OF. Robert Hutchison , M.D., F.R.C.P . 

H. L. Boekus, J. H. Willard, and Joseph Bank, in a comprehensive review 1 
of this condition, point out that although melanotic pigmentation of the colon 
has been recognized for more than a century, very little has been written 
about it clinically. They found it present in 4-7 per cent of 553 patients 
subjected to routine examination with the sigmoidoscope, and give details of 
41 eases. The pigmentation is usually most intense in the rectum, fading out 
in the upper sigmoid in many cases. The colour varies from buff to dark 
brown or black, the deeper shade being broken up into polyhedral designs by 
lighter stria?. The appearance has been likened to that of a toad’s back or 
to snake, crocodile, or tiger skin. To the authors it suggests the cross-section 
of a nutmeg. Microscopic examination shows that the pigment lies within 
large mononuclear cells in the tunica propria of the mucosa ; it belongs to 
the group of melanins. The origin of the pigment has been disputed, but the 
authors are convinced that it is derived from a laxative containing anthracene 
or einodin compounds. All their patients had been using laxatives of this 
kind, usually cascara, for years. The pigmentation does not of itself cause 
symptoms, and if the laxative is discontinued, the pigmentation disappears in 
from four to twelve months. 

Reference. — x Jour. Amer. Med. Assoc. 1933, July 1, 1. 

COLON, SURGERY OF. A. Rendle Short, M.D., F.R.C.S. 

Ulcerative' Colitis.— -J. A. Bargen, P. W. Brown, and F. W. Rankin 1 
describe the experience of the Mayo Clinic of Ileostomy for intractable types 
of this disease. They do not believe ea?costomy or appendieostomy do much 
good, and ileostomy is being done less and less frequently, and only in chronic 
eases. Acute ulcerative colitis is not a surgical proposition. Ileostomy has 
been performed on 82 patients in ten years, ■ whereof 26 died soon, and 15 later. 
They divide the ileum 0 in. from the caecum, close the distal end, and exteriorize 
the proximal end ; this makes a subsequent resection of the colon easier. The 
ileostomy will probably be lifelong. [Our experience of appendieostomy, or 
if that is insufficient, of eaeeostomy or transverse colostomy, closed after six 
months, is much more favourable. — A. R. S.] 

Tuberculoma of Caecum. — In a paper on this subject by F. W. Rankin 
and S. G. Major, 2 65 cases from the Mayo Clinic are reviewed. There is usually 
a long history, running to several years, too long for carcinoma. Sometimes 
the symptoms are dyspeptic in character, and are likely to be labelled ‘chronic 
appendicitis’ or ‘cholecystitis’ ; in other cases' there is definite intestinal 
obstruction. Pain and loss of 'weight are very constant. There is often 
diarrhoea. A lump may be palpable. Signs of pulmonary tuberculosis are, not 
usually detected. The barium enema, or meal and enema, shows a filling defect. 

Excision by Hemicolectomy, the operation of choice, was performed on 
50 patients, of whom 4 died, and 9 more within two years. Of those followed 
up, 19 were well or nearly well. Short-circuiting was less successful. 

Cancer of Colon. — C. P. Wakeley and R. Rutherford 3 give their experience 
of cancer of the caecum. It is often confused with chronic appendicitis. There 
is in the majority of eases a palpable tumour long before obstructive symptoms 
develop, and pain is absent. The barium enema shows a filling defect. The 
best treatment is an Ileo-colostomy followed a week or two later by Hemi- 
colectomy. If the symptoms are of less than a year’s duration, a cure will 
probably result, but if the symptoms exceed' the year, the patient will probably 
die before another twelve months is out. 

W. D. Haggard, 4 of Nashville, lays emphasis on the importance of taking 
notice of slight symptoms which may point to an early carcinoma of the colon ; 
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increasing constipation, flatulent dyspepsia, borborygmi, mild abdominal pain, 
blood per rectum. These all call for careful investigation in a patient past 
forty. The barium enema is better than the barium meal, if for no other 
reason than that the barium taken by mouth occasionally blocks the lumen 
of the growth and precipitates obstruction. The best method for operation 
for cancer of the sigmoid is to bring the growth outside, remove it, and leave 
the two ends of the bowel projecting side by side with a clamp on each. The 
damp on the proximal end is removed on the third day ; that on the distal 
end is left to fall off. The artificial anus is closed later by an enterotome 
followed by a suture operation. 

Experience of 458 cases operated on at the Mayo Clinic shows that growths 
of the right colon furnish more five-year cures (57-6 per cent) than those of 
the left colon (47*7 per cent). Size of growl:, h has little influence on the pro- 
gnosis. Lesions that project into the lumen do better, because they cause 
obstruction and are diagnosed earlier. As might be expected, lymph-node 
involvement is unfavourable, and the prognosis varies according to the histo- 
logical classification of grades of malignancy so popular in America. Mucoid 
carcinoma is neither better nor worse than the general average. The reporters, 
F. W. Rankin and P. F. Olson, 5 consider that the best operation for a growth 
of the right colon Is a two-stage procedure, an Xleo -colostomy joining the end 
of the ileum to the side of the transverse colon, followed later by Resection. 
For the left colon, they advocate the method referred to by Haggard above, 
and described in the Medical Annual last year (p. 113 ). It is not suitable 
in the presence of any degree of obstruction. In that case the caecum or colon 
must be drained before resection is attempted. The old Mikulicz operation 
should be regarded as definitely superseded, because it often implants cancer 
cells in the wound, but it is still the method of choice for a few weakly elderly 
patients with a long loose sigmoid that can be pulled well out under local 
anaesthesia. During 1929 Rankin reduced his death-rate for excision of cancer 
of the sigmoid, in 81 cases, to 9*6 per cent. 

References .— 1 N urg. Gynecol . and Obst. 1932, Aug., 196 ; -Ibid. Oct., 494 ; a 13rit. 
Jour. Surg. 1032, July, 91 ; *Surg. Gynecol, and Obst. 1932, Oct., 501 ; 3 Ibid. 1933, 
Feb,, 866. 

CONJUNCTIVA, DISEASES OF. Sir Stewart Duke-Elder, M.D., F.R.C.S. 

Ophthalmia Neonatorum. — This is an acute purulent conjunctivitis com- 
mencing within the first three w r eeks of birth, most cases being infected while 
passing through the parturient canal of the mother. 

It used to be considered that practically all cases were due to the gonococcus, 
but since routine examinations of the bacteriology of the conjunctival sac 
have been done, it has been found that many organisms are responsible for the 
disease. Thus, according to a recent computation by A. Temple Thurston, the 
gonococcus of Neisser is responsible for from 60 to 65 per cent of all cases ; 
the remaining 40 per cent are distributed among the following micro-organisms 
in . varying proportions : streptococci, staphylococci, pneumococci, Koch- 
Weeks bacillus, Morax-Axenfeld diplo-bacillus, B. coli communis, B. pyocyaneus, 
Klebs-LoefSer bacillus. Of these other organisms, by far the most virulent 
is the streptococcus : it causes a more severe inflammation than even the 
gonococcus, with complications that may lead to suppurative panophthalmitis. 
The gonococcus, on the other hand, though it may, and frequently does, cause 
ulceration of the cornea, is not the cause of a suppurative panophthalmitis. 

The disease may run a benign or a malignant course ; ' but in most cases the 
conjunctiva! inflammation is very marked and the dominating feature is the 
large amount of purulent discharge. The essential feature in the treatment of 
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this disease is the control and' timely removal of this discharge, for the intense 
irritation produces such a degree of blepharospasm and swelling of the lids 
that the pus tends to get banked behind them under pressure, constituting 
the most frequent cause of the corneal complications which form the main 
danger of the disease. 

The corneal complications usually start by general infection of this tissue, 
with the result that it becomes hazy in whole or in part. Later it may break 
down and ulcerate. The ulcers may be large, extensive, and at first super- 
ficial, leaving behind them a dense leucoma. On the other hand, they may 
be small and deep, rapidly tending to perforation, with the subsequent result 
of an adherent iris or the formation of an anterior polar cataract. A third 
and more unfortunate development may occur, especially in marasmic or 
premature babies — an infiltration of the entire cornea ending in a sloughing 
of the whole of its central area. Such an accident frequently involves the 
extrusion of the lens as a complication, and always results in the formation 
of a complete anterior staphyloma, usually with subsequent buphthalmos. 

Prophylaxis. — There is no condition in which prophylactic treatment is 
more important than in ophthalmia neonatorum. It is essentially a prevent- 
able disease ; and since the general introduction of prophylactic measures, 
its incidence has been enormously lessened, and the incidence of blindness 
considerably diminished. It is essential to attend to the cleanliness of the 
vagina before the birth of the child ; and immediately after birth the infant’s 
eyes should be cleaned with Boric Solution and a drop of some Silver 
Preparation instilled. Crede’s method, which was once the accepted practice, 
consisted in the instillation of a drop of 2 per cent solution of silver nitrate 
into each eye, after the conjunctiva and lids had been carefully cleaned. This 
is, however, not without danger, and many eases are on record wherein the 
exhibition of silver nitrate has resulted in a permanent corneal opacity, with 
gross diminution of vision. It is as efficient and much safer to employ a drop 
of one of the organic silver compounds, such as Protargol or Argyrol. 

Treatment. — With regard to treatment once the disease has started, the 
method of instilling silver nitrate drops in the eye which was up to recent 
times recommended must be unequivocably condemned. In the acute stage 
silver is only too apt to cause complete disintegration of the corneal epithe- 
lium, an accident which may readily lead to grave complications. It may 
be permissible to evert the lids and paint the conjunctiva itself with silver, 
provided that the greatest care is taken to wash away any excess with saline, 
which precipitates the nitrate into an insoluble chloride. Much the safest 
method of treatment is to irrigate the eye frequently with a mild antiseptic, 
such as a solution of Eusol 1-8, followed by drops of AorifLavine, 1-1500 in 
oily or watery solution. The more profuse the discharge the more frequent 
should these irrigations be, and, if at all possible, the ease should be put under 
the care of a special nurse and treatment should be repeated every hour. No 
matter how acute the disease is, these frequent irrigations and a complete 
removal of the discharge must be insisted upon, and if oedema of the lids or 
blepharospasm prevents their being efficiently carried out, Canthotomy should 
be resorted to — a resort which, fortunately, is rarely necessary. Should corneal 
ulcers develop, the treatment of the conjunctivitis is continued on these lines 
with unabated activity, while the ulcer itself is treated in the usual way. It 
is to be remembered, however, that on account of the discharge a pad and 
bandage must be dispensed with. 

One of the most important points in the care of such cases arises in those 
in which one eye alone is infected. In this event every precaution should be 
adopted to prevent contamination of the good eye. The most efficient method 
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is to cover it completely by a watch-glass secured to the face by adhesive 
plaster. The plaster should cover the edges of the glass all round its' circum- 
ference, allowing only a small rubber drain at the lower temporal corner, 
which, by permitting the entrance of air, prevents steaming of the inner 
surface of the glass and allows the condition of the eye to be observed. 

Throughout the whole course of the disease it is of the greatest importance 
that every attention be paid to the general health ; at all costs the general 
nutrition must be kept up, and every endeavour made to maintain the 
resistance of the tissues. If the state of the child permits, it may be advisable 
in the early stages to give a small intramuscular injection of Milk. In a 
young infant this must be done only with care ; but there is no doubt that the 
effect of the reaction following the injection frequently acts as a charm in 
controlling the severity and cutting short the duration of the disease. 

Vernal Catarrh. — h. Lehrfeld 1 contends that vernal conjunctivitis is an 
ocular manifestation of an allergy due principally to dusts and pollens, and, 
having observed that desensitization by means of dusts and pollens does not 
always effect immediate relief, he came to the conclusion that the avenue of 
approach in the treatment of this disease would be to render inert the exciting 
agents that enter the eye, or at least, to remove them from the eye in such 
quantities as to minimize the degree of contact and thus keep the patient 
comparatively free from clinical symptoms. He advocates the use of Sodium 
Carbonate in solution, 5 to 10 gr. to the ounce of water (0-3 to 0*05 grm. to 
30 c.c.), instilling three drops four times daily during the active stages of 
vernal conjunctivitis, both limbic and palpebral. In addition the eye should 
be irrigated with cold Boric Acid solution by means of an eye-cup, seven 
times daily. 

Patients with this disease invariably state that the itching, which is the 
most distressing symptom, is relieved after rubbing the eyes and removing 
what they call long, stringy ‘push This mucus is not readily removed in its 
entirety except by mechanical means with an applicator tipped with cotton. 
It is found to be continuous in structure with, and bound down in the crevices 
between, the follicles in the palpebral type of vernal conjunctivitis. The 
limbic type, as is well known, has very little mucus. 

Sodium carbonate, which is an alkali and a solvent of mucus, will render 
soluble the dusts and pollens, that enter the eye, along with the mucus to -which 
the dust particles adhere. Under this treatment it is found that if the alka- 
linity of the conjunctiva is tested with litmus, it retains the aikafinization. 
Boric acid, being but feebly acid, does not in any way interfere or render 
appreciably less alkaline the sodium carbonate. What effect the sodium 
carbonate has on the pollens and dusts is unknown, but it facilitates the ready 
disiodgement of the mucus which aggravates and intensifies the itching, and 
in association with the thorough flushings of the eye with boric acid solution 
there is effected a rapid alleviation of symptoms and a reduction in the size 
of the follicles. 

The author , does not claim that this treatment will change the pathological 
condition in the chronic types in which large granulomas exist, because these 
are secondary changes which can be removed only by surgery or radium ; but 
he claims that in the initial stages of the disease, during the first and even the 
second summers, the pathological condition disappears when the exciting 
cause is removed by the treatment just outlined. It is his belief that the 
sodium carbonate treatment is not sufficient in itself, but must be accompanied 
with the thorough flushings of cold boric acid solution at least seven times a 
day. It is sufficient to use three drops of sodium carbonate four times a day, 
always preceded by the boric acid flush, thus permitting ample time for partial 
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disintegration of the mucus and the theoretical destruction of the active 
principles in the dusts and pollens which are the causative agents. Last 
summer lie used this treatment in twenty-seven eases and found that it 
excelled any other drugs or chemicals heretofore used. The disappearance of 
the discharge, the rapid and quick relief from itching, and the recession of the 
pathological condition are reported as striking. 

Reference. — 1 Jour . Amer. Med . Assoc . 1933 , March 18, 812. 

CORNS. Sir W. J. de C. Wheeler , F.R.C.SJ . 

The usual treatment for corns is to pare them down and apply collodion 
paints and protective pads. The treatment is palliative. Just as in bunions, 
there is a hyperostosis which forms a minute prominence at the interphalangcal 
joint. A bursa may underlie a well-defined corn, and, as in the case of bunions, 
becomes readily inflamed. 

If operation for such conditions as corns, hammer-toes, etc., is contemplated, 
excellent local anaesthesia will be obtained by inserting a dental needle under 
the skin at each side of the toe, and injecting 1 per cent novocain and adrenalin 
solution. The tissues, become swollen on the introduction of the fluid and 
complete anaesthesia is obtained in about thirty seconds. 

W, L. Galland 1 draws attention to some of these points. After the foot lias 
been properly prepared, the keratinized epithelium is removed with a sharp 
curette. The entire superficial structure of the com can be removed en masse . 
The writer recommends a flap of the deep tissues to be raised with a proximal 
base so as to expose the underlying bursa and slight bony prominence. The 
latter is removed with a small chisel. Patients are usually able to walk about 
immediately after the operation provided they wear a shoe liberally cut out. 
After operation a considerable amount of keratinized skin may be found over 
the operated area. It at first appears as if the corn is returning, but in the 
course of ten days the mass is completely exfoliated. Galland concludes : 
(1) Painful corns are pathologically similar to bunions and can be effectively 
cured by operative means ; ■ (2) The operation described eliminates the patho- 
logic sources of irritation by removing the bursa and the exostosis underlying 
the corn ; (3) The operation causes a minimum of discomfort to the patient ; 
(4) In the series of corns operated on, the results have been extremely satis- 
factory, and no recurrences have been noted to date. 

Reference .— 1 Jour. Amer. Med. Assoc, 1933 , March 25, 880. 

CORONARY ARTERY DISEASE. A. G. Gibson, M.I)., F.R.C.P, 

F. C. Wood and C. C. Wolferth 1 have made some experimental observations 
on the effects of coronary occlusion in the dog. Their results show that if con- 
duction from all the surfaces of the heart is adequate, and if an anterior posterior 
chest lead is used in addition to the routine limb leads, deviation of the RS-T 
interval can be recorded in one or more leads after occlusion of any one of 
the three main arterial trunks ; that when the left descending artery is occluded 
the Rc-T variation appears only in the antero-posterior chest lead. This 
confirms the view that the antero-posterior chest lead in addition to Leads 
I, II, and III is of value in the detection of coronary thrombosis. This is 
confirmed by L. Levin, 2 who refers to three cases of cardiac infarction ; in- 
two of these the normal characters of the electrocardiogram for this condition 
were absent. In two of the three cases in which Lead IV was taken there 
were characteristic changes. This lead is made with the right-arm wire placed 
anteriorly near the apex beat and the left-arm wire posteriorly directly opposite. 
The normal curve in this lead shows the P wave usually inverted, the Q. wave 
enlarged, and the T wave inverted. The special characters of this lead in 
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coronary thrombosis were a depression in the ST interval and a diphasic T 
wave. All three eases showed clinical signs of coronary thrombosis. 

W. Evans and €. Hoyle 3 refer to cases mentioned by Parkinson and Bedford 
in which during an attack of temporary ischaemia of the heart wall a slight 
degree of inversion of the T wave in Lead I and an upright T wave in Lead II 
become inverted, and are restored to their usual form after the cessation of 
the pain. These authors have investigated 82 patients, in 22 of whom the 
tracing showed inversion of the T wave in one or more leads : 23 of these 
patients suffered, from recurrent attacks of angina pectoris. In the first group 
showing inversion or flattening of the T wave in Leads I and II, of 9 cases 5 
had angina pectoris, and in 7 of these an inverted diphasic or flat T wave 
became raised following the administration of nitrite. In the second group 
(7 eases) in which the T wave was inverted in Lead I, only 2 eases follow- 
ing nitrite administration showed a return to the upright form. In the other 
5 cases there was no change. In the third group (4 eases) in which the T -wave 
was inverted in Leads II and III, in one ease it became upright in Lead II. 
In the fourth group (3 eases) with inversion of the T wave in Lead III only, 
in one ease the inverted T wave in Lead III became raised to the iso-electric 
level, and an upright T wave in Lead I was also raised. In all eases except 
one the pulse-rate and blood -pressure returned to normal before the effect of 
the nitrite on the T wave had worn off. The authors look upon the explanation 
as the result of an increased blood-supply to the cardiac muscle on vaso- 
dilatation. They refer to experimental work in dogs, in which the ligation of 
separate bran dies of the coronary artery caused the T wave to become inverted, 
to the fact that cooling of the apex of the heart produces a similar effect, and 
to the evidence that experimentally nitrite increases the blood-supply of the 
myocardium. 

G. Fitzhugh and B. E. Hamilton 4 have classified the determining factors of 
coronary occlusion in 100 private eases and they conclude that exertion or 
strain is a primary factor in determining the cardiac lesion. In 189 attacks 
from which these 100 patients had suffered, no fewer than 99 were brought 
on by some form of unusual physical exertion. Of other cases, in 33 attacks, 
travel was the immediate antecedent, in 13 emotional strain, and in 16 over- 
eating. It follows from this that all patients who have suffered from an attack 
of coronary thrombosis and have recovered sufficiently to undertake ordinary 
duties should live a restricted life in regard to exercise and those factors which 
put a strain on the heart. 

E. C. Bartels and H. L. Smith 5 found that in 88 per cent of a series of 42 
eases of cardiac infarction there was gross cardiac hypertrophy even after all 
other known causes of hypertrophy had been excluded. In 5 eases only was 
the weight of the heart not above normal. The conclusions therefore are that 
cardiac infarction is a cause of cardiac hypertrophy. 

P. D. White 6 records some unusual eases of longevity after coronary throm- 
bosis. He mentions that Jegorow records survival up to fifteen years, and 
in Connor and Holt’s series of 117 eases 3 survived over eleven years, 2 over 
twelve years, and 1 patient twenty years. White also records a "ease that he 
had reported in 1931 that had survived seventeen years. He was a minister, 
aged 67, still active, though bothered occasionally by substem al oppression 
and by paroxysmal dyspnoea. Another patient ‘is reported in detail who 
at the age of 63 had had an attack of coronary thrombosis but recovered 
and was able to take normal exercise for many years. He died ' at the age 
of 80 from a cerebral lesion, and was found to have a sear in the posterior 
w r all of the left ventricle, the result of occlusion of two branches of the rivht 
coronary artery. ' 45 
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J. Parkinson 7 reviews the subject of coronary thrombosis. While much of 
the review is common knowledge it might be well to give his conclusions on 
treatment. Morphine must be given in the initial attack in full doses in order 
to get good relief from the pain and to ensure the cardiac and bodily rest neces- 
sary for healing. Digitalis is not necessary unless there are signs of congestive 
cardiac failure. The nitrites are contra-indicated because of the lowering of 
the blood-pressure. In regard to subsequent treatment, the same necessity 
for Rest as in rheumatic fever is clearly required, and he suggests a minimum 
of six weeks’ complete rest in bed. This enables the patient also to realize 
that his condition is serious and to arrange his future accordingly. He suggests 
that an explanation of the so-called heart attack should be given to the patient 
so that he may understand what it means. The best way is to suggest that 
there has been a tiny clot of blood in the vessel of the heart muscle and to 
draw the inference that the effects of this clot have to be overcome by a process 
of natural healing. 

References. — ^Arch. of Internal Med . 1933 , May, 771 ; -Med. Jour, and Record , 
1932, Nov, 16, 421 ; 3 Lancet , 1933, i, 1109 ; 4 Jour. Amer. Med. Assoc. 1933, Feb. 18, 
475 ; 5 Amer. Jour. Med. Sci. 1932, Oct., 452 ; 6 Jour. Amer . Med. Assoc. 1933, Jan. 28, 
233 ; ‘Brit. Med. Jour. 1932, ii, 549. 

COSMETICS. A. M. IL Gray , M.D., F.B.C.P., FJtC.S. 

Alice Carleton 1 discusses the uses and dangers of cosmetics. She first 
describes some of the preparations in common use : — 

1 . Toilet powders consist of a mixture of vegetable or mineral powders, colour- 
ing matter, and perfume. The vegetable powders include rice, wheat, cornflour, 
starch, acacia, and tragacanth ; the mineral powders, chalk, kaolin, tale, 
magnesium carbonate, bismuth nitrate or carbonate, and zinc oxide. The 
dyes may be of vegetable origin or may be aniline derivatives. Various ethereal 
oils are used as perfumes, and orris root is frequently employed as a fixative. 
The majority of these substances are entirely harmless. The most dangerous 
powdef ingredient, which is now practically never employed, is lead used in 
the form of acetate or carbonate. Bismuth may be harmful if absorbed in 
sufficient quantity. Toilet powders occasionally affect persons who are hyper- 
sensitive or allergic to certain substances ; thus eosin, which has " been used 
to colour certain powders, causes dermatitis in a few persons, and orris root 
may give rise to asthma or hay-fever as well as to dermatitis. Rice, wheat, 
and corn flour have also been found to be allergens. 

2. Lipsticks consist of varying mixtures of paraffin, lanolin, and spermaceti 
with a dyestuff*. They rarely cause irritation. The rare ease of cheilitis 
(inflammation of the vermilion border of the lips) is generally due to the dye, 
and disappears as a rule with a change of lipstick. 

3. Cold creams are mixtures of fat and water, with or without the addition 
of other ingredients. Their quality depends on the fineness of division of the 
fats — lienee the superiority of proprietary mixtures. Some face creams, how- 
ever, contain, in addition, lead or mercury in the form of white precipitate 
or calomel. Chronic lead poisoning has been described from use of a cold 
cream. Creams and lotions containing perchloride of mercury in strengths up 
to 1-200 and white precipitate as strong as 50 per cent are recommended by 
so-called 4 beauty experts 5 as skin bleaches : their persistent use has been 
known to cause a facial pigmentation very difficult to remove. 

4. Vanishing creams are relatively fatless creams, and are composed of 
potassium and sodium stearate and glycerin, together with a little fat and 
rose-water or perfume. Semi-fatless creams may contain almond oil, wax, or 
gelatin. Casein, an occasional constituent of vanishing creams, may produce 
allergic reactions. 
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5. Depilatories are mainly composed of sulphides of barium, calcium, sodium, 
strontium, or magnesium.* They appear to be generally harmless, but in 
sensitive skins may give rise to a dermatitis. 

6. Wrinkle removers are astringent lotions, mostly harmless and ineffective. 

7. Hair dyes fall into four classes : (a) Vegetable dyes, such as henna, which 
is non-irritating but sometimes makes the hair brittle. ( b ) Metallic dyes, which 
include the salts of silver, copper, mercury, lead, nickel, cobalt, and bismuth. 
The metal combines with sulphur in the hair to form a deposit of metallic 
sulphide. These dyes may cause dangerous intoxication from absorption as 
well as a local dermatitis, (c) Compounds of metallic salts and vegetable 
products, such as pyrogallic acid. In these ' not only the metallic salts, but 
also the pyrogallic acid, are potentially toxic and irritant, (d) Aniline deriva- 
tives, of which the best known is paraphenylenediamine. This dye is 
extremely popular as it produces better cosmetic results than any of the others 
mentioned, but it causes in sensitive individuals very severe and persistent 
dermatitis, cases of which are not infrequent. Not only is it a skin irritant 
but it may produce gastrointestinal and nervous symptoms, including retro- 
bulbar neuritis. Several fatal eases have been recorded. The patient’s 
sensitiveness to this dye can be tested previously to application by a skin test. 

In, addition to the actual dye, other substances are used in connection with 
hair dyeing. Strong alkaline washes are generally used as a preparatory 
measure and these in themselves may set up a dermatitis. Further substances 
used to remove dyes, such as oxalic or hydrochloric acids, are dangerous, and 
still more so potassium, cyanide. Hydrogen peroxide, though harmless to the 
skin, may make the hair brittle. 

8. Hair lotions may contain substances which are irritating, such as quinine, 
salicylic acid, or resorcin. Cases of dermatitis have also been described from 
the use of arsenious oxide and lead in hair lotions. 

Dr. Carieton points out that owing to the fact that so many substances used 
in. cosmetic preparations may cause trouble in certain cases, there lias 'been a 
tendency to condemn cosmetics outright. She quotes MacKenna as stating 
that cold creams and vanishing creams 44 block the sebaceous and sweat glands ”, 
and that their use leads eventually to acne rosacea and acne vulgaris. She 
points out that MeCalferty and Genovese were unable to detect clogging of 
the pores In twenty-five cases which they observed. These authors also 
observed the effect of a few* weeks cleansing the face with soap and water In 
persons with moderately dry skins, and they found that mild desquamation 
appeared with a feeling of tautness. This disappeared with the application of 
cold cream. They concluded that soap and water were suitable for oily skins 
and cold cream for dry skins. Vanishing creams they condemned as of no 
value, on the ground that these creams were only used as a basis for powder 
and that the same purpose could be served equally well by cold creams. 

Dr. Carieton points out that from the aesthetic point of view this Is not quite 
true, as their fatty nature makes the skin too shiny, and for this reason women 
dislike them. It is, however, felt by some that vanishing creams are too drying 
and for this reason the author decided to test them. She made trials in 40 
individuals, mostly girl undergraduates, A vanishing cream was rubbed in to 
the right side of the thee at night and rubbed off in the morning. The other 
side of the face was left untreated and used as a control. The duration of the 
test was from four to six weeks in April and early May, a period when many 
women notice a temporary roughness of the face, generally attributable to 
spring winds. In 24 eases there was no change at all ; in 12 the untreated 
side became rough, while the treated side remained smooth. In 1 case both 
sides desquamated but the untreated side was rougher ; in 1 case both sides 
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desquamated equally ; in 1 ease only the treated side desquamated, and in 1 
ease small pustules appeared on the treated side. Tims 13 out of the 40 cases 
were definitely benefited, while another 24 were unaffected. Finally, Dr. 
Carleton quotes Kromayer, who says that “ salves and pastes and the like 
cause no change in the skin that can produce a bad cosmetic effect.” 

F. A. Diasco 2 divides hair dyes by their toxic qualities into three groups : 
(1) Harmless dyes : all dyes of vegetable origin, except pyrogallol ; dyes based 
on iron, potassium permanganate, hydrogen peroxide, and kohl. (2) Toxic 
but not really dangerous if the toxic ingredients are not present in too 
high a degree of concentration. This includes pyrogallol and the majority of 
metallic dyes. (3) Dangerous dyes : those based on paraphenylenediaruine 
and allied coal-tar products ; others based on such highly toxic metals as 
mercury. It is an essential feature of all hair dyes to deposit, during the 
action of dyeing itself, an insoluble pigment in or on the hair. In the chemi- 
cal reactions involved in the development of this pigment, not only the 
constituents of the dye, but also the oxygen in the atmosphere, and the hair 
itself, may fake part. Thus in the ease of henna the combination is between 
the dyestuff and the keratin of the hair ; in the absence of an oxidizing agent 
(walnut extract, rasticks, etc.) the atmosphere plays a role in dyeing. Metallic 
dyes of the progressive type take advantage of the presence of sulphur in 
keratin and the pigment formed is a coloured metallic sulphide. Other types 
of reaction are : double decomposition in certain types of two-solution metallic 
dyes ; pigment produced by means of reduction (silver-pyro dyes) ; pigment 
produced by oxidation by suitable oxidants (para dyes) ; pigment produced 
by decomposition of a glucoside -(indigo leaves, camomile). 

The author has endeavoured to find a hair dye which is non-toxic and which 
will impart various shades from blonde to dark brown. He has evolved one 
composed of a stable solution of chloride of bismuth used in combination with 
a solution of thiosulphate of soda. This dye will impart colour that has a 
natural appearance of the original shade of brown. It is a progressive dye — 
that is to say, the darker colours are gradually produced as the use of the dye 
is continued. Bismuth was chosen as it is a drug largely used and experience 
has shown that even when used by injection in large quantities untoward 
results are very rare. When applied to the unbroken skin it does not appear 
to produce ill effects. No unpleasant reactions have been observed in any of 
the cases investigated. 

References. — 1 Brit. Med , Jour, 1933, i, 999 ; -Med. Jour . and Record , 1933, May 17, 
404. 

CYSTITIS, (See Bladder, Surgery of.) 

CYSTS AND FISTULAS. (See also Coccygeal Sinus ; Mesenteric Cysts ; 

Pilonidal Sinus.) Sir IF. I, de C. Wheeler, F.R.C.S.I. 

E. C. Cutler and R. Zollinger 1 recommend the use of sclerosing solutions for 
the treatment of these conditions. The solution recommended is Absolute 
Alcohol 0 c.c., Chloroform 3 c.c., Glacial Acetic Acid 1 c.c., and Ferric 
Chloride 1 gmi. It, has the qualities of moderate penetration with rapid 
local fixation of the lining cells and excellent haemostasis. It practically ‘tans’ 
tissues, much as tannic acid when used in the treatment of burns. Gliomatous 
cysts, cervical fistulse, and pilonidal sinuses have been treated successfully. In 
one case of pilonidal sinus the tract was opened and the cavity was packed 
with vaseline gauze. Three days later the edges of the w r ound w r ere protected 
with zinc oxide and the cavity wars filled with the sclerosing solution for ten 
minutes. A week later the process was repeated, and in a month the 'wound 
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was entirely healed. In a second ease the solution was injected into the sinus 
for live minutes. This distended a large cavity which extended to the right 
of the midline. The cavity held 10 e.e. of the solution. A similar injection 
was given the next day and twice again for ten minutes during the next two 
weeks. The destroyed tissue was frequently curetted away and a drain was 
inserted. The wound eventually healed completely. [It would appear from 
the case reports that the injection of sinuses or the application of the solution 
to the wound when the sinus is laid open results in permanent healing. — 
W. 1. de C. W.] 

In conclusion, the writers point out that surgeons who try to dissect out 
cervical fistulas which originate in the tonsillar pillar and run backwards to 
open just above the sternoclavicular joint know the Herculean task they 
impose upon themselves and their patients. The successful use of a chemical 
substance without risk to the patient and without the disfigurement of a scar 
suggests that this method should have much wider application. It is, of course, 
in the field of small fistulas with a lining membrane not more than a few cells 
deep that the method will find its greatest usefulness. 

Reference. — l Amer. Jour . Surg. 1933, March, 411. 

DEAFNESS DUE TO NOISE. (See Noise.) 

DEFORMITIES. E. W. Hey Groves , M.S., E.R.C.S. 

A New Type of Osteotomy. — The ordinary operations for osteotomy are 
open to certain drawbacks, such as a want of precision or a liability to non- 
union. Probably these are more theoretical than practical, but Klapp’s 
suggestion described by Bengen 1 is worth consideration. It consists in making 
the division of the bone of a cup-and-ball type, the distal fragment being 
pointed and the proximal fragment recessed. There are two advantages in 
this. In the first place the bone, having been divided, can be fixed at any 
desired angle without losing good contact between the fragments. And 
second, the shape and size of the divided surfaces are such that rapid union 
will take place and the limb can be actively used at an earlier date than after 
the ordinary simple or cuneiform osteotomy (Plates XIV-XVI). 

Paralytic Genu Recurva turn.- — Exaggerated hyperextension of the knee 
may follow certain eases of poliomyelitis and will lead to a very ugly deformity 
and great instability. Willis Campbell, 2 encouraged no doubt by his success 
in stabilizing flail feet by a bone-block, has 'worked out and successfully practised 
a similar type of operation for the genu recurvatum of paralysis. The knee 
Is opened from in front, after a Z -shaped division of the quadriceps tendon. 
The patella is bared of its cartilage, the lower end pointed, and then fixed to the 
tipper surface of the tibia. When bony fusion has taken place the patella causes 
a locking of the knee in extension and prevents over-extension. (Plate XVII.) 

Painful Heels. — The association of severe and intractable pain in the heels 
with the formation of bony spurs probably always points to the existence of 
a deep-seated inflammatory process of periostitis. Such a condition often 
occurs as a sequel of gonorrhoea. Treatment has always been a matter of 
difficulty. The excision of calcaneal spurs does not seem very rational as it 
only removes the results and not the cause of the disease. If excision cures 
the pain it is probably because the tension on inflamed fibrous tissue is re- 
moved. Now from two different sources, L. Pokorny 3 and F. Liberson, 4 comes 
the suggestion that the application of Deep 22° ray Therapy is effective in 
curing the pain in this disease. The former author reports 2 eases and the 
latter 31 in which Roentgen therapy gave better and quicker cures than could 
be obtained by excision. 




KLAPP’S osteotomy 

(H known) 



Fig, B . — Rachitic coxa vara. 





Method of suturing the quadriceps tendon after lengthening. The insert shows how 
the patella in its new position falls into the intercondylar notch to block extension of the 
knee-joint. 


By kind permission of 4 Annals of Surgery ’ 
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PLAT XVIII 


CONGENITAL CLUB-FOOT 

(J. H. Kite) 



A seven-year-old girl with bilateral club-foot who had never been treated. The weight 
was borne on the lateral surface of each foot. None of the sole touched the ground, and the 
posterior foot was in marked equinus, so that the heels pointed upward. These feet were 
corrected without an anesthetic or any kind of operative treatment. They were corrected by a 
series of plaster easts and wedgings as described in the * non-operative ’ method. It is now 
two years since the treatment was completed, and the feet have held their correction. 


Bp kind permission of the 
k Journal of the American Medical Association ; 
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Congenital Club -foot* — It is difficult to find any new method of treating 
these deformities. But it is important to emphasize certain principles which 
have been well-established, because in the search for something new and some- 
thing dramatically quick, these principles may be lost sight of. It is for this 
reason that J. H. Kite’s 5 article on this subject is of such value. His chief 
contention is that non-operative methods give much better results than opera- 
tive. This, of course, is no new idea and was constantly emphasized by Sir 
Robert Jones. But Kite brings for- 


Mi?' 


ward very convincing evidence, and . 

his methods in regard to conservatism I \\ \\ 

go rather further than is usual. He \ \ V \ \ 

finds that the method of treatment I \ / 

which gives the best results is that in 1 \ ( 

which neither force nor anaesthesia is 1 \ 1 I 

employed. The foot is corrected as 1 I \ 

far as possible, fixed by plaster, and J I ] 

then' further correction is obtained / 

by wedging. Two other observations / //Tl'll/I j 

are very interesting. This treatment / / / /j f\(\j I J 

required on an average over twenty- / / j JJjJ [jM | / ^ 

seven weeks. It is all done on out- J I . * • - * 

patients and no stay in hospital is Ilf [7 f? ji u I j f J } ) 

required, but the children are seen I ri c? ft V ? j X~ii 111/ 

once or twice a w r eek. There is no- w_3 W a AjJ 

gain in beginning treatment before 

the age of G or 7 months, but it is of 

course essential to begin before the foot varus has been corrected by plaster casts 

child lias started to walk Kite around and wedgings according to the non-operative 
cmui nas scarred to warn, ivitc groups method , Tbe scapllok | is gtm somewhat, to the 

all his cases into three classes. In the medial side of the head. This foot is only 

fust the treatment was on conventional apparently corrected. If weight were borne on 
msi rne Treatment Mas on cone ennonai ifc the weight thrust would stm be to the laterai 

lines, i.e., consisted of forcible rvrench- side of the foot, and the foot would be quickly 

irnrs under anesthesia with various forced back into its original position. (By kind 
mgs unaer amesmesia, wrai \aiious permission of the < journal of the American 

operations, e.g., tenotomies, fascioto- Medical Asssociation \) 

mies. In the majority of these a good 

anatomic result was attained, but usually the foot remained rigid and inelastic 
and functioned badly. In the second class were those treated without any 
operation or anaesthetic, only by repeated plasters and wedging. In these 
the result was to produce feet which were both anatomically and functionally 
perfect- — that is, the feet were not only of good shape but also soft and 
mobile (Plate XV 1 11). It is important not to be satisfied with anything 
which falls short of true anatomical correction, such as the stage shown in 
Fig. 34. In the third group, comprising only old or neglected eases, some 
form of wedge tarsectomy had to be performed. This produced a useful but 
never a normal foot. 


Fig. 34. — The relation of the scaphoid and 
the 'head of the astragalus after most of the fore- 
foot varus has been corrected by plaster casts 
and wedgings according to the non-operative 
method. The scaphoid is still somewhat, to the 
medial side of the head. This foot is only 
apparently corrected. If weight were borne on 
it the weight thrust would still he to the lateral 
side of the foot, and the foot would be quickly 
forced back into its original position. (By kind 
permission of the 1 Journal of the American 
Medical Asssociation \) 


References. — Went. Zeits.f . Chir. 1933, Feb., 705 ; -Ann. of Surg. 1032, Dee., 1055 ; 
3 Jour. Amer. Med. Assoc. 1932, Oct. 8, 1302 ; 4 Surg . Gynecol, and Obst. 1932, Dec., 571 ; 
h Jour. Amer, Med. Assoc. 1932, Oct. 1, 1156. 


DERMATITIS MEDICAMENTOSA. 

A. M. 11 . Gray , M.D., F.R.C.P . , F.R.C.S. 

Fhenolphihalein . — This drug, so largely used in laxative preparations, 
is well knowm to produce an eruption in sensitized individuals. The eruption 
is usually of the so-called ‘fixed 5 type, showing itself by the development of 
purplish-red plaques in various parts of the skin and mucous membranes. 
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These lesions disappear when the drug is stopped, and tend to recur in exactly 
the same sites on re -administration. 

F. Wise and M. B. Sulzberger 1 have carried out a series of observations in 
an endeavour to determine the site of sensitivity in eases showing this eruption. 
Patch tests to solutions of the drug were negative in all cases. Intmcutaneous 
injections also gave no greater reactions than in control cases. From these 
experiments the authors conclude that neither the epidermis nor the superficial 
layers of the cutis are the seat of this form of hypersensitiveness. They then 
proceeded to remove an area of the skin which had been the site of a patch 
of the eruption, and on this site grafted a piece of skin which had escaped. The 
portion of affected skin was transposed to the area from which the normal skin 
had been taken. After the grafts had healed phenolphthalein was adminis- 
tered by the mouth. The rash appeared at all the previous sites, but the 
grafted normal skin now showed the eruption, while the previously affected 
skin which had been grafted on to a normal area now showed no eruption. The 
authors conclude from this that neither the epidermis nor superficial cutis 
(or both) is the ‘shock site’, and that the experiment seems rather to favour 
a theory of regional hypersensitiveness dependent on the deeper structures 
(nerves, blood-vessels). They note, however, that Naegeli performed similar 
experiments in the ease of antipyrin eruptions with exactly opposite results. 

They further describe a method for the demonstration of phenolphthalein 
in the tissues and body fluids, which is one of the most sensitive in vitro methods 
available. This, however, failed to disclose the drug in the urine and the 
affected tissues in a patient sensitive to. the drug and having a typical eruption 
present. 

They point out that this drug may be ingested in many ways besides in the 
well-known laxative preparations, such as in pink mouthwashes, tooth-pastes, 
sodium perborate preparations, and even icing on cakes. 

Reference. 1 — l Arch. 0 / Dermatol, and Syph . 1933, April, 549. 

DERMATITIS VENENATA. A. M. B. Gray , M.D. t F.R.CJD, FJi.C.S . 

Rubber Gloves, — J. J. Downing 1 has made some interesting observations 
on a dermatitis of the hands in persons wearing rubber gloves. It has been 
known for a long time that in persons liable to dermatitis of the hands the 
wearing of rubber gloves may exacerbate the condition owing to the sweating 
produced. Also when gloves are worn to protect the hands from known 
irritating substances care is not always taken to prevent these substances from 
getting into the gloves. The author first met with the condition he describes 
in three men who wore rubber gloves at their work during the whole day, but 
beneath them wore cotton gloves. These usually t shrunk with washing so 
that they did not quite reach to the wrist. In all cases the dermatitis was 
marked on the anterior surfaces of the waists, where the rubber came in contact 
directly with the skin. Other cases then came to his notice, and he tried patch 
tests with certain types of gloves, and positive reactions were obtained in all 
cases with one type of glove, but not with others. The reaction usually took 
seventy-two hours to develop. The author has investigated the method of 
manufacture of rubber gloves, and though not able to determine the cause of 
the dermatitis in Ms cases, gives a list of substances used in manufacture 
which he arranges according to their toxicity; (1) Highly toxic or irritant : 
aniline, hexamethylene - tetramine, ortho - toluidine, paraphenylene - diamine, 
para-toiuidine. (2) Slightly toxic or irritant : alpha- and beta-naphthylamine, 
methylene aniline. (3) Non-toxic with proper handling; afdehydeammonia, 
diorthotolyl-thiourea, heptaldehydeaniiine, methylene-diphenyl-diamine, thio- 
earbanilide. (4) Non - toxic ; dimethylammonium - dimethyl - dithiocarbonate, 
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diortho tolyl-guanidine, diphenyl-guanidine, ethylidine aniline, mercapto-benzo- 
thiozole, (eaptax), piperidonium penta-rnethylene dithiocarbonate. 

E. 1). Osborne and E. O. Putnam 2 also describe 15 cases of dermatitis due 
to wearing a particular brand of rubber glove. 

Wool.- — JL. W. Lord 3 describes 4 eases in which wool appeared to be the 
cause of cutaneous reactions. Two cases were urticarial in type and two 
eczematous. Three out of the four cases gave positive intradermal reactions 
to wool extract, and in all four cases exacerbations were produced by the 
application of wool to the skin. In two cases desensitization was produced 
by graded injections of wool extract. 

Celery. — S. A. Henry 4 ■ has investigated 22 eases of dermatitis occurring 
during the autumn of 1932 in factories engaged in canning celery. Of 548 
persons employed, 22 suffered from dermatitis (4 per cent). The process 
consists of cutting off the tops and outside stalks of the celery ; preliminary 
washing in warm water, trimming, sorting, blanching with steamed water 
containing a little ■ citric acid, further washing in warm -water, and' cutting ; 
canning, sealing, and packing. The dermatitis was of the erythematous, 
vesicular, or papular type, and associated with itching, which has given rise 
to the name of ‘celery itch’ among the workers. It was confined to the lower 
half of the upper limbs, and was bilateral in over 80 per cent of the cases. 
Celery oil contains limonene, which was shown by S. Horner to be the cause 
of dermatitis in marmalade workers (see Medical Annual, 1938, p. 126). The 
author recommends transferring affected individuals to other w r ork, and as 
a preventive smearing the hands with a very pure liquid Paraffin. 

Poison Ivy. — H. M. Cooper 5 states that he has for many years immunized 
patients sensitive to poison ivy (Rhus toxicodendron) by giving them a small 
leaf of the plant to eat. Care must be taken not to touch the skin while eating 
the leaf. It produces no reaction nor any gastric disturbance. Three days 
after taking it the patients can ■ “ grab it out of fence comers with no more 
concern than they would have for any other common weed.” He says he has 
used the method several hundreds of times without failure. He claims no 
originality for the treatment : it has been the practice thus to immunize 
workmen in Fairmont Park, Philadelphia, for years. 

References. — x New Eng, Jour. Med. 1933, Jan. 26, 196 ; -Jour. Amer. Med. Assoc. 
1932, Sept. 17, 972 ; 3 *4 rch. of Dermatol, and Syph. 1932, Oct., 70'7 ; Jour. Dermatol, 

and Syph , 1933, July, 301 ; 5 Med. Jour . and Record, 1932, Oct. 5, 297. 

DIABETES. W. Langdon Brown , M.D., F.R.C.P. 

Etiology. — M. Chiray and others, 1 in an interesting discussion on the 
association between cholecystitis and diabetes, point out that statistical 
inquiries into the frequency of gall-bladder infection in established diabetes, 
and of the frequency of diabetes following on gall-bladder infections, do not 
lead to any clear conclusion. That gall-bladder infections often show some 
chronic inflammation at the head of the pancreas is true, but the cell-islets 
are more abundant in the body and tail of the organ, and glycosuria is not a 
common accompaniment of pancreatitis confined to the head of the gland. 
When the two conditions of cholecystitis and diabetes coexist the authors 
incline to the view 7 that they are two different, expressions of hepatic dysfunc- 
tion, and they issue a caution against systematic ablation of the gall-bladder 
if calculi are not present, merely with the idea of thus reducing the chance of 
a patient subsequently developing diabetes, as has been recommended by some 
authorities. 

S. K. Krapavin, 2 of Moscow, states that diabetes occurring as a result of 
syphilis is not frequent — one writer reports 7*8 per cent of some 500 eases of 
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diabetes— but describes one instance in a ■patient heavily infected with syphilis, 
whose diabetes did not improve on insulin and diet until anti syphilitic treatment 

was also employed. 

K. Eisenbud 3 attributes the onset of diabetes to fatigue of the cell-islets 
induced by a persistent and excessive carbohydrate intake. Structural changes 
in the pancreas are a later development. He rejects any theory of neurogenic 
origin, pointing out that in Germany there was less diabetes during the War, 
in spite of much nervous tension. 

Pathology.-— 

Lipcemia.— D. H. Collins, 4 using Ruckert’s hsemolipokrit method for estimat- 
ing fat in blood, confirms the view that an increase in serum fat is associated 
with the clinically severer cases of diabetes, although no clear relationship can 
be established between the serum-fat and blood-sugar level. He regards the 
lipsemia of diabetes as solely dependent on the inhibition of carbohydrate 
metabolism, and as representing a mobilization of fat in response to the caloric 
requirements. 

1. M. Rabinowitch, 5 from a long series of observations, confirms his earlier 
impression that a normal cholesterol content in the blood plasma indicates 
that the metabolism is under control, and that the prognosis is favourable. 
He quotes Joslin to the same end, who even thinks that cholesterol is a more 
consistent guide to the patient's real condition than the blood-sugar. 

Other Blood Changes . — R. D. Lawrence and others 0 have established as a new 
fact that there is a rise in the colour index of the blood in diabetic coma, due 
apparently to a true megaloeytosis excited in the hone-marrow by severe 
ketosis. 

Normal Renal Threshold, — R. A. Campbell and others 7 find that the renal 
threshold for dextrose varies in normal persons between 99 and 228 mgrni., 
but that in 80 per cent of cases it lies between 140 and 190 mgrni, They found 
it impossible to. produce an alimentary glycosuria in some normal people. 

Insulin. — H. P. Himsworth, 8 as the result of a study of irregularities in 
the response to insulin, puts forward the interesting hypothesis that insulin 
Is secreted by the pancreas in an inactive form, which is rendered active by 
a kinase in the liver, on the analogy of the activation of trypsinogen by entero- 
kinase. He points out the impaired activity of insulin in the presence of hepatic 
disease. This recalls the fact that several observers, particularly in France, 
regard the glycosuria of later life as more probably hepatic than ' pancreatic 
in origin. One might suggest that the delay in the normal response to insulin 
which characterizes the Tag’ curve may be due to delay in such activation. 
He finds that feeding with fat limits the production of insulin-kinase and thinks 
this may throw light on the relationship between glycosuria and obesity. He 
also suggests that some of the features of the coma syndrome are really due 
to hepatic insufficiency. The whole conception is one which stimulates interest. 

F. X. Allan and L, 1L Scherer® have made a statistical study of insulin 
allergy in the Mayo Clinic, and find that, for some unknown reason, it is on 
the increase. They recommend in such cases first trying to control the diabetes 
h\ diet alone if possible. If this cannot be done, change the preparation of 
insulin used. If reactions still occur, an attempt should be made to desensitize 
by minimal dosage, gradually increased. Their work suggests the inadvisability 
of giving insulin intravenously to patients admitted in coma, for fear of 
anaphylactic shock. 

Oily preparations of insulin have been recommended by Leyton in order 
to obtain a more prolonged and steady effect. H. Chabanier and others 10 
advocate their use, despite occasional local discomforts, but Marcel Labbe and 
others 11 definitely sum up against the preparations at present available, 
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maintaining that they are more difficult and uncertain in use than aqueous 
solutions. P. Bayer 12 was not impressed favourably by the treatment, and 
her patient even less so. 

Crystalline insulin lias now been prepared in a pure form, but J. E. Howard 
and Agnes de Lawder 13 find no advantage in its use over that of commercial 
insulin. 

Undoubtedly it would be an enormous advantage if some form of insulin 
could he found capable of effective oral administration. Phaseolan, a vege- 
table substance resembling insulin, has been advocated, and on the analogy 
of ephedrine, the adrenalin-like action of which can be produced when given 
by the mouth, seemed a promising idea. H. O. Hartleb 14 has, however, not 
been much impressed with the results. 

Symptoms.- — Temporary visual disturbances have frequently been recognized in 
diabetics coming under treatment, quite apart from the serious organic diseases 
of the eye to which they are liable. Duke-Elder in 1925 attributed these to 
changes in the blood-sugar, a rise producing myopia and a fall hypermetropia, 
through alteration in the crystalline concentration in the ocular fluids. This 
would account for the reviewer’s experience that such disturbances have been 
commoner since insulin was introduced, since this readily alters the blood-sugar 
level. H. P. Himsworth 15 has found them in 84 per cent of eases, and points 
out that such brief disturbances of vision, especially in the young, may lead 
even in the absence of all other symptoms to the detection of diabetes. They 
do not occur in other forms of glycosuria. 

Prognosis. — R. N. Klemmer, 16 analysing 812 consecutive cases of diabetes 
treated in hospital by 47 different physicians over a period of eight years since 
the introduction of insulin, found a mortality rate of 13*5 per cent, in the 
medical, and 15*2 in the surgical cases. 

Treatment. 

High Carbohydrate Diet in' Diabetes. — It. is extraordinary, when an 
entirely new therapeutic measure is introduced, to note how slowly all ■ its 
implications are realized. For years after the discovery of insulin, patients 
were kept on a diet rich in fats, and poor in carbohydrates. J. A. Nixon was 
one of the first in this country, as was Rabinowitch in Canada, and Adlersberg 
in Vienna, to realize that we were being still held in thrall to the older concep- 
tions of the disease. D. Adlersberg 17 has recently returned to the attack, and 
finding that in France the low carbohydrate diet was being almost exclusively 
advocated, insisted on the advantages of a diet poor in fat, but comparatively 
rich in carbohydrate, since this alone will lead to effective metabolism of the 
noii-nitrogenous food stuffs, S. C. Dyke 18 had shown also that this plan might 
enable the insulin dosage to be reduced ; and adopting his method, the reviewer 
was able to lower the dose in a child of 11 from an average of 80 units in the 
morning, and 7 in the evening, to one daily dose of 14 units. 

At a discussion at the Royal Society of Medicine in 1981 there was a general 
consensus of opinion in favour of the higher carbohydrate diet, and G. Graham 
and others, 19 reviewing his "pedigree’ cases which had been under observation 
at St. Bartholomew’s Hospital since 1924, found that distinctly less insulin 
was required proportionately for a larger amount of carbohydrate. Unlike 
Adlersberg, Graham does not attribute this to a lower caloric value in the diet. 
Animals have been shown to be less sensitive to insulin on a diet containing 
much fat but little or no carbohydrate. Attempts to push up the caloric 
value of a diet by giving much fat should therefore be abandoned. Apart 
from the risk of acidosis, the efficiency of insulin is reduced thereby. 

L. H. Newburgh and D. S. Waller 30 find that an advantage of increasing the 

10 
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carbohydrate in the diet 'is that the efficacy per unit of insulin steadily rises 
from being sufficient for 1*4 grin, of dextrose to 7 gnu. when the carbohydrate 
Intake exceeds the limit of tolerance by 100 grm. Beyond this point no further 
increase in efficiency occurs. S. St rouse and S. Soskin- 1 maintain that since 
insulin-treated patients do equally well on widely differing diets, the objective 
should be to meet the dietetic demands of an individual leading a full normal 
life, and give enough insulin to balance it. 

Bang favours the high carbohydrate diet, as does A. Filippini 22 in a critical 
review of the literature of the subject, while R. D. Lawrence 23 has modified 
his Line Ration diet by increasing each carbohydrate ration from 5 to 10 grm., 
and by allowing certain other modifications as required by the individual case, 
such as reduction in the amount of fat. 

High Carbohydrate Intake in Coma. — H. P. Hi ms worth, 24 in making a 
strong plea for giving large quantities of Dextrose in impending or established 
coma, shows that small doses of insulin are really more effective with plenty 
of dextrose than are large doses with a smaller intake of dextrose. He main- 
tains .this plan until there is hardly any acetonuria, and points out the danger 
of hypoglycemia as the patient emerges from coma if large doses of insulin 
are being employed. He makes the rather surprising but interesting claim 
that a rise of blood-sugar is compensatory in this condition and therefore need 
not be feared. He consequently regards the blood-sugar as a fallacious guide. 
Herein he is supported by A. Sebastiani, 25 who empliasiz.es the lack of parallel- 
ism between the hyperglyeiemia and the glycosuria, and prefers to rely on the 
general clinical condition rather than on repeated blood-sugar estimations. 

The only objection that the reviewer has heard against .high carbohydrate 
diet is that if large doses of insulin are already being given, there is nothing 
in reserve in ease of an acute infection. But in view of the increased efficiency 
of insulin when the carbohydrate intake exceeds the tolerance by 100 grin., 
this can hardly be a practical objection. To a large extent by this new method 
the picturesque phrase is justified that the diabetic is ‘delivered from calories'. 

Diathermy in Diabetes. — Since diathermy has been shown to be capable 
of increasing the activity of many endocrine glands, Z. Rausch 2 fi applied it to 
twelve diabetic patients, and concluded that it raised carbohydrate tolerance 
in mild cases, and to a less extent in severe ones. The best results were 
obtained when an electrode of GO sq. cm. was applied over the pancreas com- 
bined with one of 100 sq. cm. over some other area of the abdomen. The 
intensity of current should be raised to a point of maximal heat tolerance and 
the duration of treatment should be half to one hour. 

Galactose in Diabetes. — W. G. Kerr and T. V. Letonoff 27 find that galactose 
disappears very quickly from the blood of diabetic patients and appears to 
be readily stored as glycogen in the liver. Its removal from the blood-stream 
is not aided by insulin. It does not appear to be really useful in the treatment 
of diabetes, however. 

Diabetes in Childhood. 

It is generally admitted that diabetes is a very grave disease in early life, 
and that few children survived more than two years in the pre-insulin days. 
Joslin found that even in the first four years after the introduction of insulin 
11*5 per cent had died. G. B. Fleming, 28 reviewing his own experience since 
those days, considers that though infection remains the most dangerous 
complication of diabetes in childhood, it is seldom an important etiological 
factor. Heredity seems to be of more importance. Ketosis, whatever the 
cause, produces a diabetic blood-sugar curve (M. L. Gilchrist 29 ), and meningitis 
may excite a glycosuria — points to be borne in mind in making the diagnosis. 
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Most deaths occurred in coma in the second decade, which the author thinks 
may be connected with the child breaking away from maternal control. 

Treatment. — N. Morris 30 discusses two alternative methods of treatment : 
(1) An initial low diet, gradually worked up, with the addition of insulin as soon 
as glycosuria recurs ; (2) An optimum diet from the first, with sufficient insulin 
to deal with the carbohydrate. When there is marked ketonuria lie favours the 
second method, since coma is so easily precipitated in childhood, but otherwise 
he prefers the first, claiming as advantages : (a) the carbohydrate tolerance can 
be determined ; (b) glycogen .storage is assisted, and the risks of subsequent 
hypoglycemia reduced ; (c) overfeeding, and therefore too rapid an increase in 
■weight, is avoided. There is no evidence in favour of delaying insulin injections 
in childhood, and it is rarely possible in his experience to do with only one 
injection daily. Like other observers, he is struck with the liability of the 
blood-sugar to rise during the fasting hours of the night. He is in favour of 
keeping the urine free from sugar if possible, though admitting, as others have 
found, that the child often does not feel so well if there is not some morning 
glycosuria. Hypoglycemia he regards as not so dangerous as persistent under- 
dosage of insulin. Muscular exercise calls for a reduction of dose, since only 
very severe diabetics fail to react to exercise by 'the lowering of blood-sugar. 
The occurrence of digestive disorders, by delaying the absorption of food, may 
cause hypoglycemic attacks.. Even slight infections, such as an ordinary 
cold, call for an increase of insulin, which should be reduced again as soon as 
the active infection is over. 

F. J, Ford 31 emphasizes the factor of dehydration in diabetic coma, which 
calls for urgent treatment, orally, reetally, and, if necessary, iiitraperitoneally 
or intravenously. He gives 10 to 15 grin, of sodium bicarbonate every four 
hours to increase the alkaline reserve, despite Joslin’s opinion to the contrary, 
while glucose is given together with insulin. Since 1924 he has had 8 cases 
of coma with only 1 death, which occurred in a patient who had been comatose 
for four days prior to admission. 

P. MameTs 33 review of the subject comes to very similar conclusions to 
those of the Glasgow school. Everyone agrees that the prognosis of the disease 
in childhood has been enormously improved by insulin, but that there is no 
evidence of recovery of carbohydrate tolerance ; rather is there a gradual 
diminution. It is therefore too early to speak of the ultimate prognosis, since 
no one’s experience of insulin exceeds eleven years. 

(See also Hypoglycemia.) 
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DIARRHOEA, ACUTE, AID VOMITING IN INFANTS. 

Reginald Miller , M.D., F.R.C.P. 

A. Moncrieff, 1 who deals in detail with the treatment of this condition, makes 
the preliminary point of the necessity of excluding those eases in which the 
alimentary symptoms are merely secondary to disease elsewhere. Of the 
primary eases he recognizes three groups: (1) Due to bacterial infection; 
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(2) Due to alimentary irritation by food, a dietetic disturbance ; and (3) Due 
to an acute upset following prolonged indigestion. 

Treatment. — Moncrieff gives four general principles underlying all remedial 
measures : the child must be treated as a whole and all attention must not 
be focused on the frequency and character of the stools ; skilled nursing is 
essential ; a short period of starvation is necessary in every case ; and infec- 
tious precautions as in typhoid fever should be observed in all cases, especially 
in the dysenteric group with blood and mucus in the stools. 

In infants, with the profound disturbance of water retention, the preliminary 
starvation period of twelve to twenty-four hours must be occupied by the 
administration of copious quantities of Fluid. This may be given, by the 
mouth from a bottle in the form of half-strength normal saline at frequent 
intervals whenever the child is awake. If vomiting is a marked feature, the 
fluid should be given cold. In some cases as much as two pints of fluid can be 
administered in twenty-four' hours, but often in severe eases the baby is ■ too 
weak to suck properly or fluid is constantly rejected by the mouth, and recourse 
must be had to other routes. The subcutaneous route should be tried first, 
and the complicated methods adopted in hospitals can be abandoned in favour 
of the simple use of a large metal syringe (such as that used for syringing ears) 
to which a big hollow needle is attached by rubber tubing. With aseptic 
precautions this method can be used to inject normal saline at a temperature 
of about 105° into both flanks, about 10 to 15 c.e. per pound of body weight 
being the ideal quantity, to be repeated every six hours according to* the rate 
of absorption. Intraperitoneal injection of saline is also valuable in getting 
fluid rapidly into the system ; about half a pint of normal saline at" 100° should 
be thus introduced and repeated as required. The intravenous route is very 
difficult in small babies with collapsed veins, and should be attempted only 
hv those fully accustomed to it. This applies especially to the injection of 
fluid into the longitudinal sinus. Blood transfusion "is definitely contra- 
indicated in most acute eases. In dysenteric cases in young babies, the use 
of the Bister Institute mixed Anti -dysenteric Serum in doses of 5 to 10 c.e.. 
intramuscularly , repeated as required, is recommended. 

The elimination of toxic substances in the bowel should be the next step. 
A dose of Castor Oil (1 drachm as a minimum) has much to recommend it, 
despite the fact that peristalsis is already active, because of its after-effect of 
inducing constipation. The lower bowel and stomach should be gently washed 
out with a weak solution of sodium bicarbonate or with Normal~Saline, some 
of which latter can be usually left in situ as extra fluid. Collapse should be 
met by a Mustard Bath, and stimulants such as Camphor (5 min. of a 1-20 
solution in olive oil) or Adrenalin are recommended. Brandy is of doubtful 
value, at any rate in the small doses usually urged, but its use is expected by 
the parents and it is probably politic to give 30 min. at once in water and 
repeat in smaller quantities every two to four hours. 

Drugs are disappointing ; antiseptics have little to recommend their use, 
but Calomel in small doses is probably the best. When the large bowel is 
mainly involved, as in the dysenteric form, Bismuth is of definite value and 
should be pushed to secure constipation. Opium is valuable when the acute 
stage of dehydration is over, and there' are repeated loose motions associated 
with a clean tongue. Under six months of age, the dosage of the tincture of 
opium is about £ to £ min., and after that age should be gradually increased 
up to 1 min, at a year old (Le,, the dose in minims roughly corresponds to the 
age in years). The restless baby should be given sufficient chloral to ensure 
quiet (gr. £ in water four-hourly for the baby of six months). 

When the acute phase is over, and at the end of the period of starvation, 
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comes the difficult stage of returning to a suitable Diet. The ideal is undoubt- 
edly to use diluted human milk, but this is not usually obtainable in this 
country unless the infant has been breast-fed. It is generally agreed that fat 
must be kept low, protein given gradually, and the sugar used non-fermen table. 
It must also be remembered, as mentioned above, that the gastric acidity is 
usually definitely lowered, and that the choice of artificial food is therefore 
limited to a skimmed dried milk with the addition of dextri -maltose, or to lactic 
acid skimmed milk ; this is made by taking one pint of boiled skimmed milk 
and half a pint of boiled water and adding 60 min. of B.P. lactic acid, drop 
by drop, stirring well ; it must not be heated above body temperature or it 
will curdle. Sugar in the form of dextri-maltose. can be added as required. 
The first feed should be small in, quantity (1 to 2 oz.) and very dilute, and 
additions of quantity and strength must be made very gradually. Half-cream 
dried milk forms a useful stepping stone between the skimmed-inilk regime 
and the return to a full-cream milk. Ordinary cow's milk is best avoided for 
some time, and all additions of fat to the diet, such as cream or cod-liver oil, 
must be prohibited. Vitamins A and D can be administered in concentrated 
forms. 

Reference. — 'Practitioner, 1933, March, 307. 

DIETETICS. (See also Vitamins.) Ivor J. Davies , MJX, F.R.C.P. 

The teaching of dietetics in ordinary medical education has been largely 
neglected, as R. Hutchison 1 pointed out in the first edition of his book Food 
and the Principles of Dietetics. This authoritative work has now reached its 
seventh edition and has been brought thoroughly up to date. The new edition 
has been prepared with the collaboration of Professor V. H. Mottram, and 
presents a most readable and practical account of the subject. 

J. S. McLester 2 has rightly observed that in few departments of medicine 
are such rapid strides being made as in the science of nutrition. Animal 
experiments and clinical observation constantly reveal new facts which have 
led to improved methods of feeding both in health and disease. The study of 
vitamins and the great public interest aroused by the publication of the reports 
of the Medical Research Council have had far-reaching effects. A widespread 
interest in diet has now been formed, resulting in more and more care being 
taken in this branch of therapeutics. No mode of treatment has ever met with 
such a ready response from the patient as that which followed the applica- 
tion of recent knowledge of food-values. It may he fairly stated that no 
measure of treatment is likely to establish the regular practitioner so securely 
as the general adoption of these principles of dietetics. The public has been 
widely informed in well-written articles in the press and expects' the general 
practitioner to apply this new knowledge in its interest. The time has passed 
when we can afford to dismiss the question of diet with some vague general 
statement. 

Dietetic Treatment in Hospitals : Appointment of Dietitians. — The 
establishment of dietetic kitchens in many of the London and provincial 
hospitals is one of the most important innovations in recent times. These 
departments -for the control of dietetic treatment are in charge of a dietitian, 
who is responsible for the calculating, planning, and cooking of the special 
diets throughout the hospital. The whole work of the kitchen, including the 
actual cooking, is done by the dietitian and her students and a few nurses who 
are sent in turn for special instruction. The department deals with each 
patient individually, and no new diet is served until the patient has first been 
visited by the dietitian personally. Diets are ordered by the physician or 
surgeon, and, if to be weighed, in grammes of carbohydrate, protein, fat, or 
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calcium, etc. The sisters send a requisition form to the diet kitchen daily, 
with a list of diets required, the name and bed number of the patients, and 
any special requests as to likes and dislikes, etc., which can safely be allowed. 

Thus the main responsibility for the feeding of patients on special diets is 
transferred to the dietitian, who works under the direction of a member of 
the medical staff and whose special training fits her for the construction of 
the more specialized diets. In practice, a close eo-operation lias been formed 
between the nursing staff and the dietitian, and the final success of the 
innovation has thus been secured. 

The meal for each patient is prepared separately and also served in an 
attractive manner on separate trays. The diabetic diet is planned so that it 
is as near as possible to that which the patient will be having at home. The 
patient is instructed in the weighing of his separate articles of food, and 
whoever is responsible for the preparation of the food on the patient’s return 
home is interviewed by the dietitian whenever possible. Each patient on 
discharge receives full ins tractions, together with lists of alternative foods 
and recipes. He may be instructed in the self-administration of insulin, and 
is made to understand the absolute necessity for strict dosage, and to recognize 
the early signs of an overdose. He is warned never to be without a few lumps 
of cane sugar. 

The dietitian attends ‘Out-patients’ daily, and in a room of her own sees 
patients referred to her by the physician or surgeon. This branch of the 
work' offers great scope, as a far larger number of cases can be seen and thus 
the necessity for admission is often obviated. The work in the out-patient 
department, from the point of view of the patient, reminds the writer of the 
sympathetic and very useful role played by the 6 V.A.DJ in the War. In 
addition to the dietitian’s special training, the personal factor is paramount. 
The friendly and rather informal character of the work should always be main- 
tained. It is noticeable that the out-patient leaves the department with an 
intelligent understanding of his particular list of foods and convinced of the 
necessity for strict observance. The dietitian gains the interest of the patient 
in his own cure, and makes him feel in part at least responsible for its success. 
We have not previously shared the nature of any treatment to the same extent 
as is now done in the matter of dietetic control. On an average, about half 
an hour is allotted to each patient, and his ordinary meals are made a basis for 
the construction of the special diet. The physician prescribes the number of 
grammes of carbohydrate, protein, and fat, if a diabetic diet, or the number of 
calories, if a reducing diet, and the details are left to the dietitian for elaboration. 

Weight reduction offers much scope to the dietitian. On a diet of about 
1000 or 1200 calories, the loss is usually 1 to 2 lb, a week, or about 14 lb. in 
three months, when the diet can be raised to a maintenance level for a short 
time. The course can be repeated once or twice afterwards. Highly satis- 
factory results are obtained in the alimentary type of obesity, through mild 
restriction of diet and regular exercise, without the aid of thyroid therapy. 

These particulars serve to illustrate the duties of the dietitian. It will be 
seen that far better results are now possible than by the former vague mode 
of dieting, I am much indebted to Miss A. Abrahams, Dietitian at St. Bartho- 
lomew’s Hospital, London, her assistant Miss Jean Ferguson,, Miss E. M. 
Marshall, 3 Dietitian at University College Hospital, Miss Rose Simmons, 
Dietitian at the London Hospital, and Staff-Nurse Wheeler of King’s College 
Hospital, for the opportunity of .seeing the work of their departments in every 
detail. 

Consumption of Carbohydrates. — J. H. P. Paton 4 (St. Andrew’s), in a 
paper on the national consumption of carbohydrates in relation to disease, 
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draws the following conclusions. Modem consumption of carbohydrates is 
excessive, and this excess is largely the result of the addition to our diet of 
steadily increasing quantities of cane sugar. There is considerable clinical 
evidence that this excess is producing harmful effects in several directions. 
It affords some explanation of the high rate of incidence of severe catarrhal 
affections, of the frequency of acidosis in the modem child, of the prevalence 
of rickets and dental caries, and of the increasing death-rate from diabetes 
and cancer. Excess of glucose absorption is probably one etiological factor 
in the production of diabetes, and may be an accessory factor hastening 
death in malignant disease. Excess of carbohydrate in the diet has, it 
would seem, so modified the ‘soil’ that the prevalence of certain disease 
states is increasing. The considerations advanced suggest that restriction in 
the intake of carbohydrates and especially of cane sugar, with the substitu- 
tion of more animal fats as sources of energy and of fresh natural food- 
stuffs in our diet, would result in definite improvement in the standard of 
national health. 

Cod -liver Oil. — In an annotation the British Medical Journal 5 refers to a 
communication by J. Kloster 6 on the harmlessness of cod-liver oil in bulk. He 
studied the effects on the health of drinking large quantities of cod-liver oil 
over a long period. He was stationed for two years in the extreme north of 
Norway, where no corn and only small quantities of potatoes are cultivated. 
On six or seven days in the week fish is eaten at two or three meals, and it 
is supplemented by a daily ration of about half a litre of 4 molje ’ (liver and 
liver fat) for adults in the busiest fishing season. During the six winter months 
30 to 40 grin, of cod-liver oil are consumed per day and per head. He was 
struck by the good nutrition of the infants and young children in his district ; 
this was the more remarkable as the lives they led in dark rooms during the 
long, dark winter were in many respects unhealthy. 

Halibut-liver Oil. — R. T. M. Haines and J. C. Drummond 7 (London) 
investigated the properties of halibut-liver oil. Considerable interest has been 
shown recently in halibut-liver oil as a source of vitamin A and vitamin D for 
use in the treatment of malnutrition, and there is no doubt that the product is 
already proving of great value in the hands of the medical profession. The 
liver of the halibut (Hippogl&ssus hippoglossus Liana us) may show considerable 
variation in the amount of oil present, but of greater significance is the curiously 
wide variation in vitamin A value which is encountered. Lovern 8 and Heilbron 
and others 9 have drawn attention to these differences, for which, as yet, no 
satisfactory explanation has been advanced. 

References. — b Food and the Principles of Dietetics, 7tli eel., 1933 ; -Nutrition and 
Diet in Health and Disease, , 2nd ed., 1931 ; 3 “ The Diet Kitchen ”, XJniv. Coll, ffosp . Mag, 

1932, May- June, xvii, No. 3; *Edin. Med. Jour. 1932, Sept., 556; 5 Brit. Med. Jour . 

1933, i, 16 ; *Nord. Med. Tide. 1932, Oct. 1, 745 ; 7 Brit. Med. Jour. 1933. i, 559 ; B Nature , 
1932, cxxix, 3263 ; -Biochem. Jour. 1932, xxvi, 1178. 

DIPHTHERIA. J. I). Rolleston , M.D., F.R.C.P. 

Epidemiology.— T he tenth annual report of the Journal of the American 
Medical Association 1 on the diphtheria mortality in the ninety-three cities of 
the United States with a population of 100,000 and over, shows that the 
diphtheria rate per 100,000 of population in 1932 ranged from 8-16 in the West 
South Central States to 2-53 in the Middle Atlantic. States. Five cities did 
not register a single death from diphtheria in 1932. New York for the third 
year in succession reported a very low rate (2-9 per 100,000). Philadelphia 
had the best record (0*8) for any American city with a population of more 
than a million. The city of Camden had the highest rate (8*4), as it had in 
1931. (See also Medical Annual, 1933, p. 139.) 
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Bacteriology. — In 1931 J. S. Anderson, F. C. Happold, J. W. McLeod, 
and J. G. Thomson,, 2 of Leeds, described two forms of diphtheria bacilli, grains 
and mitis , which, as they claimed, were associated with very severe and mild 
diphtheria respectively. On tlie other hand, H. J. Parish, E. E. Whatley, 
and R. A. O’Brien 3 found no satisfactory evidence that the gravest types of 
diphtheria were generally associated solely or even mainly with the gravis type 
of bacillus, and maintain that the association of the gravis bacillus with severe 
attacks of diphtheria found in the Leeds area Is merely a local phenomenon. 

In opposition to the view held by some writers, H. Bernadou and P. Lamothe 4 
declare that, apart from some cases observed in infants, there is no patho- 
logical or clinical evidence that bronchopneumonia refractory to ordinary 
vaccines is due to latent diphtheria. Patients suffering from bronchopneu- 
monia with diphtheria bacilli in their nasopharynx but without any clinical 
evidence of diphtheria should be regarded mainly as diphtheria carriers, the 
part played by the diphtheria bacillus being merely that of a saprophyte in 
such cases. 

H. Preidt® examined the ear discharge in children In a home for extra- 
pulmonary tuberculosis and found diphtheria bacilli in 28 per cent, a result 
similar to that reported in 1921 by Davidsohn and Heck, who found the 
organism present in 38 per cent of their otitis cases. Although the virulence 
test was negative in the only two cases in which it was performed, Preidt 
thinks that one patient infected two children in adjacent beds who developed 
faucial diphtheria. It is advisable, therefore, to examine all children with 
otitis for diphtheria bacilli before their discharge from hospital. 

Symptoms and Complications. — S. Veras 6 reviews the literature of the last 
twenty-four years on diphtheria of the vulva , and reports a personal case in 
a girl, aged 2J years, which was remarkable for the following reasons : (I) 
Diphtheria of the vulva is uncommon ; (2) The vulvar lesion was primary, as 
the child had not had any sore throat, whereas genital diphtheria is almost 
always secondary to faucial involvement ; (3) The lesion was not at first 
typical. Cultures, however, showed the presence of diphtheria bacilli, and 
rapid and uncomplicated recovery followed injection of antitoxin. 

A case of post-diphtheritic stenosis of the oesophagus is reported by L. Kraus. 7 
The patient was a girl, aged 2 years, who ten days after a mild attack of 
diphtheria treated by antitoxin developed difficulty in swallowing. This was 
at first regarded as due to palatal paralysis, and was treated by faradization 
of the palate, but as no improvement ensued, oesophageal spasm was diagnosed, 
especially as X-ray examination revealed no marked change. When, however, 
antispasmodic treatment had no effect, and the condition had lasted for ten 
months, oesophagoseopy was performed, and showed a well-marked cicatricial 
stricture about 6 cm. long at the level of the bifurcation of the trachea. Treat- 
ment by oesophageal bougies was carried out, and considerable improvement 
took place. 

According to E. H. Place 8 the onset of diphtheritic carditis is from the sixth 
to the twenty-first day from the onset. In addition to pallor and coolness of 
the extremities and skin, the physical signs are changes in the heart-sounds 
and heart-rhythm. The first change is softening and shortening of the first 
sound. The diastolic pause is usually shortened. Rhythmic disturbance con- 
sists most commonly in the gallop type of three or four sounds, rarely flutter 
or fibrillation. There is a fall of blood-pressure. In the worst cases the liver 
becomes enlarged and tender. Electrocardiograms show two main types of 
damage — namely (1) auricular and intra- ventricular block, and (2) changes 
in the shape and direction of the T wave and reduction of the voltage of the 
heart current. The two changes may be associated or the second may occur 



MEDICAL ANNUAL 


153 


Diphtheria 


alone. The ease fatality of diphtheritic carditis is between 50 and GO per cent. 
Death may occur within twenty-four hours from the onset, but the average 
time is about three days. 

The question as to whether permanent cardiac damage follows diphtheria or 
not appears to be still undecided. S. Alstead, 9 from comparison of 150 eases 
having a history of diphtheria with 100 with no history of the disease, came 
to the conclusion that there was nothing to suggest the occurrence of gross 
cardiac lesions as the result of a previous attack of diphtheria. A. F. Hecht, 10 
on the other hand, who reports nine cases in children aged from 7 months to 
9£ years, maintains that permanent damage to the heart after diphtheria 
cannot be excluded. He regards repeated electrocardiographic examinations 
as the only means of determining whether such changes have occurred and 
as the most reliable guide to prognosis. If a change in the electrocardiogram 
persists, true anatomical recovery is impossible. 

P. von Kiss 11 found that 86 (5*9 per cent) of 1680 children admitted to 
hospital with diphtheria showed haemorrhages in some form or another. ■ The 
prognosis of epistaxis in purely nasal diphtheria is absolutely favourable, and 
when the disease is confined to the tonsils or conjunctiva, epistaxis is not a 
very grave sign, the fatality rate in such eases being 11 T per cent. On the 
other hand, the prognosis of epistaxis in concurrent faucial and nasal diphtheria 
is very serious, the mortality in such cases being 44*5 per cent. Lastly, the 
prognosis is absolutely bad when the haemorrhage in faucial diphtheria is not 
confined to a single system, or when it develops in diphtheria with multiple 
localizations of the disease. Toxaemia is mainly responsible for death in such 
cases, but in some instances cardiac involvement is the cause of death. 

A case of diphtheria associated with purpura Iicemorrhagica is reported by 
R. N. Howard, 12 The patient was a girl, aged 12 years, admitted to hospital 
with haematuria, numerous peteehiae on the skin, and a haemorrhagic condition 
of the right tonsil which showed a few whitish specks. The red cells num- 
bered 2,300,000 and the leucocytes 7600 per c.mm. No platelets were seen. 
Next day the patches on the tonsil had become confluent and yielded a pure 
culture of diphtheria bacilli. Three doses of antitoxin -were given, and apart 
from otitis media recovery was uneventful. The case appears to have been 
one of diphtheria occurring in a purpuric subject rather than an example of 
haemorrhagic diphtheria, as the child was not severely ill, nor were the faucial 
lesions extensive, as is the rule in haemorrhagic diphtheria (cf. Medical 
Annual, 1932, p. 181). 

S. Lavit, 13 who records 26 cases in children aged from 3 to 11 years, states 
that nephritis is a frequent complication of diphtheria. Anatomically it is a 
localized parenchymatous nephritis, characterized by lesions of the convoluted 
tubules. Clinically its features are albuminuria, diminution in the amount of 
urine passed, and digestive and nervous disturbance of varying intensity. 
There are no signs of acidosis. The prognosis varies. In the renal forms of 
malignant diphtheria the nephritis forms part of the malignant syndrome and 
aggravates the prognosis, but is not necessarily always the cause of death. 
In mild forms the albuminuria is only transient. The lesions of diphtheritic 
nephritis never become chronic. 

A. Brems 14 investigated the blood-sugar in 25 diphtheria patients with the 
following results. . In the acute stage a moderate increase of blood-sugar was 
fairly frequent. In severe cases administration of glucose by mouth in the 
acute stage was frequently followed by an abnormal blood-sugar curve due 
to a toxic disturbance in the regulation of blood-sugar. Two or three weeks 
after the last administration of glucose by mouth the blood-sugar curve becomes 
more or less, normal again. In the acute stage of severe diphtheria glycosuria 
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often occurs spontaneously, and after the administration of glucose it is almost 
eo nst ant Iv present . 

Ti-Ie Schick Test.— J. Greengard 15 reports his observations on the Schick 
test in 584 children aged from 'birth up to the age of 3 years. In the first 
week of life the result was positive in 9 (17-6 per cent) out of 51 infants 
examined. There was then a progressive increase in the number of positive 
reactions, the highest incidence (706 per cent) being reached between 9 and 
12 months. In the age group above 12 months, 69*8 per cent were positive. 
A few infants showed a loss of immunity as early as the first to third months 
of life, while in some the immunity outlasted the first year of life, and in a few 
instances 18 months. In a group of 100 mothers and their newborn infants 
on whom comparative tests were performed, the following lack of agreement 
was found between the reactions of the mother and that of her infant : 60 
per cent of the newborn infants of positive mothers gave negative reactions, 
and in every case in which the infant’s reaction was positive it was less intense 
than the mother’s. All the infants of negative mothers also gave a negative 
reaction. Similar results were obtained by J. V. Cooke and B. M. Sharman 18 in 
their comparative studies of Schick tests on mothers and their newborn infants. 

Prophylaxis. — The occurrence of diphtheria in spite of active immuniza- 
tion bv anatoxin is described by J. Tomcsik, 17 who reports that among 100,600 
Hungarian children who had been given the regulation three injections, 102 
contracted the disease at periods ranging from one month to three years after 
the last 'injection. In 75*5 per cent of the cases the character of the attack of 
diphtheria was mild, in 16*5 percent moderately severe, in 1 per cent laryngeal, 
in 4*6 per cent a mixed infection, and in 2*9 per cent toxic and fatal. ' In each 
of the three fatal cases, which occurred in children aged 5, 7, and 8 years 
respectively, death took place more than a month after the last injection of 
anatoxin. 

In a paper on immunity to diphtheria conferred by tonsillectomy , A. Topper 
and S. Leader 18 .refer to the paper by Schick and Topper ( sec Medical 
Annual, 1931, p. 153), who had shown that out of 151 children 123 (81*5 
per cent) gave a negative reaction six months after the operation. They 
now report the results of 8 Ignore, children who were Schick-positive before 
tonsillectomy and were tested six months after the operation, when only 54 
(66*6 per cent) were found to be negative. The smaller number of negative 
reactions than on the previous occasion is attributed to the decreased in- 
cidence of diphtheria in New York, and especially in the districts from which 
the children came. They conclude that tonsillectomy favours the development 
of Immunity to diphtheria, but consider that as this development depends 
largely on the presence of diphtheria bacilli in the environment it is most 
likely to occur in congested districts where the incidence of diphtheria is high. 

References.-Vow*. Amer. Med . Assoc. 1933, c, 1595 ; -Jour. Pathol, and Bacterial . 
1931, xscxiv, 667 ; 2 Brit. Med. Jour. 1932, ii, 915; *Paris med. 1932, ii, 43; h Zeiis. 
/, Kinderhmlk. 1932, Mil, 304; *Arch. ds Med. des Enf. 1932, Aug., 408; 13 Wien. Min. 
Woch. 1933, xlvi, 351 ; H New Eng. Jour. Med . 1933, ccvii, 864 ; 0 Lancet, 1933, i, 413 ; 
m Wien. Min Woch. 1932, July 8, 865; 11 Arch. f. Kinderheilk. 1933, xeix, 193; 12 Med. 
Jour. Australia, 1932. ii, 723 ; VA These de Paris , 1932, No. 404 ; u Aeta med. Scand. 1932, 
Ixxix, 1; 15 Arch, of Pedmt. 1932, Aug,, 526; ie Amer. Jour. Dis. Child. 1932, xiiv, 
40; l Wt mi. med. Woch. 1932, Nov. 25, 1884; l *Amer. Jour. Dis . Child. 1933, xlv, 735. 

DRUNKENNESS, TESTS FOR. H . Devine , M.D., F.R.C.P. 

A. Baidie, 1 who is a divisional surgeon for the Metropolitan Police,, has 
written a valuable paper on the signs and symptoms of alcoholic intoxication, 
which provides the medical practitioner with information on this subject which 
he will find most helpful. ' Since motor traffic has developed, drunkenness has 
ceased to be merely a social offence. Formerly, drunk was drunk ; the effect 
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on efficiency was hardly considered. Times have changed, and the question 
of alcoholic intoxication has developed a new significance reflected in legal 
enactments and by public opinion, and one which is more practical and utili- 
tarian, less concerned with moral considerations of alcoholism per se, but none 
the less strict on this account. 

Definition of Alcoholic intoxication . — The Road Traffic Act, 1980 
(Sect. 15), lays down : 44 Any person who when driving or attempting to drive, 
or when in charge of, a motor vehicle on a road or other public place, is under 
the influence of drink or a drug to such an extent as to be incapable of having 
proper control of the vehicle, shall be liable to penalty — the sense of the defini- 
tion recommended by the British Medical Association Committee of ‘drunken- 
ness’ This definition was : 44 That the word ‘drunk 5 should always be taken 
to mean that the person concerned was so much under the influence of alcohol 
as to have lost control of his faculties to such an extent as to render him unable 
to execute safely the occupation on which he was engaged at the material time 

This definition is a forward step from a medical aspect ; but it brings the 
medical profession up against the admittedly difficult problems involved in the 
determination of occupational incapacity due to alcohol : the first, though not 
the most important, of which is the use of some accepted term to describe 
a degree of physical and mental inco-ordination due to alcohol, also accepted 
as amounting legally to incapacity. The word ‘intoxication’ is probably the 
most suitable to describe any state of occupational incapacity due to alcohol. 
It is a term of definite and scientific meaning ; it is applicable in all the various 
classes of case in which any question of occupational incapacity, whether due 
to ‘drunkenness’, ‘intemperate habits’, or ‘the influence of drink’ arises ; and 
it denotes, if necessary, though not necessarily, less severe degrees of inebriation 
than the word ‘drunkenness’. 

Stages of Intoxication. — Alcohol, like other anaesthetics, tends to produce 
its effects in stages, and these stages, irrespective of the amount or kind of 
liquor consumed, are : — 

1. The Stage of Exhilaration , Elation , and Expansiveness ,• — In this stage 
timidity and restraint give place to bravado and recklessness. Discretion 
and reserve are replaced by genial and irresponsible loquacity ; the individual 
seems sure, perhaps unduly sure, of his pow r ers and importance. 

2. The Stage of Irritability and Confusion. — Here efficiency in any form, 
whether induced or not, disappears, although effects vary a good deal. Inco- 
ordination is more or less pronounced, and the intellectual disturbance accen- 
tuates the motor incompetence. 

3. The Stage of Drowsin ess.—' This stage is responsible for the arrest of many 
persons. Drowsiness may, of course, be due to many causes, physiological 
and pathological, as well as to intoxication by alcohol. The ease with which 
an individual, whether sick or well, and suffering or not from the effects of cold 
and fatigue, leaning back continuously in one position, hypnotized by the 
passing lights of a city, may doze, perhaps only momentarily, is greatly increased 
by an alcoholic factor. 

Factors Influencing the Nature and Degree of Impairment of Faculties.— ( 1) 
The idiosyncrasy of the individual. (2) The power of temporary recollection 
and restoration of faculties. Many intoxicated persons are curiously able 
temporarily to reimpose their inhibitions in the presence of a sudden stimulus 
such as a fall, a cold-water douche, or legal arrest. (3) The coexistence of 
disease, injury, or shock. (4) The nature of alcoholic liquor consumed. (5) 
The amount of alcoholic liquor consumed. (6) The stage of intoxication. 
(7) The state of the individual in relation to food, muscular fatigue, and 
mental exhaustion, including want of sleep. 
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Medical Examination of Cases of Alleged Intoxication .—The following 
points are worth considering in connection with the usual procedure in the 
examination of cases of alleged intoxication in this country *. — 

1. A note should be made of: (a) The time at which the- request arrived to 
attend for the purpose of examination, and the time of arrival at the place of 
examination ; (b) The times at which the examination begins and is completed ; 
(a The time at which, if he does so, the prisoner asks for a second opinion ; 
(d) The time of arrival of the second doctor, and the time he begins and com- 
pletes his examination ; (e) Ail clinical tests applied ; (/) Questions asked 
and answers given as to illness, liquor consumed, work, fatigue, etc. 

2. It is as well not to seek any. detailed Information regarding the prisoner’s 
arrest until the completion of the examination. 

3. The examination should take place under reasonable conditions, particu- 
larly in regard to space and light. Gait can only be tested in a largish room ; 
reading and handwriting tests may be challenged on the ground of poor light ; 
the latter are of no value if handwriting materials, desk, or light, are open to 
criticism, (d) The examinee will already have been given the opportunity 
to summon a second doctor on his own behalf; the first doctor — that is, the 
doctor acting on behalf of the police — should give the prisoner, if necessary, 
a further opportunity, before he commences his examination, of obtaining a 
second opinion ; so that, if this is desired, no further time need be lost in 
summoning the second doctor, (e) All tests applied should be simple and 
easy of comprehension by a layman. (/) The examinee should not be asked 
to submit to any test, the execution of which is not easily within the competence 
of the average sober individual, (g) It is optional whether the first doctor 
offers his clinical notes on the case to the second doctor ; it is optional for the 
second doctor to see them, if invited to do so, before or after his own examina- 
tion, or not at all, as he pleases. The first doctor should not, as it may be bis 
practice to do in private consultation, invite his colleague to read them ; his 
attitude should be : “I have made a few notes of my findings ; they are here, 
if you wish to read them ; but perhaps you would prefer not to see them ? ” 
(h) At the end of each examination the doctor concerned usually informs the 
examinee of Ms opinion. In the case of the doctor acting for the police this 
is obligatory, and the information should be accompanied normally by a reminder 
of the right, already intimated, to a second opinion. In the case of the second 
doctor, called by the examinee, it Is within that doctor’s discretion whether 
he informs his patient of his opinion or not. 

Tests invariably Applicable as Determining : (1) Questions of 

Differential Diagnosis; (2) Whether in fact the Examinee is under 
the Influence of Alcohol : — (a) Temperature ; (b) The rate, rhythm, and 
character of the pulse ; (c) State and reaction of the pupils ; {d) The con- 
dition of the tongue and mouth; ( e ) Ordinary speech and ordinary walking 
gait ; (/) The character and odour of any vomited material ; (g) The smell of 
the breath. 

The pulse of a person in normal health who has recently consumed a moderate 
amount of alcohol Is rapid, Ml, and bounding. The Committee appointed by 
the British Medical Association to report on “ Tests for Drunkenness ” con- 
sidered that a rapid pulse Is one of the signs upon which little stress can be laid 
in deciding that a person is under the influence of alcohol. Nevertheless, the 
bounding character of the pulse is a feature which is so common in persons 
under the influence of moderate amounts that it may, in conjunction with other 
signs, be of great help. Allowance will, of course, be made for nervous and 
other factors in assessing its importance. 

The pupils In a person who has consumed alcohol are dilated and are very 
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sluggish in ordinary light ; they contract variably in bright light, returning 
slowly to dilatation on withdrawal of light. In the undisturbed alcoholic sleep 
they are typically contracted, easily dilating in response to any external stimulus 
(such as a pinch on the back of the neck) ; if the person be then left unmolested 
for half an hour they return to a state of contraction. This, as a differential 
test, has been found by Glaister to be reliable throughout eighteen years 
practice. 

The tongue is dry and white with red edges. The throat is parched ; the 
individual may complain of thirst. Some excessive indulgence is probably 
unconsciously provoked by the thirst which one or two drinks may produce, 
such thirst being aggravated by more alcohol. The lips are also dry, and 
may be caked around the edges, with the residue of beer or stout. 

The gait and speech of a person who has consumed alcohol but whose faculties 
are not notably impaired, are of some interest. Ordinary gait and speech 
appear normal, but in prolonged conversation occasional lapses can be observed 
in the speech, especially if he be a quick speaker, or the conversation demands 
much thought. If he runs he is liable to slip; if he has to pick his way, as in 
crossing a stream, or walking in the dark, he may stumble. 

Many mistakes of diagnosis have been due to the misleading evidence provided 
by the smell of the breath. This, and the smell of alcohol in the vomit, indi- 
cates only that a patient has taken or been given alcohol ; great caution, 
therefore, is necessary, in examining any one whose breath so smells. It is 
not a legal offence to consume alcohol ; the patient may have taken or been 
given a drink because he was ill. In the absence of illness, how T ever, the smell 
of the breath may give some indication of the kind and strength of liquor, and 
the time at which consumed. 

Knee-jerks. — Dodge and Benedict found that 30 to 40 e.c. of alcohol increased 
the latent period of this reflex by about 0 per cent. A similar slowing has been 
found by other observers. Experience suggests that in the earlier stages both, 
superficial and deep reflexes may be exaggerated. 

In considering the value of physical signs the view is inevitable that certain 
signs, namely, the state of the tongue, the rate and character of the pulse, the 
state and reactions of the pupils, and the smell of the breath are of small assist- 
ance in determining any impairment of faculties, but that, conjunctively, 
they indicate that alcohol has been consumed. 

It is necessary to remember that such conditions as carbon monoxide poison- 
ing and shock may simulate alcoholic intoxication. There is, indeed, no single 
symptom due to the consumption of alcohol which may not also be a sign of 
some other pathological condition. 

Application and Interpretation of Tests for the Presence of and 
Intoxication by Alcohol. — The following tests are, conjunctively and 
variably, applicable for the purpose of determining the kind and degree of 
intoxication present and the degree of impairment of faculties due thereto : — 

a. Observational . — (i) Condition of face and lips, and appearance of conjunc- 
tive ; (ii) Hiccup ; (iii) Untidiness or disarrangement of hair and clothes, 
dribbles of saliva, vomit, or liquor on face or waistcoat ; (iv) Tremors or jerky 
movements ; (v) Demeanour and behaviour ; (vi) Wakefulness or drowsiness ; 
(vii) Ordinary speech ; (viii) Ordinary gait ; (ix) Interpretation of phenomena. 

b. Specific Tests . — In respect of faculties dependent on intellectual and 
executive efficiency ; or on a combination of these : — 

i. Intellectual tests : Memory of recent events ; orientation for time and 
space ; judgement — all assessable by suitable questions. Tests for emotional 
reactions, e.g., is the examinee irritable, boisterous, or quarrelsome, etc., indi- 
cating irresponsibility or unreliability in behaviour. 
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ii. Executive tests ; (Dependent on motor co-ordination, plus, in varying 
degree, intellectual control and direction.) Habitual purposive acts ; direc- 
tional gait, following a leader, or crooked chalk-line ; dressing and undressing 
movements ; picking up a coin ; lighting or putting out a cigarette. Original 
purposive acts, requiring in varying degree, in addition to habitual executive 
faculties, visual and aural co-ordination, intellectual discrimination, and initia- 
tive. Reading test ; handwriting tests (copying and to dictation) ; calculations 
(money, figures) ; sorting figures ; turning up an index reference ; picking up a 
piece of elastoplast stuck to the floor ; drawing a diagram from copy ; maze test. 

Conclusions. — 

1. Differential diagnosis between disease or injury and the effects of alcohol 
must inevitably remain the first and perhaps the most onerous part of the 
duty of a doctor concerned with any case in which a question of the effects of 
alcohol arises. 

2. The modem tendency of public opinion, of law, and of medicine, is to 
agree that the measure of intoxication which shall constitute an offence shall 
be the impairment of faculties necessary for a specific function rattier than 
general alterations in the personality as a whole. 

3. The term intoxication may be suitably employed to describe specific 
incapacity due to the consumption of alcohol. 

4. The fact of consumption of alcohol having been established, the nature 
and extent of any impairment of faculties is, in the present state of medical 
knowledge, best measured by observational tests of mentality and behaviour, 
and by specific tests based on the performance of habitual purposive acts and 
functions such as ordinary walking, ordinary speech, dressing and undressing, 
etc., and on purposive acts requiring a greater degree of intellectual direction 
and control, such as reading, handwriting, directional gait. 

5. Impairment of faculties as a result of alcoholic or drug intoxication is 
variable, and the personal equation is a vital factor governing both the kind 
and degree of impairment which is found. 

Estimation of Blood Alcohol in Drunkenness* — 

In the Medical Annual ( 1933 , p. 21) it was shown that 1,4 as a means of 
diagnosis of drunkenness urine analysis is valueless, though as a means of 
determining the minimum amount of alcohol consumed, it may on occasion 
prove useful ” (S. Smith and C. P. Stewart). An abstract of recent work is 
given below which suggests that the estimation of blood-alcohol may be of 
value in the diagnosis of drunkenness. 

P. H. Andresen* discusses the merits of the various tests for alcohol in the 
blood of persons suspected of being drunk in a legal sense, and comes to the 
following conclusions. Knowledge as to the significance of the alcohol con- 
centration in the blood is still imperfect, and it is not justifiable to draw far- 
reaching conclusions as to any given person’s condition merely from the degree 
of concentration of alcohol. The quantitative examination of the blood for 
alcohol can, however, even at the present stage, yield important information 
of a medico-legal character. The following four conclusions may be drawn : 
(1) A definite opinion can be formed as to the truth or the reverse of a person’s 
statement that he has taken no alcohol whatever, or that he has recently taken 
large quantities of it. In many cases it may be shown that the statement as 
to the -amount of alcohol taken is not truthful. (2) When an examination, 
undertaken more than two hours after the last dose of alcohol was consumed, 
shows an alcohol concentration in the blood above 2*4 per thousand, it . can 
with much certainty be assumed that the person concerned had been under 
the influence of alcohol in a legal sense at the time the clinical examination was 
made. ( 3 ) When the alcohol concentration of the blood is between 1*5 and 2*4 
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per thousand, tills finding will be confirmatory of the clinical examination 
if its findings are indicative of some degree of drunkenness. (4) If the alcohol 
concentration of the blood is below 0-8 per thousand, this finding will be 
confirmatory of the diagnosis s not drunk at the time of examination 1 . 

R. Goldhahn 3 states that the determination of alcohol in the blood can be 
carried out on a single drop of blood, but requires the assistance of a trained 
chemist. As a result of such analyses in a large series of cases Widmark has 
constructed a curve correlating the incidence of symptomatic drunkenness 
with the percentage of alcohol in the blood. From this curve it appears that 
alcohol may be present in the blood up to a concentration of 80 mgrm. per 
100 c.c. without the subjects showing any manifestation of being under the 
influence of drink ; at a concent rati on of about 150 mgrm. per c.c., 50 per cent 
of cases are demonstrably or visibly drunk, whilst at about 200 mgrm. per 
100 e.e. all are drunk. In the police protocols of Germany, if a ease is reported 
as not drunk by the medical attendant, but on analysis of the blood 200 mgrm. 
per 100 e.e. are found, then the diagnosis of the doctor is negatived. According 
to Widmark 100 mgrm. per 100 e.e. is the upper limit at which it may be con- 
sidered that a driver may control a vehicle. Goldhahn amplifies this by 
pointing out that motor cyclists and bicyclists show insufficient control at far 
lower levels of blood alcohol than 160. Attention is drawn to a formula 
elaborated by Widmark, by means of which it is possible to calculate the intake 
of alcohol from the blood alcohol, the body weight, and the time between the 
ingestion of the fluid and that taken of the blood. The author has found that 
this estimate gives values within 5 per cent of a known amount of alcohol taken. 

References.- — x Jour. Royal Navy Med. Service, 1933, Jan., 49 ; & Ugesk. j. Larger, 
1932, May 5, 459 (abstract, Brit. Med. Jour. 1932, ii, 5) ; :J Med . Welt. 1933, Mar. ii, 336 
(abstract, Brit . Med. Jour. 1933, i, 102). 

DUODENAL ILEUS. A. Men die Short , M.D. , F.R.C.S. 

This condition was apparently first described by Petit in 1900. It is the 
subject of an article by the late R. P. Rowlands. 1 He related a case in which 
gastrojejunostomy had been done and undone again without benefit to the 
patient, diagnosed at last as duodenal ileus, and cured by duodenojejunostomy. 
It is a common disease. The symptoms are acute, subacute, or chronic attacks 
of painful distension of the epigastrium soon after meals, with flatulence, 
nausea, anorexia, and sometimes vomiting, which gives relief. During an 
attack the dilated duodenum is well shown by barium skiagraphy. Cases can 
often be relieved by recumbency with elevation of the pelvis ; gastric or 
duodenal lavage may help. Postural treatment, abdominal exercises, and a 
supporting belt may cure. When the diagnosis is certain and medical treat- 
ment fails, the best treatment is Duodenojejunostomy. 

Reference. — : l Lancet t 1933, i, 1107. 

DUODENAL ULCER, (See Gastric and Duodenal Ulcer.) 

DUODENUM, CONGENITAL STENOSIS OF. (See Pylorus and 
Duodenum, Congenital Stenosis of.) 

DYSENTERY, AMCEBIC. (See Amoebiasis.) 

DYSENTERY, BACILLARY. Sir Leonard Rogers, M.D. , F.R.C.P., F.ILS. 

Etiology. — In military stations in Burma R. C. Wats and M. Jafar 1 report 
finding dysentery bacilli in 126 out of 269' dysenteric stools examined, of which 
102 were B. flexner, HR. shiga, and 8 B. schmitz. Of the total cases 68-9 per 
cent were classed as bacillary, 12*6 per cent as amoebic, and 28*5 per cent as 
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indefinite. The so-called metadysentery bacilli have been further investigated, 
and A. Castellan! 2 records a case of cystitis which he attributes to them, and 
in a further paper 3 he describes a chronic form of the disease with a table of 
numerous further strains lie differentiates by sugar tests. W. L. Forsyth 4 deals 
with the association of B. dispar with dysentery in Egypt, and he classifies 
the organism in the large group of B. coli anaerogenes, but he regards it as 
probably a commensal and does not accept it as a , cause of dysentery. 
A. Marino 5 writes on metadysentery in Erithea and reproduces once more 
Castellani’s table of elaborate sugar reactions from the paper of the latter 
above referred to. 

Treatment. — The Bacteriophage Treatment of bacillary dysentery in 
Calcutta is reported on by T. H. McCay 0 on the basis of an analysis of four 
years’ cases in the European hospital. In only 42 per cent of the cases were 
the Shiga or Flexner bacilli found, ' and in 70 per cent the bacteriophage 
44 appeared to have very little effect clinically ”, but in the remaining 80 per 
cent it is claimed that “ bacteriophage was successful in effecting a speedy 
cure ”, the ordinary methods of treatment also employed not apparently being 
given any credit, P. Seguin, of Paris, reports 7 on the antigenic power of anti- 
dysenteric Bilivaccine as shown by a serological method, and he disputes the 
conclusion of Wats and White in 1931 that repeated injections of strong' 
emulsions of antidysenteric bilivaccine fail to produce antibodies in rabbits, 
maintaining that they are produced with some difficulty if sufficiently strong 
and frequent doses are used. 

References. — l Ind. Med. Gaz. 1932, Aug., 446 ; - Jour . Trap . Med. and Hyg. 1932, 
Nov. 15, 337 ; mid. 1933, April 15, 109 ; Bbid. March 11, 65 ; Mbid. 09 ; *Ind. Med. 
Gaz. 1932, Dec,, 666 ; 'Ibid. 1933, Feb., 83. 

DYSENTERY IN CHILDREN. Reginald Miller , M.D., F.R.C.P . 

I). Nabarro and A. G. Singy 1 are of opinion that dysenteric infections are 
more frequent in this country than is generally recognized, and that many 
instances of this type of intestinal infection go undiagnosed under such labels 
as 4 gastro-enteritis ’ or Mleo-eolitisb Such mistakes may be dangerous, as 
dysentery easily spreads from one child to another in a children’s ward. For 
rapid bacteriological diagnosis the micro-organism is grown, preferably from 
the mucus of the feces, on McConkey plates, and, without waiting for fermen- 
tation sugar reactions, is typed by agglutination reactions with specific sera 
for .Flexner V, W, X, Y, Z and Sonne bacillus, which are the commonest strains. 
.By such means a diagnosis may be reached in eighteen hours. 

Symptoms. — In most eases there is abdominal pain, rapidly followed by 
diarrhoea with blood and mucus in the stools. At first there may be but very 
little fecal material with the evacuation of the blood and mucus. The 
temperature runs up to 100° to 103°. Older children are rarely severely ill, 
but in very young ones the dehydration and toxaemia may lead to serious, even 
fatal, results. In many instances the attack is over in two or three days. The 
outlook depends not only on the age of the child' but on the type of micro- 
organism, infections by the Sonne bacillus being less serious than those by the 
Flexner type. 

Treatment. — Two methods of medicinal treatment are commonly adopted : 
by means of Saline Aperients and by means of intestinal sedatives such as 
Bismuth. The authors express no particular preference for either line of 
treatment, both giving equally good results. 

Ward Outbreaks of Dysentery. — -Dysentery spreads .rapidly among 
children living together, and more particularly amongst sick children. The 
initial infection may come either from an undiagnosed case of diarrhoea or from 
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a symptomless dysentery carrier, and perhaps the first information of its 
presence in a ward will be a crop of half a dozen eases amongst the children 
and one or more amongst the nursing staff. When it is remembered that 
the infection is from fseces through fingers or food, it is disturbing to find 
with what ease and rapidity it spreads. All patients must therefore be 
treated as highly infectious, and no nurse that is detailed to attend to the 
stools of a dysentery patient should be allowed to touch the food of any 
other patient. 

Reference.-— l Arch. of Bis. Childh. 1932, vii, 327. 

BALES 5 DISEASE. (See Vitreous Hemorrhages, Recurrent.) 

ECTOPIA VESICiE. A. Rendle Short , M.D. , F.R.C.S. 

The little girl suffering from ectopia vesicse, illustrated in Plate XIX, was 
operated on by the Coffey technique, and first one ureter, then a few months 
later the other, put into the sigmoid colon. At a third operation the bladder 
was excised. She can now hold the. water in the rectum for four to six hours 
by day and goes ten hours or longer at night. 

ELECTROCARDIOGRAPHY. (See also Arrhythmias ; Coronary Artery 
Disease.) * A. G. Gibson , M.D., F.R.C.P. 

J. Jensen, M. Smith, and E. D. Cartwright 1 have noted the effects of age in 
the electrocardiogram as shown in fifty persons between the ages of 50 and 65 
who had no symptoms of cardiovascular disease. They point to Fahr’s estimate 
that 26 per cent of deaths after the age of 50 are due to heart disease. In 
their series few of these hidden cardiac lesions could be demonstrated. The 
following electrocardiographic signs, hitherto considered pathological, appear to 
be of no significance: diphasic P waves in Lead I or inverted P waves in 
Lead III which became upright on deep inspiration ; slurring of the QlHS 
complex whose interval was less than 0*1 see. ; moderate inversion of T. in 
Lead III. Other recognized changes in the electrocardiogram, such as inversion 
of the P wave in Leads I and II, or in Lead III if the inversion persists during 
inspiration, were not found and are therefore suspicious. Inversion of the 
T waves in Leads I and II, again, if they do not become upright with deep 
inspiration, a PR interval of more than 0*2 sec., and QRS intervals exceeding 
0*1 see. are also abnormal. Their conclusion is that there are no character- 
istic signs of commencing old age in the electrocardiogram. 

In last year’s Medical Annual (p. 55) the work of Speckman and Rich 
was reported as indicating that an electrocardiogram at low voltage was of very 
serious importance, M. A. Cassidy and' H. B. Russell 2 modify and enlarge 
this conception. In the cardiographic department of St. Thomas’s Hospital 
they have examined a series of 720 cases, in all of which the clinical history 
was unknown or excluded in the deductions made from the electrocardiogram : 
20 showed low voltage curves in all three leads. The remaining 700 tracings 
were divided into three groups : (1) Those in which the cardiovascular system 
after a full examination was normal ; (2) Those in which the electrocardiogram 
was normal in all other respects although the heart was affected ; and (3) Those 
in which the heart was affected and the electrocardiogram was abnormal. 
They conclude that low voltage curves in Lead I are found in patients with 
normal as well as abnormal hearts and no special significance can be attached 
to it alone, but when the electrocardiogram is abnormal in other respects it 
has some significance, as a large percentage of these cases have gross muscle 
damage. When low voltage occurs in Lead II and the electrocardiogram is 
otherwise normal, it is suggestive of muscle damage. It occurs with relative 
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frequency in tracings with a left axis deviation. Low voltage curves in Lead 
III were common and have no special significance. Low voltage in ail three 
leads occurred in I *7 5 per cent of the electrocardiograms examined. When 
there is cardiovascular degeneration it justifies a bad prognosis. Again, when 
low voltage curves occur iii Lead II or in all three leads their presence indicates 
a bad prognosis and suggests cardiovascular degeneration. No low voltage 
curve, however, is of great importance unless considered in conjunction with 
the other facts of the patient's case. 

K. B. Turner 3 agrees as to the seriousness of low voltage curves, A series of 
1 64 cases, all of which had low voltage curves in ail three leads, showed that 
113 (68 per cent) had serious heart disease. In those patients without heart 
disease there was a serious condition in some other system, such as the accumu- 
lation of fluid in one of the body cavities. 

In regard to the significance of a large Q wave in Lead III, the papers by S. 
Strauss and L. Feldman 1 and T. Ziskin 5 are worthy of note. In the first paper, 
of 2000 electrocardiograms studied, this abnormality was found in 75 cases. 
The Q wave was taken to lie large when it fulfilled the definitions of Pardee — 
namely : (1) In Lead III the downward initial deflection Q. with an upward 
R wave and no S wave : (2) This Q. deflection in Lead III must be more than 
25 per cent of the greatest excursion of the QRS complex in any lead. Right 
axis deviation must be eliminated, as a downward Q in Lead III is a normal 
finding in such records. Of 75 cases, 72 per cent were associated with diseases 
largely affecting the left ventricle; hypertensive heart disease accounted for 
38 per cent, an anginal syndrome was present in 16 per cent, syphilitic aortitis 
in 12 per cent, and arteriosclerosis in 10 per cent. Rheumatic heart disease 
constituted 16 per cent. Their conclusion is that this large Q wave is a valuable 
diagnostic sign, rarely found in normal hearts, and associated with diseases 
affecting the left ventricle. In Ziskiif s series 61 per cent were found in patients 
with hypertension, coronary disease, or myocardial affection. 

C. Eggleston and. S. Weiss 6 refer to the inversion of the T wave which is 
attributed to the action of digitalis in certain cases. In their series in only 
18 per cent of cases could an inversion of the T wave be attributed to this cause. 
They found that inversion bore no necessary relation to the total dose of digitalis, 
because it occurred with moderate as well as large doses. They suggest that 
it cannot be regarded as a characteristic manifestation of digitalis and that 
it is not a safe guide for the . control of the action of the drug. It is more 
likely, they suggest, that digitalis unmasks in these cases a myocardial degenera- 
tion than that it is primarily due to the drug. 

I. G. W. Hill 7 has made an electrocardiographic study of the human heart 
in anaesthesia. In 8 out of the 16 cases in which chloroform was used gross 
disturbances were produced, multiple ventricular extrasystoles, supraventricular 
tachycardia, and in one ease a vagal arrhythmia. These disturbances were a 
feature of the period of induction and disappeared with the deepening of the 
anaesthesia. They are thought to indicate a phase in light chloroform anaes- 
thesia which may develop into fibrillation, and they obviously have some 
relation to chloroform syncope, which the author suggests ,1s due to ventricular 
fibrillation. The effects of other anaesthetics were to produce minor abnor- 
malities. Under gas and oxygen a marked slowing during induction was seen. 
Avert in and gas and oxygen tend to show more disturbance than gas and 
oxygen alone. Slowing of the heart followed traction on the carotid vessels 
or interference with the recurrent laryngeal nerves, but operative manipulations 
on the abdominal organs were mostly without influence on the heart. 

E. Noble Chamberlain and J. H. Follows 8 give an account of the electro- 
cardiogram in 282 cases of syphilis with 156 controls. They found no clinical 
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or electrocardiographic evidence in congenital syphilis or in the primary or 
secondary stages of the acquired disease. Gross electrocardiographic changes 
were found in six cases. The interval from the primary infection was from 
three to thirty years. Minor alterations in the electrocardiogram were present 
in a further S cases, in one within a year from the primary infection. In three 
patients with aortic regurgitation the electrocardiogram was normal, 11 cases 
showed slight cardiac hypertrophy with no other abnormal signs. Favourable 
modifications of the electrocardiogram were seen in several patients during 
antisyphilitie treatment. 

A. Battro 9 points out that in mitral stenosis the alterations of the P wave 
are of importance in diagnosis and prognosis. In hyperactivity of the auricle 
the P wave is higher than normal and its base above the normal of 0*1 see. 
The wave may have notches or be reduplicated. A diminution of this wave 
under 1 mm. is an indication of lessened contractile energy of the auricular 
myocardium, and a wave of this type frequently preceded the appearance of 
cardiac insufficiency or auricular fibrillation. With good compensation the 
T wave also is large, often from 5 to 6 mm. in height. An inverted T wave 
for Leads II and III was observed in two-thirds of the cases, and in one case 
of mitral stenosis with hypertension there were inverted T waves in Leads I 
and II. Further changes in the electrocardiogram are interpreted by the 
author as being produced by strain of the muscle of the right ventricle. 

S. B. Boyd Campbell and R. S. Allison 10 report electrocardiographic changes 
in 3 out of 8 eases that were examined of toxic polyneuritis , in which cardiac 
symptoms and a tendency to oedema were marked. The change produced 
was an inverted T wave which returned to normal after the patients had 
recovered. The eases resembled each other in their insidious mode of onset 
and their chief clinical features — pains in the limbs, palpitation, persistent 
vomiting, shortness of breath on exertion, and swelling of the feet and legs. 
No etiological factor could be discovered in any of the eases. 

References.' — x Amer . Heart . Jour. 1932, Aug., 71S (abstr. Brit. Med. Jour. 1933, 
Jan. 21); -Brit. Med. Jour. 1932, Dec. 31, 1177; z Arch. of Internal Med. 1932, Sept., 
380; g Amer. Jour. Med, Set. 1933, Jan., 87 ; 5 Arch. of Internal Med. 1932, Sept., 435 ; 
G Amer. Jour. Med. Sci . 1932, Oct., 582; 1 Edin. Med. Jour. 1932, xxxix, 533, Lancet , 
1932, i, 1139; n Quart. Jour. Med. 1933, April, 221; 9 Jour. Amer. Med. Assoc. 1932, 
July 30, 429 ; 10 Lancet , 1933, ii, 410. 

ELEPHANTIASIS. Sir W. I. de C. Wheeler , F.R.C.SJ. 

' This condition may occur in patients suffering from chronic rheumatoid 
arthritis. It is not by any means confined to patients who have lived abroad 
and who develop true filarial disease. Elephantiasis is a chronic inflammatory 
process of the dermal and hypodermal tissues, either preceded by or accom- 
panied by venous and lymphatic stasis. Stasis alone will not produce the 
condition without infection. Matas and others maintained that repeated 
bacterial invasion, usually by the streptococcus, is essential in the production 
of elephantiasis. Such a case was referred to by the reviewer in the Medical 
Annual for 1931 (p. 168). The patient had repeated waves of bacterial infec- 
tion. Both limbs required amputation. Such cases have a prolonged history 
often extending over twenty years. In true filarial elephantiasis the lymph 
channels are obstructed by the parasites, thus producing fertile soil for the 
invasion of the streptococcus. 

G. P. Muller and C. G. Jordan 1 draw attention to these points. They state 
that the treatment of this disease should be both medical and surgical. The 
medical treatment consists of: (1) Baking and massage (usually pre- and 
post-operati vely ) ; (2) Elevation of limb (usually pre- and post-operatively) ; 
(3) Compression of limb by elastic bandages ; (4) Injection of streptococcus 
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polyvalent serum ; (5) Vaccine therapy ; (6) Fibrolysin ; (7) Foreign-protein 
therapy (typhoid, aolan, and whole blood). 

There are several eases reported in the literature, especially in more recent 
times, which have been treated very successfully with Yaecine and Anti- 
streptococcus Serum alone, and it is worth while to employ this treatment 
in every ease possible. A recent case in Muller and Jordan’s series has shown 
this. This medical treatment, if it can stop the acute attacks, might be suffi- 
cient. In more advanced eases, however, if once the elephantiasis proper has 
developed, medical treatment is of importance only so far as it helps to prepare 
the patient for operation, and, again, post-operatively helps to prevent very 
disastrous erysipeloid attacks. 

The surgical treatment resolves itself into the Koadoleon Operation or one 
of its modifications, or amputation. Good immediate results follow operation 
of the Kondoleon type, but the permanent results are not so encouraging. 
The actual technique of the operation consists of an elliptical excision of the 
skin, reflection of the skin flap at least 6 cm. laterally, and then removing a 
large section of subcutaneous tissue and deep fascia. The muscle is exposed 
and brought into direct contact with the skin. The rationale is fully described 
in the literature. 

Reference.' — x Ann. of Surg . 1933, Feb., 226. 

EMBOLISM. (See Blood-vessels, Surgery of.) 

EMPYEMA IN CHILDREN. John Fraser , Ck.M., F.B.C.S.Ecl 

It is generally recognized that the mortality attending empyema in children 
in the first two years of life is forbidding. In a series of eases collected from 
five of the largest American hospitals for children it averaged 35*8 per cent, 
and the figure is very similar to that reported from Continental clinics. 

J, D. McEachern 1 reports results which are better than any previously 
recorded ; in a total of 75 cases the mortality figure was 2*66 per cent, the 
ages ranging from 4 months to 11 years. In a selected group of children 
under 2 years of age' the figure was 9*52 per cent. 



It is evident that a method associated with such remarkable results is 
worthy of careful consideration. The procedure followed by the author is 
that of Closed Drainage, and in summary it is as follows. The preliminary 
aspiration of the chest is so arranged that no air is permitted to enter the 
pleural cavity, a wide-bore hollow needle attached to a piece of rubber tubing 
5 cm. long being used, an artery forceps clamped on the tubing preventing 
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the entrance of air when the needle is being introduced into the chest and 
when the syringe is detached for emptying (Fig, 85). The existence of pus 
having been confirmed, the further stage is completed under local anaesthesia. 
A trocar and cannula are introduced between the ribs at a suitable point ; 
the trocar is then withdrawn, and immediately the index finger is placed on 
the end of the cannula to exclude air. The operator now takes the catheter 
in his right hand, removes his finger from the end of the cannula,' and inserts 
the catheter into the pleural space. It is recommended that it should project 
into the cavity for a distance of 1J- in., and the exact depth is ascertained by 
the use of a marked catheter. The instrument is temporarily dosed while 
the cannula is withdrawn, and the point at which the catheter enters the chest 
wall is sealed with successive layers of wool soaked in collodion. When the 
sealing dressing is dry, the catheter is connected up with a special drainage 


Fig. 36. — Closed drainage 
in empyema. To irrigate the 
cavity the rubber tube con- 
necting the Y glass connection 
with bottle A is clamped, after 
which the elamp is removed 
from the tube connecting the 
Y with, the container for 
Dakin’s solution : when the 
abscess cavity is filled the 
solution is damped off and 
the clamp between the y con- 
nection and bottle a removed, 
allowing the solution to drain 
off by suction into bottle a. 
To remove the solution ac- 
cumulated in bottle a, clamp 
both rubber tubes leading 
from the glass connections in 
the cork ; the cork may then 
be withdrawn and the bottle 
emptied without disturbing 
the siphon. Bottles B and c 
are interchangeable. When 
bottle B is nearly empty 
place a clamp on the rubber 
tubing between bottles B 
and C ; the bottles are then 
changed, placing the empty 
one on the floor and the full 
one on the table. 


and irrigation appliance (Fig. 36). Irrigation of the cavity is begun twenty- 
four hours after the instrument has been inserted, and it is repeated two- 
hourly during the day, and three times at night, Dakin’s solution being the 
medium employed. 

R. Braun 2 reports experiences with 125 cases of pleural empyema in children. 
While small empyemas, such as the interlobar types, received the customary 
conservative treatment, extensive empyemas in nurslings were treated by 
repeated aspirations. In children of more than one year of age aspirations 
were repeated at intervals until the thickening of the secretion or the formation 
of fibrin clots made them useless, or until it was seen that the treatment was 
insufficient. During this period of not less than one week and not more than 
two the acute manifestations recede, the bacteria lose their virulence, and 
fibrinous infiltrations and adhesions fix the position of the organs, so that 
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when the pleural rarity is opened mediastinal fluttering and circulatory 
disturbances e an scarcely occur. Following this preparatory treatment resec- 
tion of the ribs was performed under local anaesthesia with closed drainage. 
Respiration exercises against resistance were started soon after the intervention, 
and were continued after treatment of the wound was concluded. The average 
duration of treat-merit was six and a half weeks. Of fid children operated on 
according to this method, including 8 nurslings, 89*1 per cent were cured and 
10*9 per cent died. Significant deformities of the thorax and spinal column 
were not observed in the children in whom late examinations were made. 
These results encourage the indication for rib resection after preparatory 
aspirations, even in nurslings. 

References, — Jour* Burg. 1933 , April, 653 ; 2 Monats . f. Kinderheilk. 1933, 

April 1, 326. 

ENCEPHALITIS, EP1BOTIC. J. D. Rolleston , M.D. , F.R.C.P. 

Etiology. — A. M. Rabinen 1 reports eight cases in men, aged from 19 to 89, 
presenting the clinical picture of epidemic encephalitis, in whom the chief 
interest was a history of trauma. His conclusions are as follows : (1) After 
an injury to the head in which there is evidence of intracranial involvement 
the subsequent development of the syndrome of epidemic encephalitis must 
he regarded as having been caused by the trauma. (2) A patient who has 
had an attack of acute epidemic encephalitis may have the chronic manifes- 
tations such as Parkinsonism initiated or produced by injury to the head, 
provided it is severe enough to cause cerebral concussion. (3) If an individual 
with partial clinical evidence of encephalitis, such as tremor, or loss of associated 
movements, has an injury, the progress in the symptoms is' not attributable 
to the trauma. (4) An injury to any part of the body except the skull, 
particularly when not associated with signs of cerebral concussion, has no 
effect on the clinical course of epidemic encephalitis. 

Symptoms and Complications. — P. Frazer and A. S. Barnes 2 record three 
more or less fulminating eases with their autopsy findings in patients aged 57, 
52, and 89 respectively. In all these was a prodromal period of one to tw r o 
weeks, consisting of malaise, headache, lethargy, and constipation. The first 
case had a subacute course of about six w ? eeks. The autopsy showed the 
maximum incidence on the mid-brain, the lesions spreading thence upwards 
to the hypothalamic region and basal ganglia and downwards to the pons 
and medulla oblongata. The other two cases were remarkable for the 
fulminating character of the disease after the prodromal period was passed, 
the acute stage lasting only four days. Both patients showed complete 
mental obliteration and both cases terminated similarly with hyperpyrexia. 
The macroscopic and microscopic appearances of the brain were typical in all 
three cases. 

S. P. Goodhart and N. Savitsky 3 report a case of self-mutilation in chronic 
encephalitis in a girl, aged 16, of Russian Jewish parentage, consisting in avul- 
sion of both eyeballs and extraction of teeth, all but seven of -which she pulled 
out in the course of two years. This is the only example in literature of self- 
blinding in chronic encephalitis. 

Treatment. — J. B. Neal and I. A. Bentley 4 classify the methods of treat- 
ment of epidemic encephalitis as follows : — 

2. Methods for the destruction of the infective agent — namely : (a) Chemical, 
such as acriflavine and other dyes, salicylates, iodine preparations, colloidal 
metals, arsenicals, and mercury derivatives ; (b) Methods for production of 
febrile reactions, such as non-specific proteins, fixation abscess, inoculation 
of malaria or African recurrent fever ; (c) Serums, including convalescent serum, 
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Rosenow's antistreptococcic serum, Gay's hyperimmune rabbit serum; (d) 
Vaccines, such as Levaditi’s or Gay's herpes rabbit brain serum, and Rosenow’s 
and Stewart's vaccines. 

2. Methods for modifying the course of the disease by reducing intracranial 
pressure, such as intravenous injection of hypertonic dextrose or iodine solution, 
and lumbar puncture. 

3. Symptomatic treatment : (a) By drugs, such as duboisine, scopolamine, 
stramonium, atropine, bulbocapnine, and ephedrine sulphate ; sedatives, such 
as phcnobarbital, bromides, or chloral hydrate; and ( b ) Endocrine therapy. 

4. Methods for building up general resistance, namely : (a) General hygienic 

measures, such as rest, diet, and proper elimination ; (b) Removal of foci of 
infection ; (c) Tonies, such as sodium eacodylate, iron preparations, and 
strychnine ; (d) Physical therapy, including hydrotherapy, electrotherapy. 

X-ray treatment, massage, and graduated exercise ; (c) Occupational therapy ; 
(/) Psychotherapy. 

The results, however, of any form of treatment for the disease are inconclusive, 
as improvement may occur with or without treatment. 

B. I. Glowinski 5 reports seven eases of Parkinsonism in patients aged from 
20 to 74, in which considerable improvement had been derived from subcu- 
taneous injections of Datura Stramonium, as shown by diminution of rigidity, 
pain, muscular hypertonus, affection of speech, salivation, sweating, and in 
a less marked degree of the tremor. The injections should not as a rule be 
continued for more than, twenty days owing to their giving rise to somnolence 
and disturbance of accommodation. The dose should range from 1 to 2 egrm. 
a day according to the susceptibility of the patient and the effect produced. 

(See also Central Nervous System, Treatment of Infections of.) 

References. — l N. V. State Jour, of Med . 1933, xxxiii, 796 ; Writ. Med. Jour. 1933, 
i, 90; z Amer. Jour. Med. Sci. 1933, clxxxv, 674; 4 Arch . Neurol, and Psychiat. 1932, 
xxvffi, 897 ; 5 These de Paris , 1933, No. 52. 

ENTERIC FEVER. (See Paratyphoid Fevers ; Typhoid Fever.) 
ENURESIS. (See Bladder, Surgery of.) 

EPIDIDYMIS, SURGERY OF. (See Testis, etc.. Surgery of.) 

EPILEPSY. Macdonald Critchley, M.B. , F.R.C.P. 

The Aura in Epilepsy. — W. G. Lennox and S. Cobb 1 have studied a 
series of 1359 cases of epilepsy with regard to the nature of the aura. In 
56-2 per cent of their eases an aura was present. This closely tallies with the 
findings of Sir Win. Gowers, who, in a series of 2013 patients, found an aura 
in 57 per cent. According to the figures of Lennox and Cobb, an aura is 
slightly more common in female epileptics. When eases of organic (or sym- 
ptomatic) epilepsy were separated from the group of idiopathic cases, it was 
found that the percentage with aura; was 54*4 in the former and 56 in the 
latter group. The authors conclude that mental deterioration is associated 
with a decreased frequency, or at least a decreased recollection, of aura : 
here again the American statistics confirm the statement of Gowers', that 
aura; are more frequent among intelligent patients than those who are mentally 
deteriorated. Lennox and Cobb give a detailed tabulation of the descriptions 
of aura; as given by 750 patients, the ‘organic'' and the ‘idiopathic’ cases 
being mentioned separately. Aura of potential localizing value (disturbances 
of peripheral sensations, parasthesiae, numbness, disorders of taste, vision, 
hearing, or smell, or abnormal movements) occurred in 70 per cent of the 
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patients with a history of injury of the brain antedating the seizures, and in 
41 per cent of those without such a history* 

Subjective states which were either pleasant (one-fifth of the eases) or 
unpleasant (four-fifths of the cases) were described by 6*7 of the patients ; 
■2*2 per cent described disturbances of consciousness. About one-fifth of the 
patients had sensations which they were unable to describe adequately. The 
head was the portion of the body to which the aura was most often referred ; 
the aura in fully half of the patients concerned the mental state, the general 
feeling of mood, or the head. The largest group of auric which related to 
the trunk was referred to the digestive tract (18-7 per cent). 

Cysticercus ' Epilepsy. — “ The importance of eysticercus as a cause of 
epilepsy is not sufficiently realized either in the service or by practitioners in 
the tropics. The, onset of epileptic seizures in a previously normal adult 
during or after service (or residence) abroad, should suggest the possibility 
of this condition. 55 The importance of these: sentences — taken from the Report 

on the Health of the Army , 1930 is well illustrated by the interesting work 

of Col. W. P. Mae Arthur. 3 An investigation into the etiology of epilepsy 
developing in soldiers during or after service in the tropics (particularly India) 
revealed the ' importance of infection with the eysticercus or bladder worm 
stage of Tania solium. Of the batch of 9 epileptics recently studied at 
Millbank Hospital, cysticerci were recorded in 8 ; of another batch of 5, I 
gave a positive result. Of the last 22 eases of epilepsy admitted to Millbank, 
10 have proved to suffer from eysticercus, wiiile some of the others showed 
certain suggestive symptoms. The 1 eysticercus stage of T. solium normally 
develops in the pig, and the eating of pork so infected leads to the infestation 
of the human with the adult tapeworm. Occasionally, however, man serves 
as the intermediate host through the accidental ingestion of tapeworm eggs. 
The bladder worms tend particularly to invade the brain, and wdren large 
numbers are present, complicated and puzzling neurological manifestations 
develop. A clinical picture resembling that of disseminated sclerosis, hydro- 
cephalus, or cerebral tumour may show itself. Two interesting cases illus- 
trating syndromes of raised intracranial pressure have recently been reported 
by S. S. Allen and H. W. Lovell. 3 

With a less severe invasion of the nervous system, epilepsy may constitute 
the sole neurological symptom. The fits may be Jacksonian in type, or, on 
the other hand, typical of grand mal. The clue to the true nature of the 
complaint is afforded by the presence of small subcutaneous or intramuscular 
swellings formed by parasitic cysts. These may appear coincidentally with the 
onset of epilepsy or they may antedate the fits. They may be solitary, but 
more often they are multiple ; the patient may or may not be aware of their 
existence, and they do not occasion any special discomfort. They vary in 
size from a small pea to a pigeon’s egg. After a period the larva within the 
cyst dies, and the parasite itself — later the cyst wall- — becomes calcified. A 
characteristic X-ray picture then results, showing in the early stages a tiny 
elongated shadow, and later a larger and more definite opacity ( Plate XX). In 
the majority of MacArthur’s cases there was no history of infection with tape- 
worm, though in the ease with a definite history of infestation it was possible 
to fix the incubation period of epileptiform symptoms as four years. The 
absence of subcutaneous cysts does not entirely exclude the diagnosis of 
cysticercosis, as cysts may be within the brain only. In such eases an appro- 
priate complement-fixation test is useful. A negative complement-fixation test 
does not, however, rule out the diagnosis of cysticercosis.' Nothing suggestive 
w r as found in an eosinophil count in any of MacArthur’s cases. 

A. G. Duncan 4 found suggestive changes in the cerebrospinal fluid in a case 
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of cerebral eysiieereosis, where the eosinophil count in the blood was only 
2 per cent. The fluid contained an excess of protein (110 mgrxn. per cent) ; 
Lange 1 1 2 3 3 4 3 2 2 ; 35 cells per c.mm., mainly polymorphs, but also 
ineludi ng eosinophils . 

The pathology of cerebral cysticercosis has been carefully studied by A. 
Opalski 5 in a series of 12 personally observed Polish eases. Parasitic cysts 
were found to lodge in the meninges at the base of the brain ; great increase 
in the connective tissues of the meninges results. This interferes with the 
free circulation of the cerebrospinal fluid and is the chief cause of the frequent 
hydrocephalus. The capsules of the cysts show histologically three layers : 
(1) An inner layer of epithelioid, and giant cells; (2) A middle layer of collagen 
fibres and scattered fibroblasts ; and (3) An outer layer of young connective - 
tissue cells forming a network within which is contained a large variety of 
cellular elements. The nerve-tissue surrounding the cysts shows degenerative 
changes and secondary glial proliferation. Vascular lesions and small soften- 
ings are commonly present. According to the author, the pathological 
changes result from the following three factors : (1) Pressure exerted by 
the parasites ; (2) Circulatory disturbances secondary to the blood-vessel 

changes ; and (3) Toxic substances formed by the cysts and transported by 
the cerebrospinal fluid. The author regards the third factor as the most 
important. 

Treatment of Status Epileptieus. — The occurrence of status epileptieus 
constitutes a medical emergency 'which fortunately is not a common event 
in ordinary practice. Those working in colonies and institutions for epileptics 
are the only ones with wide experience of this complication, and no one can 
speak on this subject with greater authority than J. Tyler Fox, 6 the Super- 
intendent of Lingficld Colony. In a recent paper he deals with the difficulties 
of prognosis and treatment. A dramatic rise in temperature as well as in 
the pulse- and respiration-rates, accompanied by cyanosis and exhaustion, are 
the gravest possible omens. The outlook is more hopeful in hemiplegic patients 
with status epileptieus, so long as the convulsive movements are confined to 
the paralysed side. With regard to the nursing of patients in status epilep- 
tieus, the author advises that the temperature, pulse, and respiration should 
be recorded hourly. Great care should be taken to maintain an adequate 
airway ; tongue-forceps and a mouth-gag may be required. The pharynx 
should be frequently swabbed clear' of mucus. . Cold or tepid ' sponging is 
indicated if hyperpyrexia develops. Tyler Fox is disappointed with the effects 
of hyoscine injections as well as with the rectal administration of paraldehyde, 
though both these measures are repeatedly advocated. Morphia, according 
to the author, is a dangerous remedy. Easily first among therapeutic proce- 
dures is the mere -washing-out of the rectum with a Soap and Water Enema. 
This should be ordered irrespective of the state of the bowels. The mode of 
action is very obscure and the author wonders whether the mere rapid dilata- 
tion of the rectum and colon may not be the essential factor. Next most 
powerful among the remedies is Chloral Hydrate, given in doses of 30 to 
40 gr. by mouth. Should it be necessary to administer the drug by the 
rectum, the same dosage should be employed. The third most efficacious 
measure-— in the author’s experience- — is the intramuscular injection of Somni- 
faine, in a 2-e.c. dose, which may be repeated if necessary. Hypodermic 
injection of solutions of Sodium Luminal (4 to 6 gr.) are often helpful. 
Bromides are probably ineffectual except in extremely large doses. 

Dehydration Treatment. — In the Medical Annual, 1931 (p. 178), a descrip- 
tion was given of some recent views on the Hippocratic conception of epilepsy 
as the effect of water-logging or hydrosis of the central nervous system, and , a 
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therapeutic regime was outlined which had its rationale in a process of active 
dehydration. This treatment is effected by means of spinal drainage, combined 
with rigorous restriction of the intake of fluids. Favourable results in epilepsy 
have been claimed by Temple Fa 3% the originator of this therapeutic measure. 
Since that date, the treatment has been tentatively put into practice at various 
centres throughout the world. It is interesting at this stage to examine the 
reports that have issued. 

The older treatment by means of a ketogenic diet and the more recent 
dehydration therapy have in common the effect of reducing somewhat the 
alkali reserve of the body. The recent work of I). M. Lyon and D. M. Dunlop 7 
is of interest in this connection. In two eases of epilepsy they were aide to 
produce or aggravate the fits by increasing the fluid intake and by cheeking 
diuresis with pituitrin. Thus they confirmed the findings of I. M‘Quarrie 
and D. B. Peeler 8 in epileptic children. Lyon and Dunlop were also able to 
aggravate epilepsy by the administration of sodium bicarbonate — a measure 
which simultaneously raised the alkali reserve of the blood. The authors 
therefore attempted a form of treatment which would combine a reduced 
carbohydrate intake and a certain degree of dehydration. This they essayed 
by reducing the carbohydrates to 100 to 130 calories daily ; reducing fluids 
to the minimum consistent with comfort ; the production of one or two 
watery stools daily by means of saline purges ; stimulation of diuresis by 
10 gnu. of urea twice daily ; and the lowering of the alkali reserve by ammonium 
chloride, 20 to 40 gr. three times a day. Elimination of water by the skin 
was encouraged by physical exercise or by hot-air baths. Five patients were 
treated in. this way with full biochemical controls. A sharp fall in weight 
was the first effect, especially in the early days. There was some reduction 
of the. alkali reserve. The effect on the fits was beneficial in the beginning, 
the major attacks being more favourably effected than the minor. , Improve- 
ment was not sustained, however, but tended to wear off after some days, 
and at times the fits returned in flood towards the end of the observation. 
[This type of result is a characteristic epileptic response to almost any experi- 
mental £ therapeutic' ” measure. — j\I. C.] In the authors’ hands Luminal 
proved much the most powerful of the therapeutic agents observed, a finding 
which will accord with the experience of the neurological consensus. Whether 
the effect of luminal can be enhanced by a mixed ketogenic-dehydration 
regime is not yet clear, though the results are suggestive in the small number 
of cases treated by Lyon and Dunlop. 

Other recent reports are on the whole unfavourable as to the value of 
dehydration in the treatment of epilepsy. Thus J. L. Fetterman and H. J. 
Kumin 9 conclude that a programme of dehydration lias little influence on the 
course of epilepsy. In their hands the change-over to hydration did not 
precipitate attacks with any regularity. On the other hand, the results of 
other changes in treatment, such as withdrawal of phe no barbital (luminal), 
emphasizes the relatively minor role played by fluid-intake. G. Wilson and 
W. A. Limberger 10 also found that dehydration by itself was not of much 
value. They found that status epilepticus might develop in patients on 
extreme degrees of dehydration, and moreover that an increase in the number 
of fits does not necessarily result from the administration of large amounts 
of fluid after a period of dehydration. 


References.-— hire*, of Neurol . and PsycUat. 1933. xxx, 374 ; " Trans . Roy. Soc . 
Trop. Med. Em- 1933, xxvi, No. 6 - *Ann. of Surg. 1933, xcvii, 1 ; LWed. Press and 
C * l 933 * 24 ’ 423 5 *BuU. Acad, polon. d. Sci. et d. Lett. {Classe de Med.), 1931, Oct.- 

Dee., 276 ; ®Med. Press and Circ . 1933, Aug, 2, 115; "Edin. Med, Jour. 1933, May 266- 
./ r °. u . r ' Vhn. Investig. 1931, x, 915; & Jour. Amer . Med. Assoc. 1933, April 1. 1005- 
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EPITTIBERCULOSIS. Reginald Miller , M.D.. FJi.CJK 

Several communications on this interesting condition have appeared within 
the last two years. A quotation from a paper by H. V. Morlock and. A. J. 
Scott Pinehin 1 will serve as an introduction : — 

4 6 In 19*20-21 Eiiasberg and Neuland' 2 described a series of cases of a con- 
dition of the lungs occurring in children with a very definite clinical picture, 
and for this condition they suggested the term epituberculosis. Since then 
other authors, Goldberg and Gasul. 3 Rothman/ 1 GravinghofP, 5 Spence, 6 Gorier 
and Lynac, 7 Langer, 8 and others have described similar cases under the 
same title. 

“ The history, symptomatology, radiological appearances, and course of the 
condition are very characteristic in all the cases, described. As a rule the 
child is young and may be ailing, but is not usually ill. Fever is absent 
more often than not, or, if present, is slight in degree, and an unproductive 
cough is usually present. The sputum, if obtainable, or the feces contain no 
tubercle bacilli. The Mantoux or Pirquet test is mostly positive and has been 
so in all our cases. 

44 There is marked impairment of the percussion note usually over the upper 
lobe, and in this area there is increased resonance and bronchial breath-sounds. 
Adventitious sounds are usually absent. Slight retraction of the chest may 
sometimes be noted, though it is difficult to foe sure of this in children. These 
signs remain, for weeks or months without any deterioration of health and then 
they gradually disappear, this recovery being a constant feature. The radio- 
logical picture is as constant and typical as the physical signs. On radiography 
the area involved shows as a homogeneous shadow which readies from the 
111 Ins to the parietal pleura, the upper border extending to the apex whilst the 
lower has a clear-cut margin which, in our eases and in the great majority of 
the skiagrams of eases of the authors mentioned above, would appear to 
coincide with the interlobar pleura. Further, the clear-cut lower margin of 
the shadow has usually a slight concavity upwards.” 

This condition was first described by Graneher in 1883, and was called by 
him * sple nopneumonia % and regarded as a type of subacute pneumonia ; but 
in 1911 it was definitely associated with tuberculosis of the mediastinal glands 
by R. Dumas. All are agreed upon the general outline of the type of case : 
the physical signs, the X-ray picture, the association with intrafhoraeie tuber- 
culosis, the absence of severe illness, and the ultimate recovery. Its inter- 
pretation is a matter of discussion, and the following suggestions have been 
put forward ; — 

1. Collapse. — Collapse of a lobe or part of a. lobe seems the explanation of 
certainly some of the examples of epituberculosis. The X-ray picture is very 
suggestive, and the fact that, after a varying period of time, the lung condition 
may clear quite rapidly is confirmatory. In H. C. Cameron’s 9 case, for instance, 
the physical signs in the lungs cleared completely between two examinations 
five days apart. Morlock and Pinehin support this view" ( Plate XXI). The 
collapse of lung, on this hypothesis, is due to pressure on a bronchus by 
a tuberculous gland, though a similar picture might be brought about by 
other enlargements of the glands or by a foreign body. 

2. N on-tuberculous Infiltration . — Another suggested explanation is that of 
a non-specific infiltration of the lung in the immediate vicinity of a tuberculous 
gland, in which case it may be looked upon as an allergic phenomenon. 
Instances have been reported in which the condition of epituberculosis has 
Occurred after an injection of tuberculin, but such a result might as well be 
attributed to changes in the tuberculous gland causing pressure on a bronchus 
as to a benign or allergic infiltration of the lung surrounding the gland. 
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3. Tuberculous Infiltration . — Some authors have regarded the condition of 
the affected lung as one of tuberculous infiltration, either by spread from the 
gland or by the ulcerating of caseous material into the bronchia] lumen. 
Tuberculous material has been obtained from the central part of the affected 
area by acupuncture, and J. C. Spence, 6 by passing a needle into the peripheral 
part, also obtained tubercle-positive material. With this evidence he is prompted 
to raise the question whether the outlook in pulmonary tuberculosis in small 
children is as bad as it is usually held to be. 

4. Mediastinal Effusion . — Although the clinical physical signs are often 
suggestive, it seems clear that the presence of an effusion does not account for 
epitu berculosis. 

5. Unresolved Pneumonia . — This appears negatived by the absence of cough, 
sputum, and any tendency to the development of bronchiectasis. 

To sum up, the evidence seems to favour the view that the changes in the 
lung in epi tuberculosis are due to collapse secondary to pressure on a bronchus 
by a tuberculous gland. But we are not yet in a position to affirm that this 
is the invariable cause, nor perhaps can we even assume that the causative 
lesion is necessarily the same in all cases. 

References . — 1 Lancet * 1933, i, 1114; Malirb. f. Kinderheilk. 1920, xciii, 2; 1921, 
xciv, 102; KImer. Jour. Med. Set. 1930, clxxx, 824; Kirch, of Pediatrics, 1930, xlvii, 
194 ; 5 Manats. f. Kinderheilk. 1921, xxi, 447 ; Kirch, of Dis. Childh . 1932, vii, 1 ; 7 Acta 
Fed. 1930, x, 87 ; & Zeits. f. Kinderheilk. 1922, xxxiv, 142 ; Q Guy's Hosp. Hep. 1932, 290. 

ERYSIPELAS. J. D. Rolleston , M.D., F.R.C.P. 

Symptoms and Complications. — -According to F. W. Taylor 1 the onset of 
erysipelas in the newborn is insidious without the abrupt course characteristic 
of the disease in the adult. The infant does not seem to be acutely ill. The 
eruption may not appear till the second or third day, and may at first be 
mistaken for one of the common infantile erythemata. The local lesion is 
identical with that in the adult, but tends to cause a more pronounced oedema 
of the skin and subcutaneous tissue and to migrate to other parts of the body. 
The mortality is very high, ranging from 90 to 95 per cent. Complications 
are frequent, the commonest being cellulitis, subcutaneous abscess, gangrene 
of the skin (especially in erysipelas of the umbilicus), septicaemia, pneumonia, 
otitis media, and endocarditis. 

P. Nobecourt 2 states that erysipelas in the newborn usually starts in the 
infra-umbilieal region and is due to puerperal streptococcal infection in the 
mother. It may, however, arise in any part, of the skin as in older children. 
The gravity of erysipelas before the age of 3 months is due to the weakness of 
resistance at this age, and indicates the absence of any natural resistance to 
this disease — in striking contrast with measles, which is exceptional before the 
age of 3 months, not because the infant is naturally immune to it, but because 
the mother who has had measles transmits to the infant a specific though 
transient immunity. 

Treatment. — D. Symmers and K. M. Lewis 3 state that, while in 1904-20 
15,277 eases of erysipelas were treated in the Bellevue Hospital, New York, 
without antitoxin with a fatality rate of 10-1 per cent, 3311 cases were treated 
from May 1, 1927, to May 1, 1932, in the same service by routine use of Anti- 
toxin with a mortality of 7-1 per cent, or a reduction, of 30 per cent in the 
number of deaths. The failure of antitoxin in about 5 per cent of the cases 
is' probably due to the fact that the causal organism may be one of several 
strains. 

References . — X A reh. of Pediat. 1932, Sept., 587 ; 2 Gaz. des Hop. 1932, Oct. 5, 1457 ; 
*Jour . Amer. Med. Assoc. 1932, xeix, 1082. 
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ERYTHEMA INFECTIOSUM. J. D. Rolleston, M.ZX, F.R.C,P. 

P. Meyer 1 describes an epidemic of erythema infectiosum at Strasbourg, 
which started at the end of 1926 and ended in April, 1927. The symptoms 
and course of the disease were the same as those described in the epidemics 
of Graz (1890), Wetzlar (1899), Switzerland (1905, 1915, 1918), and Bordeaux 
(1906). Several cases in a family were rare, as in poliomyelitis, and in only 
one instance was more than one ease detected in the same institution. As 
the disease was not notifiable, the exact number of cases could not be deter- 
mined, but Meyer estimates that there were about 250 in a population of 170,000 
inhabitants. After 1927 he did not see another ease until June, 1932, when 
he had to treat a typical case in a girl, aged 2 years. 

An excellent description of erythema infectiosum, which is also known as 
4 fifth disease’ or 4 megalerythema epidemicum’, is given by L. Lind. 2 

References. — l Ilev. frang, de Ped . 1932, viii, 363 ; 2 These de Paris, 1932, No. 156. 

ERYTHEMA NODOSUM. J. D. Rolleston , M.D., F.R.C.P . 

P. De Diego 1 records his observations on 13 cases of erythema nodosum in 
children aged from 2 to 13 years, 9 of whom were boys and 4 girls. The Pirquet 
reaction was positive in 11, negative in 1, and in 1 the result was not given. 
In 11 evidence of glandular or pulmonary tuberculosis was found on radiological 
examination. In one case the eruption recurred a year after the first attack. 
According to De Diego, acute articular rheumatism does not play such an 
important role in the etiology as some think ; only one of Ms patients gave 
a previous history of this disease, and that a doubtful one. He regards tuber- 
culous infection as the most frequent, if not the only, causal factor of erythema 
nodosum. (But see Medical Annual, 1933, p. 161.) 

Reference. — L Paidoterapia, 1932, xi, 469. 

EYE AFFECTION S . {See Cataract ; Conjunctiva ; Myoma ; Optic 
Nerve, Diseases of ; Retina, Detachment of ; Vitreous PLemoe- 
rhages. Recurrent.) 

FACIAL PARALYSIS. Macdonald Critchley , M.D., FM.C,P. 

Following the teaching of J. Collier, many have suspected that a proportion 
of cases of Bell’s palsy are the effect, not of a rheumatic implication of the 
perineural tissues, but rather of an infection with a neuro-fixating virus of 
unknown nature. We see this exemplified in certain instances of cephalic 
tetanus, where the prominent clinical sign consists in a facial paralysis indis- 
tinguishable from that described by Bell. In the ‘Ramsay Hunt syndrome’ 
— believed to be the result of an herpetic affection of the geniculate ganglion — 
the outstanding signs comprise a peripheral facial palsy, tinnitus and vertigo, 
and a crop of vesicles within the concha and internal auditory meatus. Mild 
cases are known, however, where the acoustic symptoms and the herpetic rash 
are minimal, and the true nature of the facial paralysis may then be easily 
overlooked. 

How' many other cases of apparently simple Bell’s palsy are actually variants 
of, geniculate herpes ? To answer this question R. S. Aitken and R. T. Brain 1 
have' investigated 22 cases of facial paralysis (regarded clinically as examples 
of Bell’s palsy), by means of the complement-fixation test employed by S. P. 
Bedson and J. O. W. Bland. They found that in 4 out of the 22 eases the 
blood serum contained . herpes zoster antibodies, suggesting that in a pro- 
portion, though certainly not the majority of cases of Bell’s palsy, a vims 
disorder may be responsible. In a control series of 9 eases of probable 
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geniculate herpes, antibodies to herpes zoster were found by the complement - 
fixation test in all. This confirms Ramsay Hunt’s views on the herpetic 
nature of his syndrome. It does not, however, clear up the doubt whether the 
geniculate ganglion really is the seat of the herpetic inflammation. Further 
work along these suggestive lines is awaited with interest. 

Reference . — 1 Lancet, 1933, i, 19. 

FACIAL PARALYSIS : SURGICAL TREATMENT. 

Geoffrey Jefferson , M.S., F.R.C.S. 

Reference has previously been made (Medical Annual, 1929, p. 312) to 
the direct method of repair of the facial nerve as it lies within its canal in the 
petrous bone. The case then referred to was Stirling Bunnell's re-suture of 
a facial nerve which had been accidentally divided in the course of a radical 
mastoid operation three months previously. The following year Sir Charles 
Balia nee and A. B. Duel commenced their work in the latter’s laboratory near 
New York on the repair of the experimentally divided nerve. Ballance’s 
previous observations with L. Colledge had been concerned with facial nerve 
anastomosis, uniting it to the spinal accessory, the hypoglossal, and the glosso- 
pharyngeal in ascending order of merit. The objections to these anastomotic 
operations are three-fold : first, that another nerve injury (paralysis of the 
4 donor nerve’) is added to that previously existing; second, that associated 
movements are inevitable and unsightly. This is a matter of little or no 
importance in the ease of the glossopharyngeal, but it has led to grotesque 
results when the spinal accessory has been employed. Granting the excep- 
tional suitability on these grounds of the glossopharyngeal nerve, there is a 
third objection yet, and that is the lack of emotional movement of the face 
and of good facial symmetry in repose. Here, as elsewhere, imitations cannot 
replace the real thing, and for that reason Ballanee and Duel set themselves 
once more to the problem of surgical repair of the facial nerve within its bony 
canal. Not only were the experiments most promising, but Duel 1 reports two 
successful grafts in human cases. 

The graft question is somewhat different from Bunnell’s original secondary 
suture of the divided ends directly to one another. The idea has grown up 
in England, largely as the result of Platt and Stoplord’s work on war material, 
that nerve -grafts are of little use. French workers, on the other hand, are 
much more optimistic, and Duel’s results certainly support them. Fie has 
been impressed with the rapidity of recovery once the first signs of returning 
function in the facial muscles put in an appearance. He calls the final recovery 
4 tumult nous’, no matter how long the delay beforehand. As the result of 
studies on this point, Duel concludes that the grafts are more easily penetrated 
by axons if the nerve from which the graft is to be taken is first divided and 
allowed to degenerate in situ for three weeks. This period of time allows of 
the clearing of the axonal sheaths by Wallerian degeneration, and the facial 
nerve-fibres now meet with no resistance when they come to permeate the 
graft, and pass on to the distal, already degenerated, peripheral end of the 
facial nerve. Whether this is a fundamental point of importance is not yet 
knowable, but certainly anything* which improves the usefulness of an inlay 
graft is worth trying. An interesting observation was made as a side, issue, 
and that was the very rapid appearance of the reaction of degeneration in 
the paralysed facial muscles. In man it has been thought that a week or ten 
days are necessary for the disappearance of faradic excitability, but in Duel 
and Ballance’s monkeys it disappeared in 24 hours in 8 eases, in 60 to 72 
hours in 11, in 96 hours in 2, and. only in 1 did it delay as long as 9 days. 

Reference. — hSurg. Gynecol and Ofat. 1933. Feb., 382. 
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F. W. Watkyn - Thomas. F.R.C.S. 

A most importance advance in this subject has been made by Sir Charles 
Ballance and A. B. Duel. 1 Anastomosis operations, such as joining the lower end 
of the facial to the trunk of the hypoglossal or spinal accessory, have never been 
completely satisfactory owing to the associated movements from the inner- 
vation field of the 4 trunk’ nerve, and also to the irregular control of the * auto- 
matic-associated ’ movements of the facial nerve itself. According to Ramsay 
Hunt 2 the exaggerated movements are due largely to the fact that the 
■automatic-associated’ movements, including all expressions of emotion, are 
governed by * paleo -kinetic ’ fibres from the extrapyramidal tracts, and these 
fibres arc much Ic'ss delicate and recover more easily than the hieo-kinetic’ 
fibres from the pyramidal tracts, which are responsible for isolated-synergic 
movements. 

Ballance and Duel have now succeeded in direct repair of the facial nerve 
by grafting. A radical mastoid operation is done, with free removal of the 
bony wall and floor of the meatus. The dissection is carried into the neck 
and the stylomastoid foramen is exposed. Bone is then chiselled away from 
the foramen to the 4 bend’ between the oval, window and the bulge of the 
external canal. The sheath of the nerve is freed at the stylomastoid foramen 
and is slit up. If the nerve is severely damaged, the injured portion is excised 
by two clean cuts with a fine cataract knife. In the experimental work on 
monkeys and in the first human case a graft, of the external respiratory nerve 
was laid between the two cut ends and secured by a thread stitch, but in the 
later cases A. B. Duel 3 used grafts from an. intercostal nerve, as he found that 
a thin graft could be nourished by seepage until it became vascularized, and 
so was not so liable to degeneration. It was also found that much longer grafts 
(15 to 40 mm.) were needed in human patients than in animals. The graft is 
covered by a layer of gold leaf or of platinum foil. 

Twelve cases are now reported. In most of them the time that has elapsed 
since operation is too short to estimate the final result, ; hut in four there has 
been nearly complete recovery. In one case there was bilateral Bell’s palsy. 
Here the nerves were exposed on both sides and the sheaths were slit up ; five 
months later recovery was nearly complete. In another case a splinter of bone 
was found to have been driven into the nerve at a mastoid operation. Here, 
again, without grafting, an equally successful result was obtained. The Indi- 
cations are given with precision. When facial paralysis follows operative 
injury or suppurative disease the operation for exposure and grafting should 
be performed without delay. If possible, operation should be done before 
atrophy of the facial muscles has begun. Peripheral nerve anastomosis should 
be reserved for eases where there is extensive damage to bone, such as fractures 
of the petrous or tuberculous osteitis. A report, on progress is to appear during 
next year. 

References. — 'Arch, of Otolaryngol . 3932, Jan., 1 ; 2 Laryngoscope , 1932, xlii, 641 ; 
9 Arch, of Otolaryngol. 1932, Dee., 767. 

FIBROIDS, UTERINE . (See Uterus, Fibroids of A 
FIFTH DISEASE. (See Erythema Infectiosum.) 

FILARXASXS. , Sir Leonard Rogers , M.D., F.R.C.P . , F.R.S. 

Epidemiology. — The transmission of Wauchereria bancrofti in Sierra Leone 
has been investigated by E. P. Hicks 1 by feeding laboratory-bred mosquitoes 
on infected patients, with the result that A. costalis and funestits both allowed 
of complete development of the larvae and were also found infected in nature, 
so they are regarded as important carriers. A. squamosus is also a potential 
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carrier but is rare in Sierra Leone, but A. rhodesiensis and S. fasti ata appear 
to be doubtful or negative as carriers. The incidence of filariasis in North 
Travancore in S.W. India has been studied by M. O. T, Iyengar, 2 who thinks 
the causative filaria more closely resembles F. malaya of Brag than W. ban - 
crofti , and he found Mansonia annuUferm to be the chief transmitter, but 
Culem fatigans was negative both experimentally and in nature. The same 
waiter 3 reports on filariasis at Trivendrum, also in the extreme south of India 
in the Travancore State, where TF. bancrofti was found as microfilaria in 10-5 
per cent of the people, particularly in the low-lying central parts of the town, 
with 70 per mille morbidity, especially as elephantiasis. The microfilaria rate 
rises with age up to 2 5 years only. Culex fatigans is the carrier. 

Secondary bacterial infections have been further reported on by A. W. and 
F. B. Grace and S. Warren 4 as the result of their prolonged studies in the 
West Indian area, and they record an interesting comparison between the 
incidence of suppurative conditions in Jamaica with very low filarial incidence 
and in British Guiana with very high such incidence. In the former area they 
only found non-liaemolytic streptococci in 6 out of 100 abscesses, while lymph- 
angitis and elephantiasis are both very rare. On the other hand, in filarial- 
infected British Guiana the microfilaria and streptococcal rates are 23T and 
33*2 per cent respectively, against only nil and 6*0 per cent in Jamaica, and 
intramuscular abscesses are practically unknown. The nature of the relation- 
ship between Wanchereria bancrofti and the non-haemolytic streptococcus is 
obscure, but histological and bacteriological studies of elephantiasis support the 
view" that the disease is associated with, the presence of many minute foci of the 
non-hsemolytic streptococcus in the eorium. G. Giglioli 5 supports the view of 
O’Connor that pyogenic organisms in filarial disease are only secondary infec- 
tions, on the strength of having failed to produce a fixation abscess in a case 
of elephantiasis by injecting sterile turpentine into the affected limb during 
a febrile attack. 

The duration of the life of filarial embryos is discussed by S. S. Rao, 6 who 
records two instructive cases in which the embryos ceased to appear in the 
peripheral blood about seventy days after excision of cysts with the adult 
worms', so he regards that time as the duration of the life of the embryos. 
H. P. Froes 7 reports having found the microfilaria of a Wanchereria bancrofti 
infection in a non-chylous ascitic fluid of a patient in Brazil. 

H. W. Acton and S. S, Rao 8 write further on the pathology of filarial 
elephantiasis and deal with clinical conditions liable to be mistaken for it, 
including derniatolysis and hypopituitarism. Cases watched for about ten 
years show that filarial infections may exist for a long time without apparent 
clinical signs, although eosinophilia indicates the presence of a toxin, which 
first produces static oedema. Where the infection is heaviest, as in Cochin, 
elephantiasis of the extremities is common as the result of repeated attacks 
of lymphangitis and increasing lymphatic obstruction. 

Complement fixation with antigen extracts of Dirofilaria immitis of dogs is 
reported on by R. B. Lloyd and S. N. Chandra, 0 of the Calcutta School of 
Tropical Medicine. In a series of 39 cases of W, bancrofti infection 23 positive 
reactions were obtained, an analysis of which brought out the fact that in cases 
of chronic elephantiasis, with lymphatic obstruction cutting off the filaria 
toxins from the general circulation, the reaction is negative ; and that cases 
of acute or sub-acute lymphangitis are divided by the test into a toxic- reacting 
class characterized by eosinophilia with normal total and percentage of poly- 
morphonuclear leucocytes, and a non-reacting class with an eosinophilia, but 
accompanied by a polynuclear leucocytosis indicating septic complication. 
Moreover, repeated examinations showed , that the reaction becomes negative 
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as an attack of toxic lymphangitis passes off, and it also disappeared in two 
cases in which surgical measures had removed a cyst containing adult filarise 
and the fluid of a hydrocele respectively. They therefore suggest that the 
preliminary immunity response to a IF. bancrofti infection is anaphylaxis plus 
an eosinopliilia, and in cases with large releases of filarial toxin a positive com- 
plement fixation is added. Three of four guinea-worm cases gave positive 
reactions. Toxic-reacting cases are not likely to. benefit from vaccines. 

References.' — x Ann. Trop. Med. and Parasitol. 1932, Oet. 29, 407 ; z Ind. Jour. 
Med. Research , 1932, Oet,, 671 ; z Ibid. 1932, April, ©21 ; A Amer. Jour . Trop. Med. 

1932, Nov., 493 ; 5 Trans. Roy. Soc . Trop. Med. 1933, Jan. 31, 379 ; Q Ind. Med. Gaz. 

1933, Jan., 3 ; 7 Jour. Trop. Med. and Hyg. 1933, Jan. 2, 6 ; s Ind. Med . Getz. 1633, 
June, 305 ; ®Ind. Jour. Med. Research , 1933, April, 1197. 

FINGERS. (See Hand.) 

FISTXTLJE. ( See Anus, Fistula of ; Cysts and Fistula.) 

FCETOR ORIS. (See Halitosis.) 

FOOD AND THE PUBLIC HEALTH. 

G. E. Oates , M.D., MM.C.P . , D.PJL 

The Significance of Vitamins. — Knowledge on the subject of vitamins 
rapidly extends, and it is inevitable that considerable differences of opinion 
should exist on the various practical aspects. L. J. Harris 1 * 2 discusses the 
various difficulties in the light of recent researches, and his views may be 
summarized as follows : — 

Vitamin A . — It has been claimed that vitamin A reduces mortality in 
puerperal septicaemia and in measles. It has been found difficult to reinforce 
these claims, and clinical investigations by many workers have shown that 
vitamin A therapy has failed to have any effect as a prophylactic in respiratory 
diseases, In the common cold of infants, on the incidence of common infections 
generally, or in the treatment of pneumonia. Vitamin A has no effect on the 
spread of experimental tuberculous disease. In human beings dead from the 
most varied types of infectious diseases there may be abundant reserves of 
vitamin A in the organs. The local infections to which vitamin A deficiency 
gives rise are of a quite special type, being caused by the structural break- 
down of membranes. These scattered localized infections are restricted in 
origin to the abnormal membrane, and are set up by chance micro-organisms 
which would normally prove no n -pathogenic . 

There is, none the less, full evidence to show that lack of vitamin A leads 
to specific ill effects. The infant receives but a limited amount in utero and 
in its mother’s milk, so that the need for ample provision of this factor, especially 
at weaning , becomes all the more apparent. Vitamin A is found in most 
animal fats (except lard) and in fish oils ; but carotene, which is of equal 
biological value and is converted into vitamin A in the body, is as readily 
accessible in green vegetables, carrots, etc. With a well-balanced diet separate 
dosage with vitamin A cannot be regarded as imperative, but merely as an 
additional safeguard. 

Vitamin B Complex . — There would seem to be little evidence of any serious 
lack of vitamin B in this country or the U.S.A. Recent experiments on large 
groups of infants in America suggest, however, that sources of extra vitamin B 
added to the diet may favourably affect growth. Intestinal stasis and lack 
of alimentary tone is admittedly one effect of vitamin B deficiency, but there 
is no compelling evidence for the widely advocated theory that the prevalence 
of constipation In this country is due to vitamin B shortage. 
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Vitamin D . — -In temperate parts of the world, where the intensity of the 
ultra-violet radiation which can strike the surface of the body is much reduced, 
it would appear that the common food-stuffs do not contain sufficient supplies 
of the anti-rachitic vitamin. It is therefore essential to supplement these 
supplies artificially. This applies equally to breast-fed babies, since breast 
milk is in itself an inadequate and uncertain anti-rachitic agent. Cod-liver 
oil has proved a sterling remedy in the past, but lias the disadvantage that 
it may. be impracticable to give enough to ensure full protection in every case. 
Experience shows that the most certain remedy is irradiated ergosterol. From 
a practical standpoint, however, it is sometimes an advantage to use a food 
{such as dried milk) in which the requisite proportion of irradiated ergosterol 
has been incorporated. Ultra-violet irradiation gives good results in individual 
cases, but is difficult to apply prophylactically on a large scale. Halibut-liver 
oil. which is very rich in vitamin D, promises to be of great value. 

For curative treatment irradiated ergosterol is the method of choice, but 
great care must be taken not to cause hypervitaminosis from overdosage. 
Contrary to what is often supposed, the toxic dose for the human being is 
close to the optimum or curative dose (only three or four times greater). A 
dose of 1500 international units a day is provisionally recommended for 
ordinary prophylactic use, and 8000 -to 5000 units for curative treatment. 
There is evidence that 10,000 units is on the borderline for hypervitaminosis. 

The .Vitamin Content of Butter — In this country butter is the chief supply 
of vitamins A and D to the population. _ Other foods may be richer in one 
or other constituent or in both, but none is so universally consumed. It is 
therefore highly satisfactory to learn from M. E. F. Crawford and others 3 that 
Australian and New Zealand butters, which are so largely eaten in this country, 
contain both vitamin A and vitamin D, after reaching these shores, to a value 
as high as that of butters produced in Great Britain or elsewhere in Europe. 
It is known that the vitamin content, and especially the vitamin D content, 
of milk and butter produced in northern latitudes declines in winter, when 
sunlight is deficient and the herds are stall-fed, and that it rises again in the 
summer. The Australian and New Zealand butters do not at any time of the 
year fall short of the best summer butters here, or even of butters produced 
from cows whose diet has been fortified by an artificial supply of the fat- 
soluble vitamins A and D. There is no significant loss of either vitamin A or 
D when butter is kept in cold storage for a period of five to ten months. 
A point of practical importance lies in the fact that the British population 
has available in imported butter a valuable source of vitamins during the 
winter season, when the vitamin potency of home and other European butters 
may be low. (See also Vitamins.) 

The Cost of aa Adequate Diet. — G. P. Crowden 4 has collected informa- 
tion from various sources in order to determine the minimum cost of providing 
an adequate, well-balanced, varied, and physiologically sound diet per unit 
man-value per week, and, with this figure as a basis, the minimum cost of 
adequate food per week for families of varying size has been calculated. In 
April, 1982, the sum of 7s. per week per man-value was estimated by him to 
be the absolute minimum of expenditure on food under the best possible 
conditions of household management and economic purchasing by the mother. 
At the present time this figure w T ould be reduced by a few pence owing to the 
fall in the cost of food. In such calculations it is customary to take' the man- 
value of the various members of the family according to a scale devised by 
E. P. Catheart and A. M. T. Murray. 5 For instance, a woman’s coefficient 
is 0*88 compared with a man’s 1*00, a child of 8-10 is 0-7, a child of 1-2 is 0*8, 
and so on. 
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In the Week-end Review for April 1, 1033, a committee of experts reports 
that the cheapest diet suitable on paper for an adult male not engaged in 
muscular work costs 3s. 2|d. per week, but digestive, culinary, and psycho- 
logical considerations rule it out for practical purposes. The cheapest practical 
diet in current English urban conditions costs about 5s. for adult males not 
doing muscular work. 

G. C. M. M'Gonigle made investigations in Stockton-on-Tees during 1932 
into the economic and health conditions of comparable groups of families, 
poverty-stricken owing to unemployment, and residing in slum areas and in 
municipal housing estates respectively. He finds 6 that the death-rate of the 
transferred population is increased, the main causes of death showing an 
increase being measles, cancer, heart conditions, and respiratory diseases. 
Tuberculosis showed a decrease. The only discovered adverse influence opera- 
tive on the transferred population was a diminution in the expenditure on 
food. In the slum area the unemployed family was found to spend about 
3s. 9|-d. per man-value on food, but cm the municipal estate this became 
reduced to 2s. 10|d, This may be explained by the fact that the average 
rents paid was 6s. 8d. in the slum area and 9s. 6d. on the municipal estate. 

From the evidence adduced above it may be inferred that great caution 
should be exercised in rehousing families existing at a low subsistence level. 
They may be living in rent-restricted houses, and if forced to pay a higher 
rent the subsistence level may be further depressed, with disastrous effects 
on nutrition. 

Enteric Fever Spread by Cooked Meat. — The enteric group of fevers is 
water-borne mainly, but other vehicles of infection besides water and ice are 
milk, ice cream, shellfish, and uncooked greenstuff. A. Massey 7 describes an 
outbreak of typhoid fever in Coventry, the origin of the outbreak having been 
a mild antecedent case in the person of the proprietor of a shop selling food- 
stuffs. On strong circumstantial evidence, the general vehicles of infection 
were deemed to be cut slices of boiled ham and pressed beef. It appeared 
that 11 persons were infected by this means, while 4 persons became infected 
by direct contagion from previous cases. The source of infection in the 
original case was not ascertainable. The man in question o*n recovery from 
a very mild attack resumed work and handled the food on sale in his shop. 
This particular type of food-stuff is an unusual vehicle of infection in typhoid 
or paratyphoid outbreaks, but a few instances have been recorded in England 
in recent years. A minor outbreak at Egham in 1928 was traced to cold 
tongue supplied from an infected household. More commonly, cooked meats 
are incriminated as vehicles of living bacilli of the Salmonella group, causing 
one type of bacterial food poisoning. 

References.— x Rrit. Med. Jour . 1933, ii, 231 ; - Ibid . 367 ; *Med. Research Council* 
Special Report 175, 1932. H.M. Stationery Office ; Mamet* 1932, i, 899; s Med. Research 
Council, Special Report 151, 1931 ; °Rroc. Roy, Soc. Med. 1933, April, 677 ; 7 Medical 
Officer , 1933, July 15, 25. 

FOREIGN BODIES IN THE BRAIN. 

Sir W. 1. de C. Wheeler , F.R.C.SJ. 

Occasionally a bullet or other foreign body may enter the brain, without the 
knowledge of the patient. The reviewer 1 recorded the details of a ease of a 
patient aged 21 who thought he had received a small scalp wound in some street 
fighting. He was dressed and not detained in the hospital. No X-ray was 
taken. He noticed at the time of his wound sounds of music in his ears as if 
there was a band with drums in close proximity. About twice a month for 
four years a black dot appeared in his right lateral field of vision. This finally 
became a blinding light in the centre of his visual field. At this stage he 
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became totally blind. He never lost consciousness, but his memory was stimu- 
lated and distorted. Headaches and vomiting supervened. In the intervals 
he was well and led an energetic life, but the reappearance of the black spot 
when least expected, like the ghost in Hamlet , left him morbid and alarmed. 
There was no paralysis, no alterations in the reflexes, and both fundi were 
normal. X-ray examination disclosed the fact that the nickel case of part of a 
conical bullet was lying in the base of the brain just behind the petrous portion 
of the temporal bone at the level of the eminence in the superior semicircular 
canal (Plate XXI!) . Removal of the bullet was followed by complete recovery. 
The area involved was the ‘association area’ which lies between the visual area 
behind and the portion of the brain concerned with hearing in front. It may be 
surmised that the association area in the brain from which the foreign body was 
extracted is one of the resting places of the intellect, which brings to memory 
hearing and sight. It is the development of such a centre (absent at birth) 
which accounts for the fact that Beethoven was able to write and conduct his 
symphonies at a time when he was overwhelmed with deafness and deprived 
of the faculty of which he stood most in need. 

Reference. — 1 Surg. Gynecol . and Obst. 1933, Feb. 15, 278. 



FOREIGN BODIES, SMALL, IN THE EXTREMITIES. 

Sir W. I. de C. Wheeler , F.R.C.S.I. 

Foreign bodies, such as sewing 
needles, pieces of broken glass, and 
chips of steel, gain easy entrance 
to the hands and feet. Every ex- 
perienced surgeon realizes the diffi- 
culties which may arise in their 
location and removal. 


. fig. 37. — Photographic view of localizing 
pms inserted at right angles to each other into 
small portion of epidermis of left thumb. 


R. W. McNeal and J. D. Willems 1 
remind us that in muscle tissue 
these foreign bodies may do little 
harm. When they are located in or 
near tendons or ligaments of the 
hands or fingers they become painful 
and interfere with movement. The 


Fig. 38. — Perpendicular 
X-ray view with localizing 
pins in place. 


PLATE XXII 

foreign body in the brain 

(Sir W. I. rm c. Wheeleii) 



lmrt •"•tempos.teriur views of jjutfa.t wit], bullet ii 
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wound of entrance is frequently insignificant. The direction in which the 
foreign body proceeded is even more difficult to establish. None the less its 
exact location must' be established. For this purpose two ordinary needles or 
pins are passed through small portions of the epidermis in such a way that 
the pins cross each other at right angles, 
the points of crossing corresponding to 
the position where the foreign body is 
supposed to lie. These pins penetrate 
only the horny layer and cause no pain 
(Fig* 37). The next step is to take two 
X-ray views with the pins in place. One 
of these views is looking down perpen- 
dicularly on the point of crossing of the 
pins {Fig. 38), the other view is taken 
so that one of the pins, preferably the 
transverse, shows in silhouette at a single 
point (Fig. 39). If both these views 
are accurately and carefully taken in this 
way, the visualization of the position 
and exact location of the foreign body 
becomes a simple matter. We see that" 
in Fig. 38 the foreign body crosses the 
pointed limb of the longitudinal pin 
about 4 mm. from the crossing of the 
pins ; half of it lies in the lower left 
quadrant and the other half in the lower 
right quadrant. In Fig. 39 we notice 
that the least distance between the pin 
and the foreign body is about 3 mm., 
giving us the exact knowledge of the 
depth at which it lies. Furthermore, the 
combination of both these views demon- 
strates to us the direction of the long 
axis, of the foreign body. By this pro- 
cedure it becomes an easy matter to 
visualize exactly the spot at which to 
make the incision. It becomes, in fact, 
more difficult to miss the object than to 
find it at the first attempt. The Esmarch 
constrictor should be .used so that the 
foreign body cannot be obscured by 
blood. The pins are removed when the surgeon is ready to make the incision 
and after he has the exact location where the incision will lay bare the foreign 
body. Gas-oxygen anaesthesia is probably the best. 

Reference. — 1 Amer. Jour. Surg. 1932, Nov., 267. 

FRACTURES AID DISLOCATIONS. (See also Bennett’s Fracture 
of the Thumb ; Spine, Affections of.) 

E. W. Hey Groves , M.S., F.R.C.S. 

The Treatment of Open Fractures. — The treatment of .open fractures, 
still remains one of the most important practical surgical problems of the 
day. In the first place, however, before discussing any particular method, 
the greatest stress must be laid upon the conditions under which the e&se is to 
be treated. These may be one of three kinds: (1) Home conditions or in 



Fig. Si*. — Silhouette X-ray view of foreign 
body in extensor tendon of left thumb, 
localized by crossed pins- inserted into small 
portion of epidermis. 

(Figs 37-39 by kind permission of the 
‘ American Journal of Surgery ’.) 
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a cottage hospital ; (2) At a general hospital where the ease is only one of 
many other surgical cases, and there is no special fracture team or specialist ; 
and 1 ( 3 ) Where the case is admitted to a special fracture hospital or fracture 
department with a team of surgeons and nurses ready to carry out any special 
treatment. Under the first of these conditions, it is unwise to attempt any- 
thing in the nature of elaborate treatment. Thorough cleaning of the wound 
under an anaesthetic, and firm fixation on a splint or with plaster, should 
be done without delay and the case transferred to a fracture clinic. The same 
really applies to the second set of conditions, but here in a general surgical 
ward there is no reason w hy perfect treatment should not be begun and carried 
through. Unfortunately, however, this is often not done, and the patient 
suffers the misfortune of ineffective treatment bv an inexperienced house 
surgeon, or the tragedy of undergoing spectacular treatment by one of the 
surgeons who ‘plates’ the fracture and sends the patient away next week to 
a municipal hospital, where subsequent amputation takes place. 

One of the very great advantages of Winnett Orr ? s Method of treatment 
(wound cleansing, open vaseline pack, perfect alinement and fixation by pins 
and plaster applied under traction, and closed plaster case) is that it requires 
very little special apparatus or technical skill. Moreover, within a week of 
being put up, the patient can be sent home or to a country hospital. We 
are firmly convinced that this method represents by far the best routine way 
of treating compound fractures. It may not always succeed, but it combines 
the best chance of success with the least risk of doing harm. 

There are, however, other methods advocated and practised with brilliant 
success, and of these the most notable is the Sherman Method, in which 
fixation by plates and screws is used whenever possible. But it must not be 
forgotten that Sherman and his assistants working for the Carnegie Steel 
Company in Pittsburgh have organized a perfect team system and co-operative 
technique without which their results would have been impossible of achieve- 
ment. There is very real danger of their teaching being misunderstood, and 
their example being followed by those who forget that organized team work 
is essential for its success. 

G. V. Foster 1 has given a most interesting account of 304 cases of compound 
fractures of the long bones treated in the Sherman clinic during a period of 
fifteen years (1917-32). Treatment is always begun within ten hours of the 
accident, and consists in the first place of thorough excision and cleansing of 
the wound (debridement) with subsequent continuous irrigation by the Carrel- 
Dakin technique. Even if the accident occurs at some outlying station, 
this first stage of treatment is carried out with all the meticulous care of a 
major operation, and the patient, properly splinted, is transferred to the central 
hospital. The final treatment is carried out in the latter institution, where 
the patient is kept until he is fit for work. The fixation of the fracture is by 
one of three methods; (I) When great comminution of the bone is present 
skeletal traction is applied by a wire or by ice-tongs caliper ; (2) In the absence 
of comminution the main bone fragments are fixed by a plate and screws, but 
the wound is not closed, the Carrei-Dakin irrigation being continued ; (3) When 
the wound' is trivial, it is allowed to heal, and then secondary plating is done 
through a separate incision. It is interesting to note the number of cases 
treated by these three methods of fixation : 175 were treated by traction, 
53 by primary plating, and 71 by secondary plating. It is seen, therefore, 
that even with these enthusiasts for plates, only 19 per cent of the eases were 
suitable for primary plating. Of the whole number of 304 eases, good results 
were obtained in no fewer than 801, as judged by the test of being able, to 
return to strenuous work. In only 9 cases did non-union occur, and in all 
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these bone-grafting was done. Plates and screws are generally removed when 
bony union is complete. The general methods of treatment have remained 
essentially the same during the whole period of fifteen years ; but it is noted 
that skeletal traction has now superseded that by adhesive appliances, that 
active movements are instituted at an earlier period, and that the use of 
diathermy has been abandoned. 

Fractures and Dislocations of the Elbow. — These injuries, which are so 
common, frequently give rise to doubt and anxiety in .regard to the best 
methods of treatment and the ultimate functional result. P. D. Wilson. 2 
working in the Fracture Service of Massachusetts General Hospital, has done 
most useful work in collecting and analysing 352 eases of these injuries which 
occurred between 1924 and 1930. All the eases are followed up, and the 
end-resuits are noted under three headings. First, the anatomical result (A), 
second the functional (F), and third the economic or capacity for work (E). 
Each heading is divided into four categories (1, 2, 3, 4) representing approxi- 
mately 25, 50, 75, or 100 per cent of perfection respectively. Such a system 
of follow-up and grading seems so excellent that it ought to be instituted in 
every fracture clinic. The supracondylar fractures were the most frequent 
form of injury. These were usually treated by flexion after the displacement 
had been reduced by traction and manipulation. The arm is put up with a 
sling without splinting or strapping. If ischaemia is threatened as indicated 
by failure of the radial pulse when the arm is flexed, it can usually be averted 
by appropriate means. These consist in allowing the arm to rest with the 
elbow at a right angle and elevated above the shoulder. If much swelling 
of the elbow' exists, then operation affords the best means of averting the 
danger of ischaemia. Several incisions are made into the soft tissues through 
the deep fascia, and blood-clot is evacuated. In one case it was possible to 
disentangle the brachial vessels from the pressure of the bone fragments. In 
borderline cases where much swelling exists, the best method of treatment is 
to apply traction by means of a small pin or Kirsehner’s wire through the 
olecranon. The elbow' is kept at a right angle, the forearm being slung verti- 
cally. This same method of treatment is also indicated in T - shaped condylar 
fractures into the joint . Wilson refers to open operation and plating' as being 
necessary in many of the T fractures with much displacement, but he admits 
that this treatment is difficult and unsatisfactory. Fractures either of the 
medial epicondyle or of the capiiettum are often accompanied by marked 
rotatory displacement of the fragment. These should always be exposed by 
open operation and the fragment fixed by chromic catgut. 

Fractures of the head and neck of the radius give a surprisingly large propor- 
tion of bad functional results. It is wise, therefore, to treat such eases by 
early removal of the broken fragment or by excision of the radial head. 

Dislocation of the head of the radius with fracture of the shaft of the ulna 
is a fairly common injury, and always requires immediate operative treatment. 
Manipulation and traction can never make good the displacement nor keep 
the radial head in position. Either the orbicular ligament is torn or the radial 
head has been pulled out from its embrace, and under neither of these circum- 
stances can the head of the radius be fixed in proper position unless the liga- 
ment is adjusted and sutured. The fractured ulna must be fixed by a plate 
at the same time. 

Wilson does not refer to those cases of this injury where the displacement 
has been allowed to persist. Such a condition will cause a painful fixation of 
the elbow with loss of rotation of the hand. Two methods of treatment are 
possible — either : (1) Excision of the head and neck of the radius, which will 
mobilize the elbow but produce a weak arm ; or (2) Refracture of the ulna 
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and fixing it by a peg or a bone-graft, the radial head being tied into the lesser 
sigmoid notch of the ulna by means of a silk suture or a sling of fascia. 

Fractures of the Heck of the Humerus. — Complicated fractures of the 
humeral neck are always very difficult to treat with any prospect of good func- 
tional result. Fragmentation of the head, dislocation, and the separation of 
the great tuberosity are the common complications which may occur and which 
are very liable to lead to a stiff and painful shoulder. In most cases of such 
injuries the choice of treatment will consist in keeping the arm on an abduction 
splint, or in deliberately doing an arthrodesis in the position of abduction. By 
either of these methods fixation of the shoulder will be compensated by the 
scapular movements. 

Laurence Jones 3 has now suggested a new 7 method of dealing with these 
eases which he has employed successfully (Figs. 40, 41). The head of the 
humerus is excised through an anterior or external incision. The tendons of 
the short rotators (subscapularis, supra- and infra-spin atus and teres minor) 



are carefully separated from their insertions into the bone. The shaft of the 
bone is smoothed, rounded, and covered by a free fascia transplant. The 
tendons of the short muscles are fixed to the shaft of the bone by suitably 
placed grooves and drill holes. ' The arm is put up afterwards on an aeroplane 
splint. The idea contained in. this suggestion seems to us very good. Possibly 
it would, he an improvement if the two groups of short tendons were chipped 
off the humerus with a fragment of bone attached to each. This bone tubercle 
could then easily be fixed to, the neck of the shaft by a nail or by a suture going 
right through the hone. • ‘ *' * 

_ ^ractutfes about the Ankle -joint. — One of the most important complica- 
tions or varieties of Pott’s fracture is that which involves a separation of 
the posterior articular margin of the tibia. This type of fracture is always 
associated with marked posterior dislocation of the ankle. In the ordinary 
manipulation of a Pott’s fracture, the operator stands in front of the patient 
and is apt to concentrate his attention on correcting the lateral deviation. 
Even if the foot is brought forward at the time of manipulation, it is very 
liable to slip back again, and for this reason it is of extreme importance to 
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check the result by means of a lateral X-ray after the foot has been fixed in 
its plaster ease. 

F. Dickson 4 discusses the treatment of these posterior marginal tihial 
fractures. He divides them into three groups. In the first are eases seen at 
a short period after the accident. In these completeness of reduction as 
checked by X rays, and placing the whole leg in plaster (the knee being flexed 
to relax the tendo Achillis), is the method. In the second are eases in which 
the posterior displacement has only been recognized or has recurred after a 
few weeks. In these a Kirschner’s wire is passed through the astragalus, and 
skeletal traction made on the foot in a forward direction for three weeks. In 
the last group of old unreduced cases treatment of some sort is urgently 
required, because the patient is left with an ankle in an equinus position which 
is so painful as to make walking difficult. Dickson suggests that in these 
cases an open reconstructive operation should be done. He admits, however, 
that this is difficult and that the final resort must be an arthrodesis. This 
would certainly apply to the condition when found in elderly patients. 

References. — l Surg. Gynecol, and Obst. 1933, Feb., 529 ; 2 1 bid. 335 ; 2 Ann. of 
Surg. 1933, Feb., 217 ; *Surg. Gynecol and Obst . 1933, Feb., 522. 

FUNGOUS AFFECTIONS OF THE SKIN. (See Skin, Fungous Affec- 
tions OF.) 

FURUNCULOSIS. (See Skin, Pyogenic Infections of.) 
GALL-BLADDER. (See also Cholecystitis.) 

GALL-BLADDER AND BILE-PASSAGES, SURGERY OF. (See also 
Abdominal Surgery, Miscellaneous — Incisions and their Closure.) 

A. Rendle Short , M.D., F.R.C.S . 

Pre- operative Examination and Treatment. — A. F. Hurst 1 draws 
attention to the value of obtaining a specimen of bile by the duodenal tube 
after injection of magnesium sulphate. The presence of excess of mucus, 
epithelial debris, and pus cells indicates active cholecystitis, cholesterin crystals 
point to stone, and yellow lipoid material to a strawberry gall-bladder. A 
eholecystogram would be more valuable if the radiographer elicited tenderness 
by palpation over the gall-bladder. Cholecystitis can be alleviated by big 
doses of Hexamine (100 gr. three times a day with 60 gr. each of Sodium 
Citrate and Sodium Bicarbonate), and drainage promoted by giving on an 
empty stomach the largest dose of Magnesium Sulphate that can be taken 
without causing diarrhoea. These treatments ought also to be used after the 
operation, from the first day, for two or three weeks. 

The tendency to bleed in jaundiced patients can often be foretold by a rapid 
sedimentation rate, according to H. M. Chute and J. R. Veal, 2 confirming the 
work of Linton. The test is of far greater value than an estimation of the 
coagulation time, which indeed is nearly useless. 

E. R. Flint 3 also lays stress on the importance of pre-operative treat- 
ment, especially bed, water. Glucose, and in jaundiced cases Calcium, or 
better, a Blood Transfusion. The main causes of death are peritonitis, lung 
complications, cholangitis (the latter especially in common-duct cases), and 
myocardial degeneration. 

Cholecystitis. — H. J. McCurrieh, 4 in the course of an excellent review of 
modem literature on cholecystitis, makes an interesting observation that the 
horse, rhinoceros, camel, deer, elephant, and rat have no gall-bladder ; in 
the giraffe it is sometimes present, sometimes absent. Nor do species that 
lack a gall-bladder appear to have any functional equivalent. Gall-stones 
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have been produced experimentally by A. L. Wilkie by injecting streptococci 
derived from the cystic lymph-gland into the wall of the gall-bladder, but not 
by putting them into the lumen. 

D. H. Patey and L. C. H. Whitby 5 come to the conclusion on experimental 
grounds that the cystic artery is much the easiest and most probable route of 
infection. Infection from the liver by way of germ-laden bile is not improb- 
able, but the ascent of bacteria from the duodenum is very unlikely. 

Treatment. — Two writers, S. H. Mentzer, 6 of San Francisco, and M. ,M. 
Zinninger, 7 of Cincinnati, urge an earlier operation for acute cholecystitis. 
Mentzer dwells upon the quietness of the symptoms even when gangrene, 
empyema, or rapture of the gall-bladder is imminent, and the uncertainty 
what course the disease is going to take. He believes more cases are saved 
by early operation than by expectant treatment. In Zinninger *s series of 89 
acute gall-bladder cases, 85 were operated on as immediates and 3 died ; two 
of these had been ill over five days. Of the 54 treated expectantly, only 29 
settled down, and 15 definitely got worse, and were found to be suffering from 
empyema, gangrene, or rupture of the gall-bladder ; 4 died. A high leucocyte 
count points to empyema. [He considers these facts are in favour of immediate 
operation, but on his own figures the death-rate is lower in the cases treated, 
expectantly. — A, R. S.] 

Tate Mason and J. 31. Blackford 8 have compared the end-results of the 
medical and. surgical treatment of cholecystitis, and find that even in eases 
which have been advised operation and refused, medical treatment fairly often 
gave good results. Of 200 patients followed up for nine years, one-third were 
symptom free, another third came to operation, and the remaining third ought 
to have done so. 

In order to allay a fear that in some remote part of the world they have a 
tetter way of treating disease than we have here, it is reassuring to read from 
time to time a thoroughly orthodox review such as that by Professor Fedoroff, 8 

of Leningrad. 

Stones in the Common and Hepatic Ducts, — According to F. H. Lahey,™ 
stones in the common and hepatic ducts tend to occur in patients w'ho have 
had stones and infection in the gall-bladder for a long time, as evidenced by 
the thickening and contraction so often found. They are very liable to be 
overlooked, because (in 89 per cent of his operated cases) there may be no 
jaundice at the time, and it inay be impossible to palpate a stone in the ampulla 
of Vater. He therefore opens 'and explores the common duct from within, 
even in the absence of jaundice at the time, if there is a recent history of it. 
when any thickening of the duet or head of the pancreas can be felt, when the 
gall-bladder is thickened and contracted, and when the common duct is unduly 
dilated. These are excellent rules, because opening the duct adds little to 
the risks. In Lahey’s experience the mortality in common-duct eases is higher 
113*8 per cent) than when the stones are confined to the gall-bladder (4 per 
'Cent) ; the difference is due to septic cholangitis. The corollary is that the 
surgeon should intervene at an earlier date in cholelithiasis, before the stones 
get into the duets. 

Suppurative Cholangitis* — H. Finsterer 11 discusses the relative merits of 
external drainage of the hepatic duct, dilatation and stretching of the ampulla 
of Vater, and Choiedo choduodenosto my (anastomosing the bile-duct to the 
duodenum) in the treatment of purulent cholangitis, which in 40 of his 42 cases 
was caused by obstruction by a gall-stone. He prefers- the anastomosis opera- 
tion, under local anaesthesia, to external drainage or to dilatation of the 
ampulla, and lost only 2 out of 32 patients upon' whom this operation was 
performed, whereas he lost 8 out of 8 cases in which the duet was drained 
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externally, [Probably these were unfavourable from the first. — A. R. S.] 
The late results of the operation also are very good. The author does not state 
whether the obstructing stone was alw r ays removed. He allows that in eases 
of short duration, where the duct wall is still thin, external drainage may be 
the best treatment ; but if symptoms continue, the duet should be anastomosed 
to the duodenum at a later date. 

At the Mayo Clinic 12 prolonged drainage with a T-tube, up to many months 
or a year, is used in infected eases (E. S. Judd and J. T. Priestley). A question- 
naire was sent from the Mayo Clinic 12 to investigate the present condition of 
patients between twenty and twenty-five years after operation for gall-bladder 
trouble. Many, of course, were dead or lost sight of, but information was 
obtained concerning 420 patients who had had cholecystostomv, and 121 after 
cholecystectomy. Good results were obtained in 60 per cent after drainage, 
and 84 per cent after removal of the gall-bladder. 

In E. Starr Judd and J. T. Priestley’s series, 12 from Rochester, Minnesota, 
half the secondary operations necessary after cholecystostomy were for recurrent 
stones. 

Cholangiography in the Course of Operation on the Bile -passages 
(Plates XXII I, XXIV .) — A very interesting and suggestive paper was con- 
tributed to a French Surgical Society by M. P. L. Mirizzi, 13 of Cordoba, 
Argentina. He points out that to be able to close the wound safely without 
drainage after cholecystectomy one must be sure of three things : that the bed of 
the gall-bladder on the liver is fully covered with peritoneum, that the cystic 
duet is ‘hermetically’ closed, and that the bile-ducts are permeable. The first 
requisite is obtained by a subperitoneal removal of the mucosa of the gall-bladder, 
the second by double ligature or oversewing of the cystic duet, and the third by 
injecting 10 c.c. of lipiodol into the cystic duct and taking a skiagram on the 
operating-table. If there is a gall-stone in the common duct, it will be rendered 
visible ; if there is stenosis at the ampulla of Vater, the lipiodol -will not enter 
the duodenum and may pass into the duet of Wirsung, and the bile-duct will 
be dilated. He reports 100 cholangiographies, mostly of course normal, but 
showing stones in the ducts in 23 case’s, and II with stenosis due to chronic 
pancreatitis. The method appears to be perfectly safe. 

Ill Effects after Gall-bladder Operations. — At an international confer- 
ence on ill effects after cholecystectomy, held at Vichy in September, 1932, 
A Gosset and D. Petit Dutaillis 14 declared that serious sequelae were met with 
in from 5 to 10 per cent of the cases, and that they fall into three groups which 
may be sufficiently troublesome to call for another operation. They are : — 

1. Attacks of hepatic colic with jaundice , due occasionally to a missed stone 
in the duct, but more often to chronic pancreatitis, or stenosis of the common 
bile-duct. 

2. Post-operative biliary fistula , from pulling up and doubly dividing the 
hepatic and common bile-ducts. 

S. Periduodenal or pericolic adhesions. 

G. Giraud, 15 of Montpellier, maintained that the post-operative troubles 
are not so frequently due to the cholecystectomy as to the persistence of liver 
complaints or infective processes that, are present before and after the opera- 
tion. Medical or spa treatment is called for, along the lines of regulating the 
diet, hydrotherapy, etc. An enormous article by I. M. Talman, 16 of Leningrad, 
almost entirely derived from- a study of the world’s literature, goes into every 
possible source of failure of operations on the biliary passages. R. Jahiel, 17 
of the Salpetriere, in Paris, publishes an account of three .cases that may throw 
a light on some 'disappointments after the gall-bladder has been removed. la ' 
two of these, though nothing but adhesions were found at operation, there were 
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attacks of vomiting, pain, jaundice, and tenderness over the liver, both before 
and after operation, coming on regularly three or four clays before menstrua- 
tion. In one ease there was anuria for a day or two. She was relieved by 
radium sterilization. In a third case the hepatic colic was associated with 
attacks of asthma. 

Statistics. — S. Kjaergaard, 18 reporting some Scandinavian experience, gives 
his own figures as follows ; — 


All gall-bladder operations 
Under forty 
Over fifty 

Common duet opened 
Cholecystectomy 


190 cases, mortality 7-9 per cent 

9 

r, 20 !’ 

62 „ 12-9 

122 „ 2.4 


Of 173 eases, 13 were dead ; of 160 survivors, TO -6 per cent were fully satisfac- 
tory, 20*6 had mild complications, and 8*8 per cent more severe complications. 
For common-duct eases the respective figures were 66*7, 16*7, and 16*6. 

In a series of 847 gall-bladder operations by D. R. Goldish and M. G. Gillespie, 19 
of Duluth. Minnesota, there were 40 (11*5 per cent) operative deaths [This 
is rather high. — A. R. S.] ; 62*8 per cent of those who survived were quite 
well, 29*4 per cent better, and 7*8 per cent not relieved. 

Accidental Ligature of the Hepatic Artery.- — R. R. Graham and 
Canwell, 20 of Toronto, describe a fatal case occurring in the course of an opera- 
tion for cancer of the pylorus. There are 28 cases in the literature, of which 
16 died ; in some it was a branch that was tied. The deaths were by no means 
all from liver necrosis ; the Toronto patient died of pneumonia. 

Spasm Conditions ©f the Bile -passages. — A curious condition is described 
by L. Rerard and P. Mallet-Guy, 21 of Lyons, which they call ‘pseudolithiasis’, 
or ‘intolerant gall-bladder’ . Their five cases, all women, were explored for 
attacks of biliary colic without jaundice ; nothing was found, but the gall- 
bladder was drained. When on a later occasion lipiodol was injected, there 
was severe pain like their biliary colic, and the lipiodol rapidly filled the bile- 
ducts, penetrating up into the liver. In three cases the writers performed 
Cholecystgastrostomy to avoid a permanent biliary fistula ; all three 
were cured. 

V. Schmieden and H. Nicssen, 22 * 23 of Frankfurt, contribute several papers 
describing a similar condition, in which painful contractions of the gall-bladder 
are attributed to spasm of the sphincters, either that of the cystic duct, or in 
the ampulla of Vater (Oddi’s sphincter). This is not the same as ‘strawberry’ 
gall-bladder ; there is no infection present. Cholecystectomy is not advised; 
it is better to dilate the ampulla if medical treatment fails, or an anastomosis 
may be made between the bile-duct and the duodenum, or a cholecyst- 
gastrostomy performed. They call the condition the ‘stasis gall-bladder’. 

Cases are also described under the title of gall-bladder stasis by O. Lambret, 24 
which most surgeons will recognize as not infrequent. A patient, often the 
subject of visceroptosis, has vague symptoms such as chronic dull pain or sense 
of tension in the right hypoehondrium, attacks of vomiting or diarrhoea, and 
headaches. The eholeoystogram shows no stone or obstruction, but the gall- 
bladder is too large and too low, and takes too long to empty. At operation 
it is found to be large, long, and loose ; in some eases there are adhesions 
between it and the duodenum. The author considers that these cases can 
often he cured by medical means, such as introducing Magnesium Sulphate 
into the duodenum. If surgery is called for, in the atonic cases, he reduces 
the size of the gall-bladder by invaginatlng the fundus ; if adhesions are 
present, they are separated and the gall-bladder and duodenum surfaces are 
peritoneal! zed. He says the results are good and permanent. 
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Resection of the Bile-ducts for Obstruction. — W. Walters 25 describes 
80 eases from the Mayo clinic in which resections of parts of the common bile- 
duct or ampulla of Vater were carried out for obstructive jaundice due to 
strictures or carcinoma. The exact procedure varied s in some the duct was 
anastomosed, after resection, to the duodenum ; in others the duct was united 
end to end ; in a few the stricture was treated by a plastic operation, or if the 
hepatic duct was too short for an anastomosis, an external biliary fistula was 
formed and led later into the duodenum. The first method is the best, but 
the second may give good results also, and transplantation of a fistula was 
successful in four eases. Four patients died. If the liver is cirrhotic, or the 
ducts are thickened and septic, or granular stones are present, no operation 
is likely to succeed. 

Cancer of the Gall-bladder. — A report on 312 cases of malignant disease 
of the l>i!e-passages operated on at the Mayo Clinic is presented by E. Starr 
Judd and II . K. Gray. 26 The condition formed 1*4 per cent of the total number 
of gall-bladder patients. It is usually undiagnosable. Pain in the right 
hypochondrium, jaundice, vague gastric symptoms, and in a minority a palp- 
able swelling constitute the clinical picture. If the disease starts in the bile- 
ducts, jaundice is the first sign. In 55 per cent of the cases, the condition 
found at operation was too advanced for any surgical treatment ; in 59 patients 
the gall-bladder was removed ; for growths of the duets, or of the ampulla 
of Vater, the treatment recommended is drainage for a month or two, then 
resection of the growth. Mortality figures and end-resuits are not given. 
Stones were present in 64*6 per cent of the cases, and are probably a factor 
in the production of the cancer. 

References. — Jour . Surg. 1933, Jan.. 444 ; -Ann. of Surg. 1932, Sept-., 385 ; 
3 Lancet , 1933, i, 187 ; 4 Med. Forum , 1933, March, 161 ; L Brit. Jour. Surg. 1 933, April, 580 ; 
®Surg. Gynecol . and Ohst. 1932, Dec., 709 ; 7 Ann. of Surg. 1932, Sept., 406; 8 Jour. Amer. 
Med. Assoc. 1932, Sept., 891 ; *Deitt. Zeds. f. GMr . 1933, June, 695; lv Xew Eng. Med. 
Jour. 1932, Oct., 685 ; J1 56 Tag. d. deut. Ges.f. Chir. Berlin, 1932 ; l -Jour. Amer. Med. 
Assoc. 1932, Sept., 886 ; 18 Bull. et Mem. Soc. fiat, de Chir. 1933, May, 727 ; li Presse 
mid. 1932, Sept., 1465 ; 15 Ibid. 1466 ; 16 JLrc/i. f. kiln. Chir. 1933, July, 472 ; 17 Press 
med. 1933, March, 331 ; 15 Ada chir. Scand. 1932, ixix, 401 ; 19 Amer. Jour. Surg. 1933, 
July, 30 ; -°Brit. Jour. Surg ., 1933, April, 566 ; n Lyon chir. 1932, Sept., 582 ; --Verhandl. 
d. deut . Gesellsch. f. inner. Med. 1932, 302 ; Munch, med. Woch. 1933, Feb., 247 ; 
24 Presse med. 1933, July, 1097 ; ^Surg. Gynecol, and Ohst. 1933, Feb., 235; -Mbid. 
1932, Sept., 308. 

GALL -BLABBER, FUNCTIONAL DISORDERS OF. 

Robert Hutchison , 31. D., F.R.C.P. 

C. Newman 1 devoted his Goulstonian Lectures last year to a consideration 
of the physiology of the gall-bladder and, its functional abnormalities. As 
regards the concentration of bile, he concludes that the gall-bladder concen- 
trates the bile about ten times by the removal of water and soluble salts, the 
other soluble constituents being absorbed to some extent, but to a much greater 
degree concentrated. The mucous membrane of the normal gall-bladder and 
bile-duets adds nothing to the bile but mucus. The bile-duets dilute the bile 
by mucous secretion. The physiological stimulus for the expulsion of bile is 
the passage of food into the duodenum. It is very probable that the gall- 
bladder and the sphincter at the lower end of the duet are 4 reciprocally inner- 
vated 5 so that when the bladder contracts the sphincter relaxes. 

Disorders of Motility — ‘ biliary dyskinesia 5 — produce pain just as distension 
of any other hollow viscus does, the pain resembling that of a mild attack of 
gall-stones. Cases of gall-stone symptoms without gall-stones, of 4 cholecystitis 5 
with a normal gall-bladder at operation, of 4 hepatic neuralgia 5 , and of return 
of symptoms after cholecystectomy are cases of biliary dyskinesia. There is 
of course, never any pyrexia. 
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Two varieties of dyskinesia can be recognized : — 

1. Spastic Distension . — This is the commonest form and the easiest to cure. 
It Is specially frequent in women of big build, and the average age at onset 
is about 36 "years. The principal complaint is of pain, of a dull grinding 
character, coming on in spasms like colic but not so severe, and lasting for 
many minutes at a time. There is also a constant feeling of soreness. In 
distribution, the pain is located in the 'right upper abdomen, often in the 
gall-bladder area, and spreads across the abdomen, along the rib margins, 
becoming as severe on the left as on the right. It tends to spread through 
to the back, particularly to the angle of the right scapula. It is often related 
to tiredness or exposure to cold, or may come on an hour or two after meals. 
It Is sometimes relieved temporarily by food. It is apt to come on in the 
night, like the pain of duodenal ulcer, which it resembles also in that symptoms 
are often intermittent, attacks of days or weeks being followed by a period 
of relief. Instead of pain, there is sometimes distension or a feeling of fullness 
after meals. Nausea is very common, and some patients vomit occasionally, 
the vomit consisting of acid food. Vomiting, if it happens, relieves the pain 
(as it sometimes does in gall-stone colic). A history of flatulence can be 
elicited, but it is seldom volunteered — that is to say, it is only slight. The 
appetite is poor, and most patients lose weight , sometimes seriously. The 
patient may look quite well, or haggard, grey, and very ill. There is often 
a history of slight jaundice during the attacks. The bowels are usually open 
more than once a day, less often there is constipation, with a palpable, hard, 
tender descending colon of the type associated by radiologists with ‘spastic 
constipation’. 

The tongue is clean, or pale and flabby, not coated. The liver region is 
tender, especially over the gall-bladder, but without rigidity or a definite 
catch in the breath as the gall-bladder comes down on the palpating hand. 
The liver feels normal. There is usually a ‘soreness’ on pressure over the 
liver behind, which must be a skin sensation, as it is different from the tender- 
ness in front and the ribs protect the liver from actual pressure. It is remark- 
able how many of the patients show extrasystoles, of which they are sometimes 
conscious when the attack is at its worst. 

Cholecystography shows an opaque, well -filled, well-concentrating gall- 
bladder, of at least normal size, which diminishes after the fatty meal but 
does not disappear, and which shows a delay in emptying. 

Treatment. — The treatment of spastic distension is by diet and medicine. 
The essentials of Diet are small, equal, and regular meals, the avoidance of 
mixtures of fats and starches, and restraint in both coarse irritating foods and 
over-interesting cookery. This entails taking meals at specific times, making 
breakfast and tea rather larger, and lunch and dinner rather smaller, and 
refraining absolutely from such things as buttered toast, mashed potatoes 
(with butter in them, that is), and ‘white sauce’. Milk puddings do not come 
under this interdict. Bread and butter is to be avoided, toast Tnelba’ should 
be substituted, without butter. It is worth while to investigate the patient’s 
customary diet, dislikes, and fancies, carefully, and to write out a complete 
list of what may and may not be eaten. To avoid loss of weight, to supply 
the deficiency in fats, and to empty the gall-bladder during the resting period, 
the patient should, take' an ounce of butter, olive oil, or cream last thing at 
night. This they are usually very glad to do, because a desire for fats is 
natural on a diet in which it is not possible to mix fats and starches. 

Medicinally the essential drug is Belladonna ? given in the form of the 
tincture, starting with 1.0 min. three times a day after meals. The dose to 
aim at is one which produces a definite vagal inhibition without unpleasant 
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symptoms ; it varies in different people and can only be found by trial, 
remembering that it is useless to give too little, but that the good effect of 
the proper dose is appreciated within a week at the outside. The belladonna 
is given in a mixture with sodium bicarbonate 15 gr. 

2. Atonic Distension . — This is much rarer than the spastic form and occurs 
at a later age and in patients of the asthenic build. The typical clinical 
picture would seem to be this : The pain is a continuous, not spasmodic, 
heavy aching sensation. It comes on soon after meals, and radiates all over 
the epigastrium, but not to the back. The gall-bladder region is the point 
of maximal discomfort. The appetite is poor and the patient is constipated. 
There is always a complaint of flatulence. There may be occasional vomiting, 
but surprisingly little nausea (the nausea of the spastic type is possibly due to 
pylorospasm). There is usually tenderness in the epigastrium and over the 
liver region. The stomach contains very little acid and often no free hydro- 
chloric acid. It tends to be atonic and baggy in the barium meal films, with 
a delayed emptying. 

Cholecystography shows a very long thin gall-bladder, which throws a poor 
shadow and empties very little. 

Treatment is not nearly so effective as in the spastic form. As regards 
Diet, fruit and salads are encouraged ; " green and root vegetables, cheese, 
porridge, milk puddings, and all sodden doughy foods should be avoided and 
meals should be taken dry. The resources of cooking tasty and appetizing 
food may all be encouraged. In other respects the diet is the same as for 
spastic distension, including the nocturnal dose of fat. It is in drugs that we 
are handicapped. Newman prefers Sp, Armoracise Co. (1 drachm), Ol. 
Menth. Pip. (J to 1 min.), and Menthol (1 gr. in pill). Dilute Hydrochloric 
Acid after meals is also useful. Improvement is usually gradual. 

Reference. — 1 Lancet , 19;; 3, i, .785. 

GANGLION. Sir W. I. de C. Wheeler, F.R.C.SJ. 

Treatment. — TI . Giinther 1 describes a simple and successful form of treat- 
ment for a ganglion. Under the strictest aseptic precautions a small wheal 
is raised over the ganglion with a local anaesthetic. The ganglion is now 
punctured with a large- bo re cannula, and the jelly-like material is removed by 
attaching a syringe. The syringe is then withdrawn and filled with Collodion. 
The ganglion is injected with the collodion. A tight bandage is applied to 
prevent sepsis, and also to prevent too great movement of the limb. In about 
twenty-four hours there are signs of slight inflammation, with some redness 
and swelling of the skin. In three days the ganglion has disappeared. In the 
author’s hands the treatment has always been successful, and he has had no 
cases of recurrence. 

Reference. — 1 Zentralb. j. Chir. 1932 , June 11, 1476 (abstr. in Brit. Med . Jour . 
1932, ii, 351 . 

GANGRENE, DIABETIC. Sir W. I. de Wheeler , F.R.C.SJ* 

For all practical purposes it may be assumed that neglected diabetic patients 
develop arteriosclerosis. Furthermore, diabetic patients resist infection badly, 
and if infection is present, the action of insulin and orthodox diets is to a large 
extent defeated. 

E. L. Eliason 1 points out the danger of procrastination and conservatism 
in cases of moist diabetic gangrene. [The reviewer has often witnessed how 
inertia in these cases is mistaken for wisdom. — W. I. de C. W.] Dry heat, dry 
dressings, and the electric cradle are employed prior to amputation. Occasion- 
ally gas-bacillus infection enters the picture. In preparation for the operation 
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carbohydrates, fluids, and insulin are given under the direction of the physician. 
A few hours will prepare the patient in urgent cases. If the patient receives 
sufficient carbohydrates and the blood-sugar is controlled with insulin, acidosis 
will not develop. The anaesthetic chosen must not tend to produce acidosis. 
There is the following choice, in order of merit : — 

1. Local Ancesfhesia . — Produces no changes in metabolism and is to be 
preferred in all. cases where minor operations are performed and in other cases 
that would not stand a general anaesthetic. 

2. Spinal Anaesthesia . — Also causes no disturbance in metabolism and is 
the anaesthetic of choice born of necessity in operations on the lower extremi- 
ties, perineum, and lower abdomen, providing there is no contra-indication 
due to the patient's general condition. 

3. Nitrous Oxide and Oxygen. — Does not tend to produce severe metabolic 
disturbance unless unduly prolonged. Not a good anaesthetic, however, when 
relaxation is desired. 

4. Nitrous Oxide supplemented with Ether. — Produces better relaxation than 
gas and oxygen, but is more apt to cause acidosis, due to the ether. 

5. Ether. — If prolonged it is certain to be followed by acidosis, as indicated 
by a fall in the carbon-dioxide combining power. It can be used, however, if 
this fact is borne in mind and the necessary post- operative measures taken 
to combat acidosis. 

6. Chloroform . — Produces an extreme aeidosis and is mentioned only to 
be condemned. It should never be used on a diabetic. 

As a routine a blood-sugar and carbon-dioxide combining power test should 
be performed on all surgical diabetics prior to operation. If the C0 2 shows 
any appreciable drop below normal, operation should be deferred until the 
acidosis has been treated. This is an inviolable rule, even if the operation 
is designed to remove the cause acting to produce acidosis. A patient will 
survive the operation, but very often will not survive the acidosis following 
the operation. On the other hand,., if the acidosis is treated first, he will 
survive them both. A routine blood-sugar and CO» test should be performed 
within five hours after operation, especially if anaesthetics in groups (8), (4), 
and (5) are used. 

Insulin. — Granted that the patient has been well standardized before opera- 
tion, his required dose is continued and increased as required when the 
Wood-sugar tends to rise. For this reason it is necessary to have daily blood- 
sugar tests or even tests at twelve-hour intervals in the more severe diabetics. 

Gas-bacillus Infection , — All cases for amputation receive a prophylactic dose 
of 25 e.e. perfringens antitoxin before operation. Fluids and carbohydrates 
are given just in the same way as in non-diabetic surgical cases. 

Eliason has in the last two years encountered 14 cases of gas-bacillus infec- 
tion in patients with diabetic gangrene. In 10 cases the complication was 
post-operative. In such cases wide excision or drainage or high amputation 
is indicated. When the stump has become infected, it is best to cut all sutures 
and lay the wound wide open and irrigate frequently with peroxide solution. 
JPterfringens antitoxin should be given intravenously and intramuscularly in 
25- to 50-e.e. doses. 

[The reviewer’s technique for a spinal anaesthetic is as follows ; Spinocain 
is preferred. Ephedrine is given hypodermically half an hour beforehand. 
A fairly, large bore needle is introduced- into the spinal canal, slightly above 
the level of the crests of the ilium. ■ Cerebrospinal fluid is withdrawn into 
the syringe so that the spinocain will be equally diluted before injection. 
The patient, is put in a horizontal position on his face for about ten minutes. 
He is then turned on his back with the head low. If there is any continued 
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fall of blood-pressure or undue shock, intravenous glucose or blood transfusion 
is employed. Vasoconstrictors such as ephedrine are of no avail at tills 
stage ; the vasodilatation produced by the anaesthetic cannot be overcome. 
—■ W. I. de C. W.j 

'Reference.- —A t nn. of S-urg. 1933, July, 3. 

GAS GANGRENE. (See also Gangrene, Diabetic.) 

Sir W. I, de C. Wheeler , F.R.C.SJ. 

During and immediately after the War cases of gas gangrene were expected, 
and a diagnosis was seldom missed. In civil practice this infection is not very 
uncommon, but it is not uppermost in the minds of those practising medicine 
and surgery. It is seen most often in cases of compound fracture, but it may 
arise as a complication after an appendiceetomy or other simple surgical 
procedure (see Medical Annual, 1933, p. 183, Plate XII). Cases are described 
in which gas-bacillus infection followed hypodermic injections. Crepitations In 
the presence of an infected wound are significant. Gas Gangrene Antitoxins 
combined with Tetanus Antitoxins are available, and should be employed more 
frequently as a prophylactic in cases of contaminated lacerated wounds in 
which the muscles are involved. Large quantities of Alkalis given by the 
mouth and Glucose intravenously not only prevent the acidosis which accom- 
panies shock but also inhibit the development of a gas infection. 

Early recognition is very important. Suspicions should be aroused if, after 
a few hours or even several days, progress .after an injury is impeded by 
increasing temperature and pulse-rate. The wound is often more painful 
than the amount of trauma would explain. On examination the parts will be 
swollen and tender, with a discoloured area round the wound. There is a thin 
pinkish discharge. In the early cases crepitations may be absent. Smears 
and culture will often reveal the organism. X-rays may reveal the gas bubbles. 
In the treatment of such cases Anti-gas -gangrene Serum should be adminis- 
tered freely ; 50 c.e. daily for three or four days is an average dose. The 
wound should be opened up and flooded with Hydrogen Peroxide. Obvi- 
ously infected tissues should be excised. At the completion of operation 
hydrogen peroxide should be injected hv syringe under the skin and into all 
the exposed tissues. High amputation is frequently required in advancing 
eases. 

M. Wiseberg 1 deals with gas gangrene involving the extremities. He points 
out that gas gangrene is first of all and chiefly a disease of muscle which spreads 
in a longitudinal direction. It occurs in civil practice in wounds comparable 
to the wounds received in the War. He states that every crushed or lacerated 
wound, especially if contaminated with foreign bodies, is a potential source of 
gas gangrene. The warning signals are sudden high temperature, or the tempera- 
ture mounting a degree or two every successive day, with rapid pulse, and, in 
younger persons, very rapid respirations. Pain is intense, corresponding to 
the rise in temperature. The toxic appearance of the patient, together with 
gangrene of the lacerated skin and a copper hue near the wound, are early 
manifestations. An unusual foul odour can be detected at a distance from 
the patient. The author recommends the injection of 90 to 100 c.e. of Mixed 
_ Antitoxin and Antibacterial Sera subcutaneously, intravenously, or intra- 
muscularly. The injections are repeated every day. The serum may be given 
both intravenously and locally. If there is the slightest suspicion of impending 
gas gangrene, the serum (polyvalent gas-gangrene antitoxin) combined with 
tetanus antitoxin is administered ; injections are usually given intramuscularly 
in the non-affected limb. 

Reference. — Rancid. Med. Assoc. Jour. 1932, Sept., 278. 

13 
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GASTRIC AND DUODENAL OTCER* Robert Hutchison, M.D., F.R.C.P. 

Etiology and Pathology. — W. C. Alvarez 1 is not satisfied with any of 
the theories of ulcer causation and particularly with the infection theory. He 
points out that this does not explain the peculiarities of the incidence of the 
disease. It is not likely, for instance, that focal infection is three times as 
common in men as in women, and it is well known that ulcers may recur in 
patients from whom all septic foci have been removed. He suggests that the 
importance of psychical factors has been overlooked and that ulcer commonly 
appears in persons who live under nervous tension. This may act by increas- 
ing the acidity of the gastric juice, by diminishing the production of protective 
mucus, by causing muscular or vascular spasm, or by interfering with biliary 
and pancreatic secretion. He considers these hypotheses in detail. 

The vexed question of the relation between peptic ulcer and cancer is discussed 
very fully by W. D. Newcomb. 2 He suggests that the diversity of opinion 
on the subject arises from a lack of definite histological criteria for the diagnosis 
of ulcer-cancer. He has considered four such criteria and points out the great 
importance of fusion between the muscularis mucosae and muscularis at the 
edge of the ulcer in diagnosis. Applying this test to a series of cases he 
found that 8*75 per cent of ulcers showed malignant change, whilst 18 per 
cent of cancers showed evidence of previous peptic ulceration. 

J. W. Holmes and A. O. Hampton 3 present evidence in favour of the view 
that ‘chronic prepyloric ulceration’ (i.e., chronic ulcers in an area extending 
for about one inch from the pyloric valve towards the antrum) are specially 
apt to be malignant, whilst benign ulcers commonly occur on the lesser curva- 
ture above the pyloric canal and rarely in the canal itself. If an organic 
lesion is demonstrated within the prepyloric area, the chances of its being 
malignant are about twelve to one. 

J. Meyer, D. Fetter, and A. A. Strauss 4 have tried to determine the relation 
of the pain of ulcer to gastric motility and acidity by administering 0*5 per 
cent HCI to ulcer patients and to controls. Their conclusion is that acidity 
is not the cause of pain in all cases of ulcer but that pain is due to acid- 
sensitivity when an associated gastritis is present. Pain may also be caused 
by 4 hunger-contractions ’ , which produce a depletion of the vascular bed in 
and about the ulcerous area. They consider the ‘acid test’ for ulcer to be 
unreliable. 

Treatment. — D. M. Dunlop and R. M. Murray-Lyon 5 have follow ed-up 
a large number of ulcer eases treated medically, the minimum time which had 
elapsed since treatment being a year and a half. Apparent cure had resulted 
in 48*7 per cent of the cases and improvement in 28*9 per cent. The age of 
the patient did not seem to influence the result, but the duration of symptoms 
before treatment had an important bearing upon it. They consider that the 
risk of alkalosis developing under ‘intensive’ treatment is slight. 

A. M. Cooke 6 deals more fully with the latter point from experience at 
St. Thomas’s Hospital. Amongst 200 patients treated with the alkaline diet, 
9 showed the characteristic changes of alkalosis. He summarizes these as 
follows : — 

Typically the condition occurs in a man aged 35 to 55 years with an ulcera- 
tive^ lesion of the stomach at or near the pylorus, not necessarily with any 
clinical or X-ray evidence of pyloric obstruction, and not necessarily with any 
symptoms or signs pointing to impaired renal function. After about a week 
of intensive alkaline treatment he complains of headache, dizziness, backache, 
pain and tingling in the limbs, thirst, an unpleasant taste in the mouth, loss 
of appetite with a particular distaste for milk, abdominal pain, vomiting, 
drowsiness, and occasionally a craving for salt. Physical examination shows 
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that he has slight fever, rapid pulse, slow respiration, and that lie looks ill 
with a shrunken, dehydrated, flushed face, furred tongue, and bloodshot eyes. 
The urine, strongly alkaline, contains protein and casts, and there is usually 
a diuresis. No abnormalities can be detected in the heart, lungs, or abdomen, 
but examination of the nervous and motor systems may reveal some height- 
ened neuro-muscular irritability, more apparent on direct stimulation by 
tapping the muscles or by the galvanic current than by reflex stimulation. 
Sensory hyper-irritability is shown by the tenderness of the muscles on pressure, 
so much so that attempts to take the blood-pressure may be frustrated by 
the pain which is caused by the sphygmomanometer cuff. At the same time 
the patient displays mental changes of which the most striking feature again 
is hyper-irritability. A man usually of a complacent disposition becomes 
querulous and irritable, grumbling unreasonably about the most trifling annoy- 
ances, and may even have delusions of persecution. The blood-urea is greatly 
increased, whilst chlorides almost completely disappear from the urine, if 
treatment with alkalis is persisted in, the patient becomes more drowsy, 
tetany appears, and is followed by convulsions, coma, and death. If, how- 
ever, treatment is stopped, the patient rapidly recovers but he will be 
..intolerant of alkalis in the future. The administration of acids does not 
appear to hasten recovery, and, if large doses are used, may actually be 
dangerous. 

W. Weitz 7 strongly recommends emptying the stomach before the patient 
goes to sleep in cases of gastric and duodenal ulcer, especially where there is 
nocturnal pain. He uses a small-bore stomach-tube connected with a glass 
syringe. The method probably acts by removing irritating material and giving 
the ulcer rest all night. 

References. — l Amer. Jour. Surg. 1932, Nov., 207 ; -Brit. Jour. Burg. 1932, Oct., 
279; 9 New Eng. Jour. Med. 1933, May 1 , 971 ; 4 Arch. ? of Internal Med. 1932, Aug., 
338 ; Med. Jour. 1932, Sept., 571 ; «Qimrt. Jour. Med. 1932, Oct., 527 ; -Munch, 

med. Woch. 1932, July 22, 1193. 

GASTRIC AND DUODENAL ULCER, SURGERY OP. 

A. Rendle Short, M.D. S F.JR.C.S. 

Etiology. — B. B. Crohn and J. Garendasy, 1 of New Jersey, describe a case 
of duodenal ulcer which in their opinion was definitely due to a blow on the 
abdomen. Melaena and haematemesis occurred within two days, and typical 
ulcer symptoms followed. Cases are rare in American literature, but numerous 
on the Continent of Europe. They are only to be allowed if there was a 
severe blow on the epigastrium, and if no symptoms were present before but 
followed immediately after and continued. 

Medical and Surgical Treatment, — Two series of cases of peptic ulcer 
treated by medical and surgical means are compared by R. K. Felter and 
S. Weintraub, 2 of New York. The medical treatment was ambulatory with 
modified Sippy Diet, and Alkalis one hour after food. Nearly all the cases 
were followed up for over four years. The conclusions were as follows : (1) 
104 cases of peptic ulcer were followed on an average for 5*6 years, 52 treated 
medically and 52 treated surgically. (2) Of the cases treated medically, 19 
per cent were satisfactory. Of the surgically treated cases, 80 per cent were 
satisfactory. (3) Of the medically treated cases, 15 per cent more were 
improved. Of the surgically treated eases, 10 per cent more were improved. 
(4) The results were unsatisfactory in 66 per cent qf the medically treated cases, 
and 10 per cent were unsatisfactory in the surgically treated group. It is 
pointed out that the surgical cases were those which had proved resistant to 
medical treatment. [The type of medical treatment adopted in these eases 
would not be considered efficient by a physician. — A. R. S.] 
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According to D. P. D. Wilkie, 3 gastric and duodenal ulcer is becoming 
commoner, both in the medical and surgical wards. In Edinburgh there were 
576 cases in 1910-12, and 1645 in 1930-2 ; the increase is specially in the 
patients with duodenal ulcer. It is a genuine increase, because perforated 
cases are now much more frequent than they were. In the female, however, 
the diagnosis of duodenal ulcer is often missed, the gall-bladder being unjustly 
blamed. Not uncommonly, the appendix, duodenum, and gall-bladder are all 
at fault (Plate XXV), Professor Wilkie proceeds with the following very sound 
and sane observations : — - 

I regard an ulcer of the stomach or duodenum as essentially a condition 
requiring treatment on medical lines. Surgery may be called in to help when 
the reparative process has led to stenosis and mechanical difficulty, when, in 
spite of the maximum care which the patient can give, the ulcer breaks down 
repeatedly, when repeated haemorrhages cause prolonged disability or endanger 
life, and when a chronic ulcer, failing to heal, threatens malignancy. Probably 
there would be little ground for controversy had gastric surgery been restricted 
to its primary field of relieving obstruction and of removing malignant or 
potentially malignant ulcers. It was the very success of the early cases of 
gastro-enterostomy for stenosis that led to the abuse of this most beneficent, 
operation. Its employment as a short cut to cure in irritable ulcer, as a ‘hit 
at random' in cases with no ulcer but with similar symptoms, as a ‘drainage 
operation 1 in cases of visceroptosis and of atonic stomach, led to an accumula- 
tion of surgical derelicts, bitter complainers, the driftwood of an uncontrolled 
springtide of surgery. Even when confined to genuine ulcer cases the sequel 
of stomal or jejunal ulcer in a certain proportion of patients, variously 
estimated as from 2 to 30 per cent, turned the minds of surgeons to some alter- 
native operation and the non-surgically minded to more intensive and prolonged 
medical t regiment. On the Continent the balance inclined to more and yet 
more radical surgery — the removal of the whole ulcer-bearing area ; in this 
country and in America, by associating the names of Sippy and MacLean with 
a somewhat stricter observance of an old-time medical regime, it swung to the 
conservative extreme. . 

“ A considerable residue of stenosing and refractory ulcers which medicine 
has failed to cure has again brought the surgical treatment of ulcer to the fore.” 

In cases of duodenal ulcer with constriction of the pylorus, Gastro- 
jejunostomy has its greatest triumphs, but when there is no stenosis but an 
irritable recurrent type of ulcer, in a lean anxious patient, with marked hyper- 
ehlorhvdria, there is real danger of a gastrojejnnal ulcer following ; and if after 
thorough trial of medical treatment an operation is necessary, Gastroduo- 
denostomy is better ( Plate XXVI — notice the mobilization of the duodenum 
on its outer side). Wilkie has performed this operation on X59 patients. The 
results do not equal those of gastrojejunostomy. There were 64 per cent with 
excellent results, 25 per cent relieved, and 11 per cent still complaining. There 
were two ulcers of the stoma, both cured by gastrojejunostomy. [We are 
inclined to think that even in these eases gastrojejunostomy, followed of course 
by proper medical care, gives a higher percentage of excellent results, and that 
the gastrojejnnal ulcers will not be above 5 per cent, if great care is taken to 
leave no gaps in the suture of mucosa. — A. R. S.] 

F, ,W. Bancroft and C. W. Lester, 4 of New York, writing on the advantage 
of a combination of the internist, the radiographer, and the surgeon in the 
case of patients with gastroduodenal nicer, relate a number of cases in which 
the team decided on Appendicectomy for pylorospasm, with ■ or without 
duodenal ulcer. Usually there had been no clinical evidence of appendicitis, 
but the radiographer found tenderness over the appendix, or deformity of the 
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caecum, or a fixed appendix holding barium over 120 hours. Of the pyloro- 
spasm cases without ulcer, removal of the appendix gave 69 per cent good 
results and 81 per cent fair. 

Operative Methods. — There is still considerable difference of opinion as to 
the best method of surgical treatment of the high gastric ulcer, ulcer of the 
lesser curvature or body, and duodenal ulcer. The high gastric ulcer may be 
almost impossible to resect without doing a total gastrectomy, an operation 
which is never worth while, except perhaps for cancer. C. A. Wells, 6 of Liver- 
pool, suggests a Polya Gastrectomy below the ulcer, leaving it behind. Four 
cases are described, all very successful. In Germany this is called Madlener’s 
operation, and good results are claimed. H. Hartley, 20 of Burslem, has had 
good success with Jejunostomy (see p. 200). Nothing of importance has 
appeared during the year on methods of operation for ulcers of the lesser 
curvature, but the surgical treatment of duodenal ulcer continues , to attract 
great attention in Germany and America. Professor Wilkie’s preference for 
Gastroduodenostomy in certain cases has already been mentioned. F. G. 
Connell 6 relates a case in which resection of a large wedge from the middle 
of the stomach (he calls it, strangely, 4 Fundusectomy) ’ , with the idea of 
removing the acid-bearing area, cured a difficult patient. 

H. Finsterer 7 * 8 writes again of his 1 Resection for Exclusion ’ method, 
already described and figured in the Medical Annual for 1982 (pp. 204). He 
says he has now used it for fourteen years. It is referred to in Continental 
literature as R.z.A. (Resektion zur Ausschaltung). The duodenal ulcer is left 
behind. In 95 cases 8 died ; of 81 followed up for at least two years, 74 were 
quite well, 2 better, and 5 unrelieved. The method seems worthy of more 
attention than it has received in Great Britain, especially for large posterior 
duodenal ulcers. If such an ulcer is resected, it is very necessary to watch 
for the pancreatic and bile ducts, to ligature every vessel separately and not 
en masse, not to excise the fundus of the ulcer in the pancreas, but to drain 
its surface. To close the duodenum securely it must be separated well from 
the pancreas, at some distance from the fundus of the ulcer. In difficult 
cases R.z.A. is safer and gives Just as good results. L. Zukschwerdt and 
T. Eck, 9 of Heidelberg, have an extensive experience of the R.z.A. method 
for duodenal ulcer. Of 107 cases, 85 per cent were free from pain, in 8 the 
ulcer persisted, and in 11 there was pain without ulcer. In their hands gastro- 
jejunostomy cured only 50 per cent ; this for some reason or other is the 
usual experience in Central Europe. 

According to E. V. Redwitz, 10 of Bonn, it is in the patients under forty that 
the failures occur ; after that age the results are better. Resection gives 
70 per cent very good, 20 per cent fair, and 10 per cent bad results. 

A Roumanian surgeon, Professor I. Jacobovici, 11 describes a method of 
partial gastrectomy very similar to R.z.A. for ulcers of the pylorus and duo- 
denum, which he calls 4 Mucoclasia ’ : the anterior wall of the pylorus and 
duodenum is incised longitudinally and the mucous membrane destroyed with 
the electro-cautery. The seromuscular flaps are then sewn up. (Figs. 42, 48.) 

Some light is thrown on the discrepancy between Central European and 
American (or British) end-results after gastrojejunostomy by observations 
quoted by W. Walters, 12 of the Mayo Clinic. Portions of stomach and duo- 
denum resected in Germany for duodenal ulcer were compared with similar 
material from America, and there was found in the German eases a degree of 
associated ulcerative gastritis, of the pyloric antrum ( Plate XXV II), which, was 
absent in the American patients. This is a very important discovery, and 
shows that we must not be too influenced by Central European experience in 
our treatment of gastroduodenal ulcer. 
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The situation with regard to the surgical treatment of duodenal ulcer to-day 
is confused. All the following methods have their advocates : (1) Simple gastro- 
jejunostomy ; (2) Gastrojejunostomy with excision of an anterior ulcer ; (8) 
Gastroduodenostomy ( see Wilkie, above) ; (4) Resection of ulcer and pyloric 
ring ( see R. S. Judd, Medical Annual, 1933, 187) ; (5) Partial duodenectomy ; 
and (6) Finsterer’s R.z.A., or ‘mucoclasiah In our opinion, no method has 
been proved to give better immediate and end results than the first and second 
of the above. 

Hsematemesis . — Donald C. Balfour, 13 of Rochester, Minnesota, discusses 
the treatment of the bleeding duodenal nicer. A difficult group of cases are 
those in which hemorrhage occurs without previous symptoms of ulcer and 
in which exhaustive clinical and radiological examination afterwards fails to 
disclose a lesion. In such cases the bleeding generally comes from an inflam- 
matory process in the duodenum. Other factors have to be considered, such 
as an obscure cirrhosis of the liver, splenomegaly, and lesions of the small 
intestine or appendix. But by far the commonest cause is duodenal ulcera- 
tion. In fatal cases there is nearly always an eroded artery. In ordinary, 
the treatment should be medical, and a single haemorrhage of moderate severity 
is not a sufficient ground on which to advise operation. One ought to open 
the abdomen and explore the duodenum as an emergency operation and with 
the aid of blood transfusion when the patient’s life is in danger, or as an interval 
operation for recurrent hsemorrhage, whether there are clinical and roentgeno- 
logical evidences of ulcer or not. In cases of recurrent bleeding without other 
symptoms, a duodenal ulcer of the posterior wall and rather further from the 
pylorus than usual will probably be found, but it may be so small that it can 
only be found when the duodenum is widely opened. No routine operation 
is satisfactory for all cases. A plain Gastro- enterostomy is good ; in 85 
per cent of the patients no further bleeding takes place. If possible, the ulcer 
should also be excised, or destroyed by the cautery, and feeding arteries tied. 
Another good operation is Excision of the ulcer and of the interior half of the 
pyloric sphincter ; the protection against further haemorrhage is at least 
70 per cent. Balfour speaks well of Finsterer’s R.z.A. for these cases. The 
most thorough treatment, however, is Resection of part of the duodenum 
with Partial Gastrectomy, finishing up, if possible, as a Billroth I. 
Unfortunately, this operation carries a much greater risk, and even so does 
not carry an absolute guarantee against recurrent bleeding. Within the month, 
Balfour had to operate on two physicians with recurrent bleeding jejunal ulcers 
following partial gastrectomy for bleeding duodenal ulcer. The best treatment 
under these difficult circumstances is to resect the jejunum, perform end-to-end 
j e j uno- jej unostomy, re-resect the stomach to reduce the acid-bearing area, and 
re-implant the stomach into the second part of the duodenum. 

A. W. Allen, 14 reporting on 83 cases of sudden and massive hsematemesis 
at the Massachusetts General Hospital in ten years (1922-31), says 17 died, 
4 of them without transfusion or operation. The probability of spontaneous 
cessation of haemorrhage diminishes with each subsequent attack. Trans- 
fusion is indicated in a severe haemorrhage, as it aids in checking bleeding far 
more often than it starts bleeding again. If the latter happens, immediate 
operation is called for. 

Hour-glass Stomach. — Several French surgeons give their experience. A. 
Gosset and G. Loewy 15 prefer Partial Gastrectomy when the ulcer is small 
and not adherent, and the patient in good condition. If the conditions are 
otherwise, a Gastro -gastrostomy is simple and effectual, unless there is a big 
ulcer-crater ; in that case, in spite of the risk, a partial gastrectomy is 
necessary. They give their results as follows : — 
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Forty-two Operations for Hour-glass Stomach at the Salpetriere. 
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P. Broeq and S. Ortega 16 relate 17 cases very variously treated. Two died. 
Gastro-eiiterostomy of the upper pouch was a failure ; 4 gastro-gastrostomies 
did well : annular gastrectomy (sleeve resection) was quite successful in 3 
eases ; 4 partial gastrectomy cases were all cured. 

Gastrojejunal Ulcer, — P. Valdoni 17 discusses 52 cases seen in the surgical 
clinic in Rome. About 6 per cent of their gastrojejunostomies were followed 
by this complication. In 50 eases the primary operation was for duodenal 
ulcer, and in only 2 for gastric ulcer ; in 3 cases a partial gastrectomy 
had been done. For the treatment of the condition quite a variety of 
different procedures have been tried with variable success. According to 
E. B. Benedict, 18 haemorrhage is common but seldom serious ; perforation 
into the general peritoneal cavity is rare, but into the colon occurs in 
10 to 15 per cent of the cases. The best treatment is to undo the 
gastro-enterostomy, with Pyloroplasty or Gastroduodenostomy if the 
pylorus is obstructed. If these fail, there remains the possibility of a 
Subtotal Gastrectomy. W. B. Ebeling, 1 ® of Philadelphia, contributes a 
paper on primary jejunal ulcer, which is rare, produces symptoms like those 
of peptic ulcer, is apt to perforate, and carries a relatively high mortality. 
The treatment is Resection, 

Jejunostomy. — Two British surgeons, H. Hartley, 20 of Burslem, and S. 
Hillman, 21 of Portsmouth, are much impressed with the value of jejunostomy 
in very sick patients with a large gastric ulcer. They relate 4 and 2 cases 
respectively, all successful. The patient could be fed entirely by the tube ; 
pain ceased at once, the weight increased, and the ulcer got much smaller 
or healed. In two of Hartley’s cases no further operation was necessary ; 
indeed, he uses jejunostomy as the routine operation in every case of gastric 
ulcer where medical treatment has failed. 

W. H. Barber, 22 of New York, believes that there are a good many unnecessary 
deaths from peritonitis and intestinal obstruction within a few’ days of a 
jejunostomy whether for ulcers of the stomach or for paralytic ileus. With 
the usual Witzel technique the involved jejunum becomes very inflamed or 
necrotic. Better results can be obtained with the Stamm-Kader (red-ink bottle 
or lobster-pot) technique, and instead of omentum, he sews around the tube 
a. flanged flap of peritoneum-muscle ( Plate XXVIII). This seals' the suture- 
line, suspends the loop, and favours spontaneous closure. But when the 
jejunostomy is likely ' to be wanted for many weeks, he says It is better to get 
rid of the tube altogether, bring out a loop of jejunum and open it as in the 
Mikulicz operation, but with a jejuno- jejunostomy added to maintain the 
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continuity of the bowel. [This seems too drastic.- — A. R. S.j Symptoms like 
those of intestinal obstruction are relieved by giving gastroduodenal secretions 
with the jejunal feeds. 

Perforation. — 

Diagnosis. — S urely S. Judine, 23 of Moscow, must have the largest personal 
experience in the world of perforated gastric and duodenal ulcers. He lias 
treated 556 cases, his average being about one hundred a year. Strange to 
say, amongst the last 404 cases there were only 4 females. Duodenal ulcers 
perforated far more frequently than gastric ; the gastric cases were nearly all 
over forty years of age. In 20 per cent of the patients, there was no complaint 
of any previous symptoms. There is usually no great difficulty about the 
diagnosis. When there is any doubt a plain X-ray will nearly always settle 
the matter, but it needs to be correctly used. If the patient has a large thorax 
and a wide subcostal angle, gas will be found between the dome of the liver 
and the diaphragm. If the thorax is narrow and the liver longer than it is 
wide, the escaped gas cannot turn the border of the liver and get up under the 
diaphragm. To visualize it in such cases the patient must be lying down, 
turned on his left side, and examined in profde. 

Treatment. — J udine sees four or five proved cases every year who refuse 
operation and yet get well. As readers of the Medical Annual in previous years 
will remember, he is the most strenuous advocate of Partial Gastrectomy 
for perforated ulcer. In his last 212 patients, he has reduced the mortality 
to 12 per cent ; of these there were 168 gastrectomies, of whom only 6 per 
cent died. He concludes “ Messieurs, j’ai termine ce plaidoyer pour la defense 
d’une methode qui m’est chere ”. 

E. Kreuter, 24 of Niimberg, describes a series of 150 cases, of which 80 were 
treated by Resection and 70 by Palliative Operations. Amongst the 
former the death-rate was 21*4 per cent, amongst the latter 84*9, so that for 
the whole series there was a mortality of 27*8 per cent. 

J. Gilmour and J. H. Saint 23 review 64 personal cases from Newcastle-on- 
Tyne. There are 58 duodenal, 4 pyloric, and 2 gastric ulcers ; 58 men and 
6 women. (In 1929 there were 221 perforated ulcers treated at the Royal 
Victoria Infirmary in Newcastle.) All the patients except one were treated 
by Simple Suture. Only 8 cases died (4*7 per cent). The authors were 
fortunate in that 51 of their patients reached them under twelve hours. Of 
48 followed up, 28 (68*6 per cent) had a good or fairly good end-result, and 
16 (86*4 per cent) continued to suffer from well-marked ulcer symptoms. Ten 
of these had a subsequent gastrojejunostomy. A. Corverse, 26 of Rhode Island, 
presents a series of 106 cases treated mostly by simple suture with a mortality 
of 29 per cent. 

MM. Hartglas and Grenfeld, 27 of Meaux, contribute an article on what they 
call covered perforation. The initial symptoms may be stormy or may be quiet, 
but they soon pass off. Four cases are related, which all recovered after 
operation and would probably have done so without. 

References .— l Jour. Amer. Med. Assoc. 1933, May, 1653 ; 2 Ann. of Sura. 1933, 
June, 875 ; 2 Brit. Med. Jour. 1933, i, 771 ; *Ann. of Surg. 1932, Dee., 1036 ; Z: Brii. 
Med. Jour. 1933, i, 778 ; 6 .4im. of Surg. 1932, Aug., 200 ; 7 Wien. klin. Woch. 1933, May, 
545.; s BulL et Mem. Soc, nai. de Chir. 1933, March, 373 ; *Deui. Zeits. f. Chir. 1932, 
Oct., 457 ; m Ibid. 1933, April, 1 ; u Zentralb . f. Chir. 1932, Oct. 2-, 2606 ; ls Ann. of Surg. 
1932, Aug., 258 ; Oct., 581 ; “New Eng. Jour. Med. 1933, Feb., 237 ; l& Presse 

mid. 1933, Feb.* 209 ; 16 BulL et Mem. Soc. nai. de Chir. 1932, Dec., 1568 ; 17 Polielinico , 

1932, July, 444; lB Surg. Gynecol, and Obst. 1933, April, 807; l9 Ann. of Surg. 1933, 
June, 857 ; 20 Lancet. 1933, i,*T122 ; 21 Brit. Med. Jour. 1933, Feb., 221 ; --Ann. of Surg. 

1933, April, 553 ; -'Bull, et Mem. Soc. nai. de Chir. 1933, May, 775 ; 24 Zentralb . f. Chir. 
1932, Aug., 2017 ; 2 & Brit. Jour. Surg. 1932, July, 78; -®New Eng. Jour . Med. 1932, 
Sept., 390; 27 Presse mM. 1933, March, 500. 
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Sir W. I. de C. Wheeler , FM.C.SJ. 

Repeated Perforations in a Case ®£ Duodenal Ulcer. — There is little 
mention in the literature of cases of repeated perforation of the same duodenal 
ulcer. The following case is unique in the reviewer’s experience, and is perhaps 
worthy of brief record. 1 A man, aged 65, was admitted into the Southend 
General Hospital on June 9, 1938. A few hours previously he was seized with 
the sudden excruciating pain so characteristic of perforation, and when admitted 
he had all the familiar signs and symptoms of this catastrophe. He diagnosed 
his own condition and was able to give a concise account of three similar 
experiences. In May, 1925, he was admitted to St. Olave’s Hospital, Rother- 
hithe, as an acute abdominal emergency ; the abdomen was opened, and a 
perforated ‘gastric’ ulcer was embedded and closed by suture. In 1927 he was 
operated upon on admission to St. Leonard’s Hospital, Hoxton Street, for a 
second perforation, and again in the same hospital in August, 1932. Although 
full notes were not available, the same type of emergency operation was per- 
formed — suture and infolding — on each occasion. 

The fourth perforation, as already mentioned, occurred on June 9, 1933, 
and the abdomen was opened through the old scar. Adhesions were conspicuous 
by their absence ; the general peritoneal cavity contained gas and much free 
fluid. The perforation was readily found in the first portion of the duodenum 
adjacent to the pylorus. It was closed in the usual manner, covered with 
omental tags, and on this occasion a posterior gastro-enterostomy was per- 
formed. The patient made a rapid recovery, and was discharged from hospital 
a month later. A careful search was made for any evidence of gastric ulcer, 
but none was found. We felt certain at the end of the operation that it was 
the same duodenal ulcer which had perforated and had given rise to the same 
typical clinical phenomena on each of the four separate occasions. 

Movnihan 2 mentions cases of recurrence of perforations of gastric ulcers. 
In one case the same gastric ulcer perforated twice ; in a second case perforation 
occurred in a fresh ulcer 4-| in. from the former one. 

References. — l Brii. Med . Jour. 1933, ii, 646 ; -Abdominal Operations , i, 232. 

GASTRITIS. Robert Hutchison , M.D., F.R.CJP. 

There has recently been a revival of interest in gastritis, especially on the 
Continent. The microscopic examination of portions of stomach removed at 
operation, the use of the gastroseope, and the radiological examination of the 
gastric mucous membrane by a special technique, 1 have all added to our 
knowledge. It is now known that gastritis is not a mere catarrh of the mucous 
membrane but that it involves all layers of the stomach wail and sometimes 
even the peritoneal coat. The histological changes are described in detail by, 
G. E. Konjetzny* but need not be enumerated here. 

Etiology. — As regards etiology, two forms are recognized : a primary, or 
exogenous, and a secondary, or endogenous. The former is due to irritation 
of the stomach by irritating material which has been swallowed ; the endo- 
genous form to the excretion of toxic substances in such diseases as nephritis, 
specific fevers, and phthisis. This, of course, has long been well known. 
Seeing, however, that all stomachs are exposed, to frequent ‘insults’ and that 
yet everyone does not get gastritis, the operation of a constitutional factor 
as predisposing to the development of the disease has been suggested by 
G. Sinnesberger. 3 

Symptomatology. — Recent work has added nothing new to our knowledge 
of the ordinary symptomatology of the condition except to show that localized 
areas of gastro-duodenitis may produce symptoms almost identical with .those 
of peptic ulcer, including hsematemesis, which may be profuse and recurrent 
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(see Hematemesis). The chronic form of gastritis may be symptomless or 
may simulate a mild functional dyspepsia. It can be recognized by the 
presence of mucus intimately mixed with the vomited material or, if' there 
is no vomiting, by mucus in the stomach washings. Achlorhydria is the rule, 
but in severe cases the ferment-producing cells suffer also and achylia may 
result (Gottfried Holler 4 ). 

Treatment. — There is nothing new to be reported about medical treatment ; 
the question of excising localized areas of inflammation which simulate ulcer 
and cause bleeding is, however, being discussed. 

References, — 1 Se© Monauni, Wien. klin. Woch. 1933, April 14, 459 ; z IbicL 451 ; 
z IUd . 458 ; mid. April 7, 420. 

GERMAN MEASLES,, (See Rubella.) 

GOITRE. ( See Thyroid.) 

GONORRHCEA, (See also Testis, etc., Surgery of- Gonococcal 
Epididymo-orchitis.) Col . L. W. Harrison , D.S.O. 

Diagnosis. — 

Xcuer's Gonococcal Skin Reaction . — F. Omstein 1 has investigated the skin 
test introduced by J. Neuer (see Medical Annual, 1933, p. 3 94) to ascertain 
its concordance or otherwise with the complement-fixation test. The skin of 
the upper arm was scarified in three places; Blennotest* was rubbed into 
two of the places and sterile broth into the third. In 99 out of 113 cases the 
result of the skin test agreed with the complement -fixation (60 negative and 
39 positive). In the remaining 14 were 8 with positive C.F.T. but negative 
skin (5 of these were cases which were apparently cured and had been treated 
with vaccine), and 6 with positive skin but negative C.F.T. The author thinks 
that the results show the skin test to be a valuable one In disclosing the 
presence of deep gonococcal foci. 

Complement-Fixation Test — E. Retzlaff 2 has found that Compligon,t 
a filtrate of gonococcal culture prepared for vaccine treatment purposes by 
Sobering- Kahlbaum, Is a useful antigen In the complement-fixation test. She 
uses In the test proper 0*5 c.c. of 1-5 patient’s heated serum, 0*25 c.c. of 
1-10 guinea-pig serum, and 0*25 e.e. of 1-6 compligon, which are Incubated 
for thirty minutes in the water-bath before 0-5 c.c. of sensitized cells is 
added. The reading is taken as soon as the serum and antigen controls 
show complete haemolysis. 

Treatment. — Since the last review of this subject the literature on the 
treatment of gonorrhoea appears to have been comparatively scanty, and 
beyond the papers by P. A. Clements and J. Oliver 3 nothing has appeared 
which can be described as an improvement on existing methods. The work 
of Clements and Oliver was briefly mentioned in the Medical Annual, 1988, 
p. 195. In the course of an investigation of a special Vaccine which the 
authors term 4 Ecto- antigen ’ it became clear that two principles are vital 
to the cure of a ease of gonorrhoea — -namely, adequate drainage and a high 
resistance as gauged by the complement-fixation test. In the paper referred 
to above the authors present evidence of these truths. Clements showed that 
the response to a given dose of vaccine varies greatly with different patients. 
Thus 0*1 c.c. of the ecto-antigen would produce a severe rigor in one patient 
while another might not react to as much as 1*5 c.c. Again, in some patients 


* Sero therapeutic Institute, Vienna. 

+ Sobering, 188-192, High Hoi born, W.C.I. 



Gonorrhoea 


204 


MEDICAL ANNUAL 


the response as gauged by the complement-fixation test was prompt, and 
usually then the clinical progress was good, while in others it was poor. The 
inference is that vaccine therapy of gonorrhoea without the application of the 
complement -fixation test to gauge its effect may prove very disappointing. 
Oliver’s sketch of the method of preparing the * eeto-antigen ’ touched shortly 
on the effect of the medium on which the organisms are grown in precipitating 
the toxins so that they do not appear in the finished product. This toxin, 
which results from autolysis of gonococci, appears from the previous work of 
Dimond, Lambkin, and colleagues, as well as from that of Clements and 
Oliver, to lower the patient’s resistance, and it may be that many failures with 
ordinary gonococcal antigen are due to this cause. 

A review of present practice in Germany in the treatment of gonorrhoea by 
C. Speierer* may be interesting for comparison with that extant in this country. 
On the complement -fixation test and vaccine therapy he is tepid, though 
acknowledging that they may help. Amongst newer methods he mentions 
radiography of the urethra after filling this with an opaque medium. In 
treatment lie refers to filling of the urethra with formalin vapour according 
to the recommendations of Monis, distension with foam (Bizard-Maizler), 
drying the urethra with powder (Perl-Nowawes), injection of adrenalin 1-10,000 
(Gjorgjevic), and injection of ether and olive oil (Urdapilleta). Speierer says 
that these methods, as also diathermy of the urethra, have found few 
adherents. Discussing the local treatment of gonorrhoea in males, he empha- 
sizes the importance of using nothing which will damage the epithelium, and in 
anterior urethritis favours Protargol, 1 in 800 to 100 ; Albargln, 1 in 1000 to 
500 ; Necaron, 1 in 4000 to 1000 ; Choieval, 1 in 400 to 100. He recommends 
ringing the changes on these, and finds no advantage in the newer silver 
preparations. As a general working principle he suggests that the concentra- 
tion of the solutions should be inversely proportional to the acuteness of the 
symptoms. In eases of posterior urethritis he recommends Janet’s irrigation. 
Later posterior urethroscopy with the Glingar irrigating instrument is often 
valuable in localizing foci, which are dealt with by galvano-cauterization, by 
coagulation, and by high frequency. In epididymitis Diathermy gives good 
results. For arthritis intravenous injection of Electro -collargol or of Argo- 
chrom are suggested, and in selected cases of chronic gonorrhoea Malaria 
may be useful ; malaria has, however, given better results in gonorrhoea of 
women. 

With regard to the possibilities of Fever Therapy of gonococcal infections 
C. M. Carpenter, R. A. Boak, L. A. Mucci, and S. L. Warren 5 recently made 
an elaborate investigation to determine the length of time which gonococci 
would survive temperatures of 40° C., 41° C., 41*5° C., and 42° C. respectively. 
They showed that gonococci varied within rather wide limits in their resist- 
ance-' to heat. Thus in 15 strains subjected to a temperature of 41*5° C. there 
were 2 which were not completely destroyed in nearly twenty hours, while 
some others did not survive longer than seven hours. By plating methods, 
however, the authors showed that a temperature of 41-5° C. destroyed 99-9 
per cent of the gonococci in two hours,, while to achieve the same result with 
a temperature of 41° C. required four hour’s exposure. Turning to the appli- 
cation of these findings to treatment, the authors mention that a temperature 
of 41 -5 u C. induced either by high frequency or by short-wave radiation can 
be sustained by the average patient for five hours,* so that artificially induced 
fever is a practicable method of treating gonococcal infections. 

D. Stein 6 suggests the use of Cod-liver Oil Concentrate in chronic gonor- 
rhoea. He was- led to its trial by reports on the metaplasia of epithelium and 
keratinization resulting from vitamin A deficiency. Referring to experiments 
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by, inter alios , Green and Mellanby, 7 he quotes that in which 44 per cent of 
92 rats fed on diets deficient in vitamin A showed infection of the genito- 
urinary tract, including prostate, seminal vesicles, and ovaries, while none of 
a control group of 50 rats on the same diet with the addition of cod-liver 
oil developed any sign of such ail infection. The authors suggested that 
the susceptibility to infection might be due to the favourable medium for 
bacterial growth provided by obstruction with desquamated epithelium. 
The constant appearance of cornified epithelial cells in the vagina of the 
rat has been used by several workers as a criterion of vitamin A deficiency. 
Stein reports briefly, as examples of the value of administering vitamin A. 
five eases of persistent gonorrhoea in which the administration of three 
tablets of cod-liver oil concentrate three times a day appears to have had 
beneficial results. 

Gonorrhoea in Women. — F. Falkenstein 8 recommends for cervical gonor- 
rhoea the daily instillation, of Flavadin* (an arsenical and acridine dye com- 
pound) into the cervical canal. The first dose is 1 to 1*5 c.c. of the preparation 
sold ready for use by I-G. Farbenindustrie, Leverkusen, and is increased by 
0*5 to 1 e.c. daily until 2*5 to 3 c.c. are being injected. The instillation is 
preceded by thorough cleansing of the canal by swabbing. The author claims 
that gonococci disappear in five to eight sittings, and that the treatment is 
attended by a very low incidence of complications. 

Vulvo-vaginitis of Little Girls. — In a valuable report on vulvo-vaginitis of 
children 9 W. M. Brunet and D. M. Tolle, who contributed the clinical section, 
found that of 241 cases 192 (79 per cent) were found to be due to gonorrhoea 
and 14 per cent were regarded as suspicious. Investigation of the sources of 
infection by A. R. Medcalf, who contributed the social section, in 113 cases 
disclosed gonorrhoea in one or other members of the family in 104, showing 
the great importance of home infection. In 80 per cent of the children 
examined by Brunet and Tolle the cervix was infected, and 4 per cent had 
pelvic complications. Local treatment, as judged by controls, did not appear 
greatly to shorten the duration of the disease, which the authors think is self- 
limited. Application of 2 per cent Mercurochrome appeared to give the 
best results. It was applied through an endoscope tube by syringing, with 
a bulb type of syringe, the solution against the cervix. This was done at 
home after the parents had been instructed in the technique. [A strength 
of about 2 per cent is sometimes stated to be the maximum when using 
mercurochrome. I think it can be increased to 10 or even 20 per cent 
with advantage — L. W. H.] In 84 eases in which no vaginal treatment was 
given the duration was rather longer than in those which were treated with 
mercuroch rome . 

A. C. Ruys and P. A. Jens 10 refer to the differing views by authors on the 
frequency of proctitis in gonococcal vulvo-vaginitis of children, and attribute 
them to the infrequency of symptoms and the technique of taking specimens. 
Investigating 17 eases by slide and culture, they found the rectum infected 
in every one. As illustrating the value of cultures in diagnosis, in 73 tests 
of rectal secretion they found culture and smear both positive 85 times ; both 
negative, 16 ; culture positive but smear doubtful, 8 ; culture positive but 
smear negative, 8 ; culture negative, smear positive, 3 : and culture negative, 
smear doubtful, 3. 

In another paper, Ruys 11 gives the results of examination of 149 specimens 
of' vaginal secretion from 28 cases of gonococcal vaginitis. She found in 
these both culture and smear positive 67 times ; both negative, 67 ; only the 


*Bayer Products Ltd., Africa House, Kings way, London, W.C.2. 
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culture positive, 8 ; and only the smear positive, 7. In this paper the author 
reports that routine cultural tests of secretion from children with vaginitis 
showed the majority to be non-gonoeoceal. In these the organisms found 
included M. catarrhalis , meningococci, influenza bacilli, and haemolytic strep- 
tococci. 

References. — *Wien. klin. W och . 1932, Dec., 1536 ; 2 Klin. Woch. 1932, xi, 2078 ; 

Jour. Fen. Bis. 1933, July, 147; *Munch. med . Woch. 1932, Aug. 12, 1322; 
& Jour, Lab. and Clin. Med. 1933, xviii, 981 ; 6 Med . Jour . and Record , 1933, June 21, 
504 ; 7 BrU. Med. Jour. 1928, ii, 691 ; 8 Dermatol . Woch. 1929, xcv, 1785 ; Hospital 
Social Service. 1933, March, Sup. No. 1 ; 10 Miinch. med. Woch . 1933, ixxx, 846 • 
^Cmlmlb. /. Bakleriol. 1933, Jan. 30, 280. 

GRANULOMA INGUINALE, (See Bubo, Climatic ; Lymphogranuloma 
Inguinale.) 

GRANULOMA PYOGENXCUM. (See Skin, Pyogenic Infections of.) 

GUINEA- WORM DISEASE. Sir Leonard Rogers , M.D., F.R.C.P., F.R.S. 

The guinea-worm, Dracunculus medinensis , causes a great deal of disability 
in extensive areas of Southern India, where V. N. Moorthy, 1 * 2 has studied 
both the epidemiology and prophylaxis. In some villages of Mysore as many 
as 20 per cent of the people may be incapacitated by presence of the adult 
worms in their subcutaneous tissues some nine months after swallowing the 
larvae in cyelops or water-fleas derived from drinking well-water. Under 
experimental conditions the infected cyelops survived in the well water up to 
sixty-two days, but 0-2 to 0*4 per cent hydrochloric acid kills the cyelops, but 
the larva; within them are stimulated and some of them may escape from the 
cyelops and the larvae may survive for up to seven days in well-water, but only 
for about twenty-eight hours in distilled water. Clinically the adult worms 
come to the surface in some part of the lower extremity in about 80 per cent 
of the patients, with the formation of a blister, and eosinophilia, and such toxic 
symptoms as urticaria, sickness, and cyanosis, apparently of an anaphylactic 
nature, which the writer found to be relieved by 5 to 7 min. of Adrenalin 
solution subcutaneously. The young embryos are now discharged, and some 
reach the well-water to develop in the cyelops and complete the cycle. 

As treatment is unsatisfactory and only palliative, prophylaxis is most im- 
portant, for 88 per cent of infections are recurrences, sometimes yearly, in 
previously infected patients. Analysis of the water of infected wells showed 
that both the cyelops and the larvae survive for a shorter time in brackish water. 
The writer also found that small fish of the genus Barbus feed voraciously on 
the cyelops, and he is hopeful that they may prove of value in reducing the 
incidence of the disease when added to water-supplies. Among chemical 
additions to water with a view to killing or reducing the cyelops and larvae he 
found the best to be copper sulphate, I lb. per 200,000 gallons, followed by 
percloron, 3 lb. per 100,000 gallons, three days later, and repeated after another 
three days, but this course must be repeated every month or two during the 
infective season from March to June. The addition of young bamboo shoots 
to drinking water is also said to be of value, but this requires further investi- 
gation, though preliminary experiments show some injurious effect on cyelops. 
The old Indian plan of straining infected waters through cloth to remove the 
cyelops should not be neglected. A more expensive, but lasting, method is 
to replace the dangerous stepwells, so easily infected by embryos ' escaping 
from the people’s feet and legs, by tube wells or covered ones fitted with 
pumps. 

References, — l Ind. Med . Qaz. 1932, Sept., 498 ; Hbid. Nov., 612. 
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HiEMATBBCESIS. , Robert Hutchison , MM., F.R.C.P. 

Etiology. — A. B. Rivers and D. L. Wilbur, 1 from a study of a large series 
of patients admitted for haematemesis to the Mayo Clinic, conclude that in 
90 per cent there is an intrinsic lesion of the stomach or duodenum. Peptic 
ulcer is by far the commonest cause, whilst cancer only accounted for 12 per 
cent. Severe haematemesis does not occur in more than. 1 per cent of cancer 
eases. Areas of inflammation, diffuse or localized, are a common cause of 
indeterminate haemorrhage, and may lead to symptoms suggesting ulcer clinic- 
ally, but they show nothing on X-ray examination. 

E. L. Bortz 2 has made a fuller study of diffuse haemorrhage from inflam- 
matory and eroded areas, eases sometimes described as gastrostaxis, and gives 
the following points as diagnostic of it. It occurs in young adults, and is four 
times commoner in women than in men ; there may be no previous history 
of indigestion ; the haemorrhage is often recurrent at intervals of some months ; 
the symptoms are less severe than those in eases of true ulcer ; the X-ray 
examination is negative ; often, after the bleeding, all pain and discomfort 
disappear. 

Maurice E. Shaw 3 considers that peptic ulcer — especially of the acute type — 
cirrhosis, and splenomegaly account for the great majority of cases of haema- 
temesis in which a definite diagnosis is made. He agrees as to the rarity of 
carcinoma as a cause, but of 17 patients admitted to the West London Hospital 
with haematemesis in 1982, the cause was undetermined in as many as 10 
(00 per cent), whilst chronic gastric or duodenal ulcer was present in 4 (30 per 
cent). He suggests, therefore, that when one . is called to a case of haema- 
temesis the possibility of chronic ulcer should not bulk too largely in one’s 
mind in the differential diagnosis. 

Prognosis. — Great differences of opinion continue to be expressed as to the 
danger of haematemesis when it occurs as the ‘presenting symptom’. E. 
Bulmer 4 lias brought up to date the experience of the General Hospital, 
Birmingham, which was referred to in the Medical Annual for 1929 (p. 210). 
The results in a smaller series of cases admitted since 1926 are not appreciably 
different from the previous series, and the author’s conclusion is that in 
Birmingham over a period of thirty years the experience of one hospital 
suggests a mortality in haematemesis from peptic ulcer (acute and chronic) of 
about 10 per cent — the death-rate among men being at least double that 
among women, and occurring at rather a later age-period. Ulcer (acute or 
chronic) was the cause of the haemorrhage in 578 out of 649 cases admitted. 

W. E. Chiesman 5 found that of 137 males admitted to St. Thomas’s Hospital 
for haemorrhage from peptic ulcer, 27 per cent died, and of 54 females, 15-6 per 
cent — a totality mortality of 25 per cent. All these were treated medically. 
In recurrent or continued haemorrhage 74 per cent of cases were fatal. On 
the other hand, Maurice Shaw, in the paper referred to above, finds the 
mortality at the West London Hospital — though in a much smaller number 
of cases — to be not more than 3 per cent for cases of haematemesis from 
ulcer, both acute and chronic. It is difficult to explain these prognostic 
discrepancies. 

Treatment. — Medical treatment by Bast, Morphia, etc., is still the routine 
in the great majority of cases. Shaw favours Lavage with Iced Water, 4 oz. 
being run in at a time through a large stomach tube passed as far as the 
cardiac orifice. Chiesman, in view of the experience at St. Thomas’s, is not 
altogether satisfied with medical treatment alone and puts in a plea for the 
consideration of operation in the continued and recurrent cases. 

References. — - l Arch. of Internal Med. 1932, Oct., 621 ; z IMd. July, 1 ; ^Lancet, 
1933, ii, 335 ; Mbid. 1932, ii, 720 ; Mbid. 722. 
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HEMATURIA. (See also Bladder, Surgery of ; Kidney, Surgery of.) 

Hamilton Bailey , F.R.C.S. 

R. K. Debenham, 1 in a study of 742 consecutive cases of heematuria occur- 
ring in the Genito -urinary Department of tlie London Hospital, has arranged 
a list of the causes in relation to the decades of life. 

1st Decade (Age 1-10).— Calculi and pyelitis are almost the only causes 
of bleeding. 

2nd Decade (Age 11-20).— 

Boys . — Pyelitis and cystitis are the commonest forms of hsematuria at this 
age. Tuberculosis and calculi come next. 

Girls* — -Hsematuria is rare at this age. Stone, tuberculosis, pyelitis, and 
foreign bodies in the bladder account for the few examples that exist. 

3rd Decade (Age 21-30). — 

Men. — Pyelitis, cystitis, tuberculosis, and stone are the commonest causes, 

in this order. 

Women . — Pyelitis and cystitis are much the commonest causes. Tubercu- 
losis and stone come a poor second. 

4th Decade (Age 81-40). — 

Men. — Cystitis and pyelitis are still the commonest causes, followed by 
stone, papilloma of the bladder, and tuberculosis respectively. 

Women.— Pyelitis and cystitis remain the captains of the causative agents. 

5th Decade (Age 41-50). — 

Men. — For the first time neoplasm heads the list. Stone and inflammatory 
conditions, which are about equally frequent, come next, while tuberculosis 
is rare. 

Women. — Pyelitis and cystitis are still the commonest etiological factors. 

6th Decade (Age 51-60). — 

Men. — Neoplasm, especially carcinoma of the bladder, is the commonest 
cause. This is followed by enlarged prostate, while inflammatory conditions 
now become third. 

Women. — For the first time neoplasm becomes the premier factor. Cystitis 
and pyelitis now take the second place. 

7th and 8th Decades (Age 61-80).— 

Men. — Enlarged prostate and carcinoma of the bladder are by far the 
commonest at this period. 

Women. — Papilloma and carcinoma of the bladder are usual causes of hema- 
turia at this age. 

Reference. — 1 Brit. Jour, Surg. 1933, July, 44. 

WMM OPHELIA.' Stanley Davidson , M.D., F.R.C.P.E. 

■ C. L. Birch 1 claims, from a study of 35 persons suffering from haemophilia, 
that treatment with Ovarian Preparations is the best way of reducing the 
coagulation time. The whole gland in amounts of from 60 to 120 gr. daily 
is said to be the most satisfactory method of administration, but injections 
of Theelin were also of benefit. 

Reference. — Worn. Amer. Med . Assoc. 1932, Nov. 5, 1566. 

HAIR. BYES, (See Cosmetics.) 

HALITOSIS. ^ Robert Hutchison , M.D . , F.R.C.P. 

Kot' much attention, as Joseph I. Kemler 1 points' out, has been devoted in 
medical literature to the subject of halitosis, meaning by that a condition in 
which a person habitually has a 4 bad breath’ although otherwise apparently' 
in good health. Apart from causes in the nose, teeth, gums, and tonsils, 
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halitosis, according to Kemler, is not infrequently due to furring of the tongue 
with decomposition of the fur, the condition being sometimes confined to the 
back of the organ. Scrapings of the fur give off the same odour as is present 
in the breath. 

The treatment must be mechanical. The tongue should be cleaned twice 
a day with a special brush with an angular handle, using a solution of Vanillin 
I vanillin 0*5 grai., diluted alcohol 25, fifteen to twenty drops of this solution in 
an ounce of water). If the patient is unable to clean the tongue himself, it 
should be done for him with gauze saturated in. the above solution ; anti- 
septics such as Mercurochrome (2 per cent) or Acrivxolet (1 in 100) are then 
applied. The treatment may have to be carried out at frequent intervals and 
for a considerable time. 

Reference. — l Med. Jour, and Record , 1932, Sept. 21, 230. 

HAND. (See also Foreign Bodies in the Extremities ; Ganglion.) 

HAND, DIVISION OF NERVES AND TENDONS OF. 

Sir W. I. de C. Wheeler , F.R.C.SJ. 

S. L. Koch and M. L. Mason 1 discuss these common injuries. They 
stress the importance of careful examination of the patient to determine the 
degree and extent of injury. They emphasize some obvious fallacies. A 
patient was seen two weeks after he had sustained a transverse cut over the 
volar surface of the right wrist. He had been operated upon less than two 
hours after the injury. His first words were, “ I have had no feeling in the 
palm since the injury ”. The surgeon who operated wrote, '* I know there 
was no nerve injury, for immediately after the completion of the operation 
the patient was able to flex all his fingers ”. , Apart from the obvious fact that 
it is impossible to divide the flexor tendons by a transverse cut just above the 
wrist without dividing the median nerve, and that it is difficult to divide the 
tendons without dividing the ulnar nerve, it is often forgotten that even if 
both median and ulnar nerves are divided at the wrist the patient can flex his 
fingers if the flexor tendons are intact. The long flexor muscles receive their 
nerve-supply from the median and ulnar nerves high up in the forearm. 

Text-books have made the picture of median and ulnar nerve injury unneces- 
sarily difficult to visualize and remember, and these particular injuries are 
stressed because they are so common and so important. There are two patho- 
gnomonic signs of median nerve injury below the middle of the forearm — loss 
of sensation in the area of median nerve distribution, and the inability to rotate 
the thumb to face the fingers. Similarly there are two diagnostic signs of ulnar 
nerve injury below the middle of the forearm : loss of sensation in the area of 
ulnar nerve distribution, and loss of the ability to abduct the completely extended 
. fingers from and adduct them to the midline of the hand. Such movements do 
not, of course, represent the entire motor function of the median and ulnar 
nerves, but they are unequivocal and diagnostic. 

Koch and Mason rightly point out that these injuries are of a major kind 
and no operation should be performed except in a well-equipped operating 
theatre. Sepsis after operation is a great, disaster, and wounds should be 
treated, as in the ease of War wounds, by free excision of contaminated tissues 
and the introduction of BXP.P. after the method of Rutherford Morrison. If 
the conditions are not favourable for such an operation, it is wiser to close the 
superficial wound loosely with a few interrupted sutures and permit healing to 
occur before attempting to repair the injured tendons and nerves, A bloodless 
field is indispensable and a blood-pressure cuff should be used as a tourniquet. 

Reference. — l Surg . Gynecol, and Obst. 1933, Jan., 1. 
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HAND AND FINGERS, INFECTIONS OF, 

Sir W. I. de C. Wheeler, F.R.C.SJ, 

Unfortunately the. true significance of even slight permanent disability to 
the hand is not fully realized. In the out-patients departments of the large 
hospitals an injured or infected thumb may be allowed to stiffen permanently 
in a position of adduction. This renders the hand useless from a labourer’s 
point of view. Furthermore, the loss of fine co-ordinated movements prevents 
the performance of any artistic work. The treatment of infections and injuries 
to the fingers and hand has in recent years attracted minute consideration. 
Excellent results can be obtained if proper attention is given to fundamental 
principles. 

Nils Eckhoff 1 regards the loss of function of one phalanx of one finger as a 
calamity of the first order. He says that every infected hand should be looked 
upon as an anatomical problem. 

Subcuticular whitlow or infected blister should be treated by dissecting off the 
raised cutis and dressing with some spirit lotion. Such a superficial infection 
may spread to the deeper parts of the subcuticular layer or communicate with 
a subcutaneous collection. 

In the case of subcutaneous whitlow , the finger becomes swollen, red, hot, 
tender, and useless. Fluctuation is not to be expected. The subcutaneous 
tissue is held in position by strong, well-marked fibrous strands forming definite 
loculi of fatty tissue. The condition progresses slowly. The formation of 
pus must rupture loculus by loculus as it spreads. Hot fomentations, poultices, 
etc., are to be condemned. All these subterfuges obstruct the diagnosis. It 
is best' to give a general anaesthetic and use a tourniquet at the base of the finger 
or a pneumatic tourniquet on the arm for more extensive eases. The incision 
should never be over the middle line of the finger. A lateral incision may 
be extended into a horseshoe flap over the tip. A rubber dam is inserted and 
dry or hypertonic saline dressings are applied. The infection, if unrelieved, 
will progress insidiously until the tension is such that the blood-supply to the 
bone Is cut off. The artery of supply to the bone runs through the pulp of the 
finger. Alternately, the bone may be involved by direct spread. Infection 
may pass along the finger proximaily into the thenar or middle palmar space. 
Loss of the normal hollow r of the palm is the diagnostic sign. The middle 
palmar space may be opened up by extending the lateral incision utilized on 
the finger and passing a pair of forceps deep to the long flexor tendons. The 
thenar eminence may be opened by an incision along the radial side of the 
dorsal aspect of the second metacarpal, going through the first dorsal Inter- 
osseous muscle or, alternatively, through the web between the thumb and 
index finger. In nine cases out of ten there is no pus on the dorsum. The 
swelling is purely oedematous and incision is not indicated. 

The spread of infection to the tendon-sheaths is serious’ and requires anatomical 
consideration. The sheath of the flexor longus pollicis runs from the base of 
the terminal phalanx of the thumb to a point an inch above the transverse 
carpal ligament. The sheaths for the index, middle, and ring fingers run from 
the base of the terminal phalanx to a point in front of the metaearpo-phalangeal 
Joints. The sheath for the little finger communicates in the palm with the 
large common sheath of the flexor tendons which, in turn, extends above 
the transverse carpal ligament. This is sometimes called the ulnar bursa. 
It will be seen that infection of the sheath of the thumb or little finger is 
very much more dangerous than infection of the other fingers. Sheath 
infections are diagnosed by ; (1) Uniform swelling of the whole finger ; 

(2) Exquisite tenderness over the line of the tendon ; (3) A maintenance of 
a position of flexion ; (4) Pain on passive movements, especially extension. 
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A lateral incision should be made in the line of the tendon, opening the 
sheath freely. 

Ecklioff summarizes his paper as follows : “ I have indicated the importance 
and gravity of infections of the hand and fingers, especially those of the flexor 
aspect, and especially those occurring in certain trades — e.g., fishmongers and 
butchers. I have indicated how these infections must be classified anatomically. 

I have indicated the correct surgical treatment, in each case. Rest, with splint 
and sling, and preferably in bed, is essential at first. A plaster splint in the 
‘position of function ’ (wrist dorsiflexed and fingers partly flexed) is excellent. 

“ Once the infection is in check, splints and dressings are to be removed for 
increasing periods daily, with the hand in a hot saline or hot air bath, and active 
movements are to be encouraged lest, following an infection of one finger, the 
whole hand is beset with an intractable stiffness. 

“ Hot moist dressings are to be avoided. Spirit solutions, hypertonic 
salines, or solutions of magnesium sulphate may be applied, provided always the 
incision is sufficient. Bier’s hyperaemia is an excellent adjuvant, especially in 
lymphangitis, and is applied by placing a soft rubber band either around the 
finger or around the arm, not too tightly, for as long as the patient can tolerate it. 

“ I have not attempted to be exhaustive in this paper, but I have dealt with 
the commoner conditions as w y e see them in hospitals.” 

Paronychia. — Kanavel is responsible for the greatest advance in the treat- 
ment of this condition. It used to be the custom to pull the nail off, and to 
do little else. Eckhoff unhesitatingly condemns this as the wrong line of treat- 
ment. Granulations spring up about the nail bed, and a pocket is left with 
an overhanging flap of skin, which does not allow 7 of free drainage, and usually 
takes six weeks or more to heal. Furthermore, the unaffected distal part of 
the nail is tom off, leaving a very tender finger. 

The anatomical situation of the pus is between the proximal part of the nail 
and the nail bed. The correct treatment is thus to expose this by one or some- 
times two lateral incisions, in the line of the edge of the nail, turning back the 
skin flap thus created, and to remove the proximal part of the nail only. 
The lateral incisions are to be made carefully to avoid damaging the nail bed, 
or a permanently split nail may result. A strip of vaselined gauze, which allows 
for free exit of discharges, is placed under the skin flap to prevent too early 
healing, though this may be discarded in a few days, and the finger is usually 
w T ell in ten to fourteen days. 

Reference . — - 1 Lancet , 1933, i, 1276. 

HARE-LIP AND CLEFT PALATE. John Fraser, Ch.M., F.R.C.S.Ed. 

During the past year there has been a number of articles dealing with 
various aspects of hare-lip and cleft palate, but no contribution has materially 
altered the established conceptions. 

H. O. Foucar, 1 in a paper of general interest, refers to the theories which 
have been advanced in explanation of the occurrence of these errors. He is 
inclined to favour the view of Cryer that hare-lip, and possibly cleft palate, 
arises from a mechanical factor, the mandible developing before the maxilla 
and exerting undue upward pressure, possibly because of increased flexion of 
the head, with the result that the right and left halves of the maxilla fail to 
unite. Foucar advises operation within a few T hours of birth, and if for any 
reason this ideal cannot be achieved, he delays interference for two weeks in 
order to avoid post-natal jaundice with its risk of attendant haemorrhage. He 
uses a modified Mirault incision, and it is interesting to notice that he does not 
recommend forcible replacement of the pre-maxilla, for he has every confidence 
that the pressure of a united lip will be sufficient to remodel the error,. 
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V. Veau and P. Plessier 2 have discussed the treatment of bilateral complete 
hare-lip as reported in the Bulletin of the French National Surgical Society. 
Believing in the importance of avoiding any division of mid-line bony struc- 
ture if the face profile is to be retained with any measure of symmetry , they 
rely on the muscular pressure of a closed lip to correct the deformity of a 
projecting pre-maxilla. They have accordingly adopted the technique of 
closing each half of the cleft independently, with an interval of three months 
between the operations. 

W. Rosenthal 3 contributes a long article on the operative technique of hare- 
lip and cleft palate. Its value lies in the description, illustration, and evalua- 
tion of a variety of different methods. It is evident that Rosenthal has been 
impressed by Yearns methods, and he, too, is careful to avoid any radical 
interference with the alveolar area. The remarkable effect which slight but 
persistent muscular force exerts in remodelling osseo-cartilaginous structures 
has long been recognized. Dentists have accepted its truth, and many surgeons 
have strenuously opposed suggestions which implied the use of wire and the 
forcible reposition of maxillary or pre-maxillary segments, for it is a funda- 
mental principle that the best means of correcting body errors is to employ 
the natural forces which may be available. The increasing acceptance of this 
principle is perhaps the most striking feature in the progress of thought 
recorded over the past year. 

M. Skinner 4 believes that the treatment of complete hare-lip should start 
the day the baby is bom, though the operation to close the cleft should not 
be undertaken until the child is a month or six weeks old. He says that, if 
the cleft edges are kept in apposition by adhesive strapping until the date of 
operation, the degree of narrowing which results is amazing. So far as the 
lip closure is concerned, Skinner, after paring the edges, unites the surfaces 
with two groups of sutures, the first consisting of interrupted sutures of fine 
waxed silk and embracing all the layers of the lip except the skin, and being 

tied on the mucous surface ; the 



second group, of fine horsehair, 
accurately unites the skin » edges 
and the red line of the lip. 



Fig. 44. The Boge^spHnt prepared' for . Fig. 45.-The splint in position. 

(Figs. 44, 45 by kind permission of 1 Zentralblati fur Chirurgie \) 


The dressing of hare-lip wounds is essentially a simple matter,* some 
prefer to rely on the protective scale of the healing surface, a greater number 
choose the additional protection of an antiseptic paste such as B.I.P.P. If 
there is undue tension on the wound edges a Logan’s bow affords some measure 
o security, and in one or other of these methods satisfaction is generally 
found, but difficulty is sometimes encountered in controlling the infant’s hands 
and arms. In this connection W. Porzett 5 describes a splint which he has 
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found efficient. Not only does it control the arms, but it is provided with 
a headpiece which prevents the child from rubbing its face against the bed- 
clothes. This head piece is provided with attachments by means of which 
a lip dressing can be kept in place, should such an addition be required 
(Figs. 44, 45). 

Where cleft palate is concerned a number of papers have been reviewed. 
Rosenthal's article has already been alluded to. It might be described as 
a critical summary of the various operative methods, and it is a valuable 
paper from a reference point of view. The contributions of more individual- 
istic character are three in number. D. Levi, 6 in an article entitled “An 
Advance in the Surgery of Cleft Palate ”, expresses himself as a supporter of 
the methods described by Veau. These may be said to imply three principles : 
(1) Suture of the nasal mucosa ; (2) Suture of the muscles of the soft palate ; 
(3) Suture of the buccal mucosa. It is maintained that by these means there is 
complete epitiielialization of raw surface, while any dead spaces are obliterated. 
Yean has devised individual operations for the four different types of cleft 
palate which lie recognizes, but the principles already adumbrated are common 
to all the procedures. Those wffio have had an opportunity of seeing Venn's 
results are fully satisfied of the soundness of his technique. . 


F iff . 46. — D i a g ranmiatic 
drawing of the base of the 
skull, showing the, muscles 
forming the sphincter (in 
solid black). It shows the 
formation of the two slings, 
and omits the palato-pharyn- 
geus as complicating the pic- 
ture. There is, of course, a 
certain amount of distortion 
in order to force a scheme of 
three dimensions into the 
limits of two. 

(Figs. 46-48 by kind per- 
mission of the ‘ Brit ish Journal 
of Surgery ’.) 



Denis Browne 7 introduces a paper of outstanding interest with a discussion 
of the method by which closure of the communication between the oral and 
nasal cavities of the pharynx, is effected. It is obvious that such closure is 
essential if the process of swallowing is to be efficient, and if phonation is to 
be satisfactory. It is sometimes represented that closure is secured by raising 
the soft palate so that it comes into contact with the posterior wall of the 
pharynx, the process being made more complete by the simultaneous elevation 
of a muscular ridge (Passavant’s ridge) on the posterior pharyngeal wall. 
Browne is convinced that the mechanism is actually of the nature of a muscular 
ring or sphincter, the posterior part of which is formed by a portion of the 
superior constrictor overlaid by the palato-pharyngeus, while the anterior 
portion is formed bv the two levatores and the two tensores of the palate 
(Fig. 46). 

Accepting this as the normal physiology, he recommends that closure of 
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palate defects should be secured by what he describes as a muscle transplanta- 
tion, Taking advantage of the fascial plane of the pterygo-mandibular raphe. 


Fig. 47. — Diagrammatic draw- 
ing of a complete single cleft. 
On the right side the line of 
incision is marked out : the 
hamulus, the tendon of the ten- 
sor, and the posterior palatine 
artery, are shown as though the 
mucosa were transparent. On the 
left side the palate, both hard and 
soft, has been freed ready for 
suturing. In the bare palate bone 
left by its inward shifting can be 
seen the stamp of the artery, 
which has been cut at a previous 
operation, while the hamulus is 
broken off its base and has fallen 
inwards. Of course the tendon 
of the tensor palati should not be 
exposed as it is in the drawing. 


Fig. : 48. — Diagram- 
matic drawing of the 
stitching of a cleft of 
the soft and. half the hard 
palate. Both sides have 
been freely mobilized, 
and a ruck has been 
wised at the apex of the 
cleft by two' mattress 
sutures. Two vertical 
mattress ; sutures evert 
the edges, of the muco- 
periosteum, and the 
sutures on the nasal 
surface of the soft palate 
are shown in place. A 
single.' on© of the six 
sutures which will join 
the oral surface has been 
■inserted- 


an incision is made through the mucosa along this line, the result being that 
those muscles which lie to the medial side of the raph£ (the superior constrictor, 
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the palato-pharyngeus, the tensor and the levator palati) are liberated from 
their lateral attachments and displaced towards the middle line. To ensure 
a further degree of laxity of the tensor palati the tip of the hamulus of the 
pterygoid is snapped off with the finger-nail (Fig. 47). The further stages of 
the operation are the separation of the mucoperiosteum from the hard palate, 
the detachment of the muscular and fibrous attachments of the soft palate 
from the posterior edge of the hard palate, and the paring of the cleft edges. 
The suture of the edges of the defect is accomplished in the usual fashion 



Fig. 51. — Second stage. Fig. 52 . — End of second stage. 

(Figs. 49-52 by kind permission of the . * British Journal of Surgery *.) 

(Fig. 48). Browne advocates that three months before the main operation 
is completed a re-arrangement of the blood-supply should be secured by 
division of the posterior palatine artery of each side through small incisions. 
No record of results is given, but this information is promised at some future 
date. The reviewer has put the procedure advocated by Browne to the test 
of practical experiment, and he is satisfied that so far as the securing of 
primary union is concerned the method affords satisfactory results. He is 
doubtful of the necessity for preliminary division of the posterior palatine 
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vessels, and in recent cases lie has abandoned this detail without sacrificing 
any advantage. The real value of the operation is the remarkable relief of 
tension and the ease with which coaptation of buccal surfaces can be secured. 
The laxity of the parts after closure is such that the ultimate functional results 
will probably prove much more satisfactory than those in which closure is 
completed under tension. 

A. Mitchell 8 is an advocate of what he describes as a two-stage operation. 
He recounts the disappointment with which he regards the results of the past 
twenty years, an expression of opinion which is to be admired for its honesty, 
and which will be shared by many who are engaged in similar work ; but, 
since practising the two-stage operation, the results have improved so much 
that there has only been one complete failure in the last ten cases. The 
procedure adopted is as follows. At the preliminary operation the mucoperi- 
osteum is separated from the hard palate through relaxation incisions lateral 
to the posterior palatine artery. At this stage, too, the musculo-aponeurotic 
attachments of the soft palate to the posterior edge of the hard palate are 
separated. Two to three weeks later the flaps are separated again, ^he cleft 
edges pared, and closure secured by means of silkworm gut with superficial 
stitches of fine catgut (Figs. 49-52). 

The paper concludes with an interesting note on the anaesthetic by h\ J, T. 
Bowie, The anaesthetic technique is as follows. The bowel having acted on 
the forenoon of the day prior to operation, a 5-grm. chloretone suppository 
is given in the afternoon, and is repeated on the morning of the operation. 
Forty-five minutes before the operation gr. of atropine is given hypoder- 
mically and J to 1 gr. of nembutal is administered by the mouth. Thirty 
minutes before the operation a rectal anaesthetic is introduced consisting of 
equal parts of olive oil and ether, the dose being reckoned as 1 drachm for 
every 2 lb. of body weight, 1 drachm of paraldehyde being added to the 
ultimate amount of the mixture. The administration requires from twenty 
to thirty minutes, and if it is insufficient at the commencement of the opera- 
tion a few’ drops of ether may be given on a mask. 

Such is a summary of the opinions which have been expressed during the 
past year in relation to the surgery of hare-lip and cleft palate. An observer 
cannot fail to be impressed by the many variations of technique which have 
been suggested, and from which good results have been claimed. Such an 
ebb and flow of opinion can only mean that the ideal technique has not yet 
been realized, and that we are still in what might be called the experimental 
stage. Looking back on the past year, however, one has the impression that 
surgeons tend to adopt procedures which imply the minimum of interference 
with, the tissues. Evidence of this welcome appreciation is seen in the employ- 
ment of the muscular forces of the lip as a means of replacing the premaxilla 
rather than by division of the vomer or wiring of the bone in position. The 
same conception underlies Denis Browne’s argument that it is better to trans- 
pose the muscles of the soft palate and thereby secure a relatively tensionless 
suture line than to remain satisfied with a plastic repair which is accomplished 
by the aid of wire sutures and tension stitches. Working along simple lines, 
the avoidance of any gross destruction of tissue and the restoration of a 
disturbed physiology are the aims towards which successful cleft palate and 
hare-lip surgery in the future is likely to strive, and by these means the best 
results will he obtained. 


References.— Med. Assoc. Jour. 1933, April, 373; & BuU. et Mem. Soc. 
nat de CMr. m% July, 1079; *Zentralb. f. Chir. 1932, Sept. 24, 2345; « Alabama 
Med. Assoc. Jour . 1933, Jan., 253; 5 Zentralb. f. Chir, 1932, Sept. 3, 2165; 'Lancet, 
.1933, i, 515 ; Jour. Burg. 1932, July, 7 ; *Ibid. Oct., 214. 
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HAY FEVER. (See Asthma and Hay Fever.) 

HEART DISEASE. ( See also Arrhythmias ; Coronary Artery Disease ; 
Electrocardiography ; Pericardium, Affections of ; Syphilis of 
the Heart and Arteries ; and other articles below.) 

A . G . Gibson, M.B . , F.R.C.P. 

C. F. Coombs 1 gave a useful classification of the incidence of the important 
kinds of organic disease of the heart in private, hospital, and post-mortem 
practice. The post-mortem figures are probably less accurate in that those 
who come to post-mortem are a selected group. Combining hospital and 
private practice, the commonest group is the arterial group including coronary 
disease with 44 per cent, then comes rheumatism with 81*7 per cent, while the 
cardio-renal group with a systolic blood-pressure of over 200 is 11-2 per cent. 
The next group are the thyrotoxic cases 6*9 per cent, followed by endocarditis 
(non-rheumatic) 5*9 per cent, syphilis 4*6 per cent, and congenital heart 
disease 1*7 per cent. In the examination, therefore, of any clinical case of 
cardiac disease it is well to remember that rheumatic and arterial types 
include nearly 87 per cent of the whole. 

E. W. Jones 2 makes some observations on the etiology and symptoms of 
mitral a stenosis . Of 800 cases, 214 had a rheumatic history, in 57 there was 
no rheumatic history, and no etiological factor was found in 29. In the group 
with no rheumatic history the patients dated their symptoms from some 
infective disease, of which the commoner were influenza, tonsillitis, scarlet 
fever, and pneumonia. In many of the eases with no etiology at all the disease 
was found unexpectedly in a routine examination. Mitral stenosis is more 
common in women than in men (3:1), and the majority of eases over 45 years 
develop auricular fibrillation. Though on a conservative estimate the etio- 
logical factor from these figures is known in 80 per cent, the -writer believes 
that 90 per cent is nearer the figure in the series. 

Tuberculosis of the myocardium is a very rare complication, but it is well to 
record the observations of B. A. Gouley, S. Belief., and T. M. Macmillan, 3 who 
report 6 cases of this disease and review the previous writings on the subject. 
The age incidence lies between 16 and 45, and the chief site is the auricles, 
more commonly on the right. The simplest classification is based on the 
manner in which tuberculosis reaches the myocardium : (1) Bv direct extension 
through the mediastinal glands from the pericardium; and (2) From dissemina- 
tion by the blood-stream, from some extracardiac focus. Under the first group 
caseous tumours of moderate size with accompanying granulation tissue may 
be present in the auricular walls. In the second the lesions may' be seen 
in relation to vessels, and there may be arterial or venous erosion, thrombosis, 
and the replacement of the wall of the vessels by tuberculous granulation 
tissue. In regard to the diagnosis, the common . clinical antecedent is 
tuberculous pericarditis, but the authors lay stress on the importance, in 
all tuberculous disease elsewhere, of the development of ectopic rhythms 
such as auricular fibrillation and extrasystoles, which may mean myocardial 
tuberculosis. 

Aortic Valvular Disease. — M. Campbell, 4 from a series of cases with 
disease of the aortic valve collected from Guy’s Hospital, reported that 50 per 
cent were due to rheumatism, 27 per cent to syphilis, and 10 per cent to 
atheroma. The remaining cases were due to other causes. Of the rheumatic 
type, aortic incompetence alone accounted for 21 per cent and aortic stenosis 
and incompetence ■ for 17 per cent. If mitral stenosis existed, aortic ' incom- 
petence was' found in 44*5 per cent and stenosis and incompetence In 17*5 
per cent.' In the rheumatic cases 36 per cent with mitral stenosis presented"'' 



Heart Disease 


218 


MEDICAL ANNUAL 


fibrillation, which was only present in 8 per cent in those without mitral 
stenosis and in 3 per cent in all other causes. Fibrillation, therefore, is 
very rare in aortic regurgitation apart from mitral stenosis. In the blood- 
pressure readings the systolic pressure is lowest in the rheumatic cases with 
aortic stenosis, the average figure being 125 mm. The average systolic 
pressure was higher in the rheumatic cases with other complications, and 
was highest in syphilitic incompetence, being 166 mm. It was 160 mm. in 
atheromatous cases. A high maximum pressure, therefore, is more likely to 
be found in the syphilitic and atheromatous groups. Electrocardiograms 
showed left ventricular predominance in half the cases of thooe with pure 
aortic disease. 

The Heart in Hyperpiesis. — M. Campbell, 5 in a clinical lecture given at 
Guy’s Hospital, mentions the following clinical points about high blood-pressure. 
T\vo Important clinical signs have to be considered : the size of the heart, and 
the presence or absence of a mitral systolic murmur. A high-pressure reading 
with a heart that is not enlarged suggests that the high blood-pressure reading is 
not constant but intermittent. An apical systolic murmur means not valvular 
disease but dilatation of the left ventricle at the auriculo-ventricular ring. It 
is an indication of a stage in the heart’s downward progress, though It may be 
present for many years. One of the first auscultatory signs of high blood- 
pressure is the accentuated second sound at the aortic area. Gallop rhythm 
again may be detected in the course of hyperpiesis. Sometimes If is caused by 
reduplication, sometimes of the first, sometimes of the second, sound* If it 
occurs with a high pulse-rate, it suggests a failing myocardium and a fatal issue. 
Pulsus alternans is an important sign of muscular failure of the left ventricle* 
Its presence can readily be defined by the sphygmomanometer with an external 
pressure towards the limits of the maximum blood-pressure. By this method 
much smaller examples of pulsus alternans can be ascertained (M. E. Shaw 6 ). 
In determining the state of the arteries the retinal arteries give a better 
estimate than the brachial or radial and are more likely to indicate the 
condition of the cerebral arteries. The most important points are a silver-wire 
appearance and a distortion of the vein where an artery crosses it. 

J* S. McQuiston and E. V. Allen 7 examine the operation risk in patients 
with hypertension. The records of 850 patients were studied on whom major 
surgical operations had been performed, and they find a mortality of 2*6 per 
cent, which is approximately the same as that of a group of unselected eases 
upon whom the same operations had been performed. Even when hyper- 
tension occurs with mild myocardial or renal insufficiency the risk appears 
to be no greater than in unselected cases. 

C. Bruen® recommends the use of Bismuth Sub nitrate for hypertension. 
The reduction' in pressure is dependent on the action of the nitrate and is 
comparable to that of the nitrite group. The author suggests a gradually 
increasing dosage starting from 5 gr. until the maximum reduction has been 
obtained. 

Thyroid Heart. — L. M. Hurxthal 9 mentions that in hyperthyroidism the 
cardiovascular features are : (I) An increased rate and amplitude of the cardiac 
contraction : (2) Auricular fibrillation and very occasionally auricular flutter ; 

The systolic blood-pressure raised and the diastolic lowered ; (4) An under- 
lying angina pectoris may be brought out or intensified ; (5) Congestive heart 
failure may develop either with normal or with abnormal rhythm (fibrillation). 
Successive heart silhouettes in the course of treatment indicate a lessening in 
the heart diameter. Hyperthyroidism does not produce characteristic histo- 
logical changes, neither does it produce gross cardiac hypertrophy or hyper- 
tension, Auricular fibrillation ■ and flutter are the only arrhythmias ■ caused 
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by hyperthyroidism. Lesions of the conducting mechanism are not seen. 
The use of Digitalis and Qninidine may be required to produce a regular 
rhythm after operation if this has failed to render the heart regular. 

H. Cookson 10 draws attention to the points in the shape and size of the 
heart in goitre. The main difference of the heart silhouette when looked at 
antero-posteriorly lies in a projection between the knob of the aorta and the 
left ventricle. This is probably due to the increase in the volume of blood 
contained in the great vessels, especially the pulmonary artery, and to the 
greater excursion of their wralls at each pulse wave. Post-mortem measure- 
ments show that there is an increase in the diameter of the pulmonary artery 
as compared with the aorta, and injection of fluid under pressure into the 
right ventricle in the cadaver while the heart is in situ leads to a similar 
prominence of the pulmonary artery. There is a general slight enlargement 
of the shadow especially to the left, a high aortic arch, and a prominent superior 
vena cava. In general the shape of the heart may be compared to that of 
a ham. 

The subsequent history, after operation, of patients with hyperthyroidism is 
the subject of a paper by H. H. Rosen blum and S. A. Levine. 11 The paper is 
very detailed and only a few items can be mentioned : 69 cases altogether were 
followed up — 43 had congestive heart failure, 9 angina pectoris (2 of these had 
coronary thrombosis), 15 had mitral stenosis, and 4 had doubtful mitral stenosis. 
There were 2 with aortic insufficiency, 1 syphilitic and 1 rheumatic. The 
subsequent history showed that there was marked immediate improvement 
following the operation and that the improvement was well maintained. Of 32 
patients with persistent auricular fibrillation, the irregularity remained in 10. 
These were all patients with mitral stenosis. Those with transient auricular 
fibrillation may be expected to become entirely free from such attacks, while in 
those with mitral stenosis the condition persists. Five cases with paroxysmal 
auricular flutter showed no return of the attacks. There was marked clinical 
improvement in those eases with anginal attacks. If the attacks did not 
cease, they occurred at much longer intervals and became less severe. The 
authors’ opinion is that these eases w r ere suffering from angina pectoris in 
addition to hyperthyroidism and that the improvement was caused by relieving 
the circulation of an extra burden. They do not think that hyperthyroidism 
alone causes anginal symptoms. Only 6 out of 43 patients with congestive 
cardiac failure died, and most of them improved very markedly. Up to the 
time of writing 6 patients had survived seven years and the greater number 
of these were able to resume their ordinary duties. In one case the thyroid 
w’as found histologically to be normal, and it is asumed that in this case the 
thyroid secretion was not in excess. The patient was a woman aged 01, who 
had been bedridden for many months with general anasarca, cardiac enlarge- 
ment, auricular fibrillation, and moderate hypertension. The B.M.B. was plus 
23 per cent. As a result of benefit from Lugol’s solution a subtotal thyroidec- 
tomy was performed. After this she ceased to be oedematous, lost 50 lb. in 
weight, and became ambulatory. It is doubtful whether this was a norma! 
case of hyperthyroidism, and yet improvement wras marked. 

F. Bach and G. Bourne 12 attempt to decide the question whether organic 
cardiovascular disease is permanent after thyrotoxicosis. In 26 patients who 
had previously suffered from thyrotoxicosis but had recovered they found 
no sign of cardiovascular abnormality. They conclude, therefore, that no 
permanent change occurs. On the other hand, thyrotoxicosis may Initiate 
a hyperpiesis in those persons prone to that condition. Five of these' cases 
were investigated and two further eases in which rheumatism , had been a 
factor. 
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J. R. H. Towers 13 writes an interesting clinical paper on masked hyperthyroid- 
ism as a cause of heart disease, which has been touched upon in the Medical 
Annual from time to time. No apology is needed for referring to it again, 
because of the great difficulty of these eases in practice. The patients them- 
selves are cardiac patients and complain of cardiac symptoms. Palpitation 
is the most constant symptom, not a commonplace palpitation, but something 
that even a sensible patient looks upon as a besetting illness. The commonest 
basis for this is a simple tachycardia which may occur frequently in the twenty- 
four hours, be gradual in onset and offset, be precipitated by exertion and 
emotion, and be relieved by rest. Extrasystoles with a rapid heart-rate are 
frequently seen, and this combination, unusual in other cardiac disease, is of 
value in pointing; to the thyroid. Paroxysmal auricular fibrillation is some- 
times associated with the thyrotoxic condition. The attacks are independent 
of exertion or emotion. They may occur over a number of years and be 
followed by established fibrillation. This fact had been stressed previously 
by Parkinson and Campbell. 

Of 15 patients, simple tachycardia was found in 4, the same with extra- 
systoles in 4, paroxysmal fibrillation in 4, ventricular extrasystoles in runs 
in 1, and established fibrillation in 2 patients. Breathlessness alone and apart 
from palpitation is not common. Anginal pain is sometimes seen. Of cardiac 
signs, overaction is constantly present, the impulse of the apex beat is short, 
quick, and forcible, and is quite unlike the sustained heave of that in hyper- 
trophy. It is exactly the same as the apex beat of the normal heart 
immediately after exertion or during emotion. These features are present in 
patients after they have been lying down for at least half an hour to exclude 
accidental circumstances. The first sound at the apex is louder, shorter, and 
higher-pitched than normal, so that a presystolie murmur is simulated. The 
electrocardiogram shows little characteristic except that the P wave is occasion- 
ally increased in size. On X-ray examination the pulmonary arc seen in the 
anterior posterior position between the aortic knob and the left auricle is fuller 
than normal . Examination of the thyroid gland may show no enlargement, 
but the consistency may be altered. The gland may foe very firm and nodules 
may be detected. 

Of associated symptoms and signs, tremor is almost always present, exoph- 
thalmos rarely, and von Graefe’s sign frequently. There may be a slight 
loss of weight, which, if it occurs in bed with unimpaired appetite, is of 
considerable diagnostic value. Some patients do not lose weight at all. 
Flushing and moistness of the skin is often apparent, and to this, in the 
reviewer's experience, may be added the velvety texture of the skin, simulating 
that of an infant, A patchy pigmentation of the skin along the base of the 
neck and' on the shoulders is occasionally present. Other ' symptoms are 
unexplained attacks of diarrhoea, increased nervousness, and a quickness of 
movement suggesting fidgetiness. Occasionally there is premature greyness of 
the hair and vomiting attacks. A majority of the patients have shown an 
increased metabolic rate. In the absence of treatment of the thyroid, these 
patients present symptoms and signs for long periods, even up to several years. 
In a second group the symptoms may be recurrent and intermittent. The 
difficulties of diagnosis lie,, in distinguishing it from mitral stenosis and raised 
blood-pressure ; occasionally also from pulmonary tuberculosis and effort 
syndrome. An important point in diagnosis is the failure of rest and digitalis 
therapy to affect the condition. 

Prognosis in Heart Disease. — S. A. Levine 14 writes an interesting paper 
on the factors concerning prognosis in heart, disease, and says that mistakes 
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in prognosis, more than those of treatment, are responsible for the activities 
of numerous unorthodox medical cults to-day. He indicates the more impor- 
tant items upon which a prognosis should be made. In regard to the pulse- 
rate, he mentions that in mitral stenosis with auricular fibrillation a high 
pulse-rate is a better prognostic sign than a low rate for the reason that digitalis 
therapy can be pushed further and exerts its effect more on the patient with 
a high pulse-rate. In general the larger the heart, other things being equal, 
the poorer the prognosis. He refers to the importance of infection in producing 
symptoms and signs in heart disease and to the fact that the removal of the 
infection may produce an altogether different outlook for the patient. This 
Is especially so in rheumatic heart disease, from which patients recover to a 
remarkable degree. Some patients with dyspnoea may have a good outlook 
for the reason that their dyspnoea may depend on a pulmonary rather than a 
cardiac cause. This is well seen in some old. people in whom the dyspnoea is 
from emphysema ; the same is true of fibroid lung. 

Obese patients may suffer from dyspnoea in the absence of cardiac disease, 
and obesity therefore is an important factor in assessing the prognosis when 
cardiac disease is also present. A prognosis can also be based sometimes on 
the facility with which symptoms such as dyspnoea, oedema, and chest pain 
disappear under treatment. (Edema of the legs, for instance, that develops 
only at the end of the day and disappears overnight, is less serious than that 
which persists all the day. In mitral stenosis the development of hypertension 
makes the prognosis better. When patients with mitral stenosis suffer from 
cardiac failure the outlook is better than when cardiac failure comes on with 
aortic stenosis or insufficiency. In the former ease several attacks may be 
recovered from, in the latter the deficiency usually persists. Cardiac asthma 
has a grave outlook and indicates the same or a poorer prognosis than the 
presence of pulsus altemans , gallop rhythm, or bundle branch block. Levine 
mentions patients that have developed pulsus alter nans and gallop rhytli.ni 
observed for more than five years. Incidentally he points out that a. serious 
cardiac event like coronary thrombosis may cause a temporary phase of pulsus 
altemans . When cardiac embarrassment or failure occurs in thyroidal disease 
the prognosis is good so long as hyperthyroidism can be properly treated. 
When nephritis complicates cardiac embarrassment or failure in flic so-called 
cardio-renal eases the outlook is grave. In any ease of cardiac disease accidents 
such as subacute bacterial endocarditis or emboli render the prognosis more 
serious. 

The author notes that patients with persistent auricular fibrillation do 
not develop subacute bacterial endocarditis, and that those most likely to 
succumb to this infection are patients who have been fairly strong and com- 
paratively free from dyspnoea or recurrent attacks of rheumatism. It is more 
common in the well-compensated patients with valvular disease of the mitral 
or aortic type. 

In the discussion which followed this paper, B. E. Hamilton referred to the 
necessity of removing cardiac burdens such as obesity, thyroid disease, and 
infections. In regard to the outlook of mitral stenosis and pregnancy, he said 
that the death-rate could be reduced ten times by careful control of the patient’s 
daily regime. 

C. F. Coombs, 15 in attempting to assess the prognosis from a study of 144 
clinical eases of coronary thrombosis, said that of those who survive the 
initial attack one-third die during the year following. The severity of the 
attack is a guide to the future outlook. A good indication of its severity 
is in the amount of the fall of pulse-pressure. In the later stages following 
the attack* the severity of the lesion may sometimes he estimated from 
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the electrocardiogram. Fatal attacks are more common when pericardial 
friction is not heard. Abdominal pain is of rather more serious import 
than thoracic. 

It ferexces . — l Clin ical Jour. 1932, Dec. 28, 613; “Brit. Med. Jour. 1933, i, 307 ; 
3 Arch. of Infernal Med . 1933, Feb., 244 ; *Guy's Hasp. Rep, 1933, April, 168 ; 5 Clinical 
Jour. 1933, July, 270; Med. Jour. 1933, i, 957 ; 7 Amer. Jour. Surg . 1933, July, 

72 ; 8 Jour. Lab. and Clin. Med. 1932, Nov, (abstr. Jour. Amer. Med. Assoc. 1933, March 
18, 851) ; 9 New Eng. Jour. Med . 1933, March 9, 538 ; 10 Proc. Roy. Soc. Med. 1932, Aug., 
1517 ; “Amer. Jour . Med. Sci. 1933, Feb., 219 ; 12 Quart . Jour. Med. 1932, Oct., 579 ; 
13 Lancet , 1932, i, 67 ; l *New Eng. Jour. Med. 1932, July 28, 173 ; 15 Bristol Med.-Chir. 
Jour . 1932, Winter, 277. 

HEART DISEASE, CONGENITAL. [See also Patent Ductus Arteriosus.) 

A. G . Gibson , M.D., F.R.C.P. 

Coarctation of the Aorta. — William Evans, 1 in an anatomical and clinical 
study including 28 eases, subdivides this condition, into six anatomical types. 
The "first type is that where the stenosis is accompanied by a patent ductus 
arteriosus and hypoplasia of the proximal part of the aorta. Cases in this 
group are mainly young children of a few weeks old, the oldest in Evans’ series 
being 8 years. Hypertrophied arteries forming part of a collateral circulation 
were not observed. The second type is where the ductus arteriosus is closed 
and there is hypertrophy of the proximal portion of the aorta. This group 
comprises patients of ail ages up to 60 years. The third type is that where 
there is occlusion of the distal portion of the aortic arch as well as of the ductus 
arteriosus, and hypertrophy of the proximal portion of the aorta. This type 
includes those in which the collateral circulation is a prominent feature. The 
fourth, fifth, and sixth types are found in infants who live but a few days. 
The fourth is an interruption of the aortic arch in its distal portion, a widely 
patent ductus arteriosus, and hyperplasia of the proximal portion of the aorta. 
The fifth is congenital atresia of the proximal portion of the aortic arch and 
a patent ductus arteriosus. The sixth is congenital absence of the ascending 
aorta and a patent ductus arteriosus. Many other congenital deformities, not 
only those of the heart, were noticed in the series. 

In regard to diagnosis, it is rare for adults to refer to any particular ailment 
that has caused the Illness. One symptom, however, may be important. As 
illustrated in his Case 9, the patient complained of numbness and weakness of 
both legs whenever he assumed an upright posture after having been in the 
horizontal position. The sensation was that of blood running 'back to the 
legs. The difficulty of keeping the feet warm was also complained of by this 
patient. In Types 2 and 3 hypertrophy of the left ventricle and a forcible, 
downwardly displaced apex beat is usual. Aortic incompetence was found 
in 2 out of the 3 cases in this group. In these groups also the collateral circu- 
lation is most evident, the details of which have been referred to In previous 
editions of the Medical Annual. While in normal subjects the systolic 
pressure of the femoral artery exceeds that in the brachial by 20 to 40 mm. 
of mercury, in coarctation with a closed ductus arteriosus the reverse is the 
case, a very wide difference being sometimes noted. The X rays in Types 2 
and 3 show T enlargement of the left ventricle, the ascending aorta projects 
prominently to the right, and the aortic knuckle to the left may be small or 
absent. The cause of death in 18 out of the 26 cases referred to was heart 
failure, with an average age of 2 years II months. 

Three clinical cases of this disorder have been reported ‘by E. C. Eppinger 
and P. A. H. Midelfart. 2 They refer to the hypertension which, when it occurs in 
a young adult without renal disease, should indicate the possibility of coarcta- 
tion. Another though less important feature is intermittent claudication of 
the legs. They refer to Abbott’s series of 200 cases in which the cause of death 
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was cardiac failure, rupture of the aorta, cerebral accidents, and subacute 
bacteria! endocarditis in that order of frequency. 

G. F. Strong 3 records three further cases of coarctation of the aorta, and 
mentions dilatation of the aorta and rapture and hypertrophy of the heart as 
the most important anatomical changes. Complete obliteration of the thoracic 
aorta is compatible with life to adult years or even to old age. 

References. — l Quart. Jour . Med. 1933, Jan., 1 ; ”Amer. Jour. Med. Set. 1933, April, 
527 ; 3 Canad . Med. Assoc. Jour . 1932, July, 15. 

HEART FAILURE. A. G. Gibson, M.D., F.R.C.P. 

P. D. White 1 in an interesting paper endeavours to make clear what are the 
initial symptoms in weakness and failure of the left ventricle without failure of 
the right. His conclusions are that the following symptoms and signs are 
important : (1) Dyspnoea of cardiac origin without mitral disease or congenital 
defects. The underlying effect in this condition appears to be an increase 
in pressure in the pulmonary circulation with engorgement of the blood-vessels, 
(2) Cardiac asthma and acute pulmonary oedema which may come on entirely 
without any previous symptoms. It occurs in serious heart disease, hyper- 
tensive enlargement, infarction from coronary thrombosis, aortic stenosis, and 
regurgitation. (3) The diminution in the vital capacity of the lungs may be 
a valuable test in doubtful cases. West’s normal standard gives 2-5 litres of 
vital capacity per square metre of body surface for men, and 2*0 litres for 
women. (4) To the X rays there is an increase in the vascular shadows radiat- 
ing from the hila of the lungs clearly distinguishable from the various patterns 
of pulmonary disease. (5) Pulsus alternans, proto-diastolic gallop rhythm, and 
increase in the intensity of the pulmonary second sound. There is a very careful 
discussion on the whole question and it throws light on well-known cardiac 
events, putting a significance upon them which is of prognostic importance. 

S. McGinnand and P. D. White 2 have followed up 272 eases of cardiac 
asthma. They were most frequently males over 50 years of age with coronary 
heart disease. The average expectancy of life has been found to be about 
two years, and one out of four patients died within six months. Careful treat- 
ment has a tendency to prolong life, and very rarely a patient may become 
free of the attacks. Items of special gravity in prognosis are cardiovascular 
syphilis, congestive failure, or auricular fibrillation. Of some, though probably 
less, significance is the presence of pulsus alternans and gallop rhythm. The 
most effective treatment consists in the hypodermic injection of Morphine and 
the assumption of the Upright Position. Venesection may he of value in 
severe eases. The patients should be on a maintenance dose of Digitalis so 
as to obtain its full effects. This would appear to be a preventive of attacks. 

S. Weiss and G. P. Robb, 3 in a review of cardiac asthma, note that in those 
subject to this malady pronounced disability and orthopnoea were frequently 
associated with a normal venous pressure and adequate peripheral circulation. 
X-ray examination of the chest showed an enlarged hilar shadow, particularly 
towmrds the base of the lung. The diaphragm was low and its excursion 
diminished. The border of the left ventricle showed a slight excursion in 
contrast with the good excursion of the right cardiac border as seen in the left 
oblique position. Riles in the lungs were not often heard even when the X-ray 
features were marked, and the conclusion is that between the attacks the 
pulmonary circulation showed engorgement of the vascular bed, whereas the 
peripheral circulation was normal. The physical signs In the lungs were those 
of emphysema, increased anterior-posterior diameter of the chest, and increased 
resonance. The vital capacity was considerably diminished. In 10 per cent 
only of the cases were signs of bronchitis. The pulmonary second sound is 
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greatly accentuated during tlie attack} but not so in the interval, llie skin 
assumes an ashen colour and the patient often breaks out into a cold sweat. 
There is intense dyspnoea and tachypncea, and precordial pain is frequent. 
The pulse-rate during the attack is rapid and the sounds have a tendency to 
simulate those of the foetus. In those instances in which electrocardiograms 
were obtained no essential change was observed. During the attacks pulmon- 
ary oedema may supervene, and the essential feature appears to be an increase 
in* the volume of the pulmonary vascular bed and relative stagnation. This 
corresponds to a clinical condition of the lungs, which appear to be distended. 
One of the precipitating factors seems to be the horizontal position, for when the 
patient is propped up attacks are less likely. Further, anything that acts as 
a stimulant' — noise, a paroxysm of coughing, or a full bladder— may excite 
an attack. The prognosis in these cases is serious; out of the 87 patients, 
44 died within a year after being seen. When these patients improve, the 
pulmonary circulation first becomes normal. This is followed by a disappear- 
ance of functional emphysema. One of the conditions of the attack is a 
subacute failure of the left ventricle. 

K. S. Smith 4 brings forward evidence to show that in the treatment of 
congestive heart disease beneficial action can be expected from giving Insulin 
and Glucose, and he discusses the method by which this action is effected. 
Case histories of six patients are given with anginal symptoms, in all of whom 
there was considerable improvement and diminution of pain. The method 
adopted is to give 5 units of insulin subcutaneously, followed in fifteen minutes 
by 50 grin, of glucose or isevulose by the mouth, daily. If no benefit follows 
in five days, the dose of both insulin and sugar is doubled. 

In a paper by H. L. Blumgart, S. A. Levine, and D. D. Berlin, 5 one of the 
authors had a cardiac patient who was suspected of having a masked hyper- 
thyroidism, and a subtotal thyroidectomy was performed. Examination of 
the gland showed a perfectly normal thyroid, and yet in spite of this the patient 
showed marked clinical improvement. On this experience the authors asked 
themselves whether improvement could not be affected in congestive heart 
failure or angina pectoris if the metabolic rate were brought down by thyroidec- 
tomy, on the assumption that the heart would be in some degree rested. In 
three patients Thyroidectomy was performed; all of them were suffering 
from severe congestive heart failure but with no evidence of disturbed thyroid 
function. Another patient with angina pectoris who showed a slight eleva- 
tion of metabolism but with a normal thyroid gland was also operated upon. 
All the patients had obtained the maximum of improvement possible from other 
medical procedures. In two or three patients with congestive failure thyroidec- 
tomy caused a fall in the metabolic rate, which reached its lowest three weeks 
after the operation. The lowered metabolism that ensued was accompanied 
by the disappearance of oedema, an increase in the vital capacity, and an 
ability to be up and about the ward without discomfort. Subsequently both 
these patients showed a rise in metabolic rate and their clinical condition 
became less favourable. The patient with angina pectoris showed no recur- 
rence of attacks although returning to work and an active life. In one patient 
with congestive heart failure complete thyroidectomy without excision of the 
parathyroids showed conspicuous clinical improvement. It is doubtful if 
thyroidectomy ' could become a recognized method of treatment for cardiac 
failure ; but the results in these patients point to the necessity of lowering 
the metabolic rate. 

Refesences.— 1 J our. Amer. Med. Assoc. 1933, June 24, 1193; *New Eng . Jour . 
Med. 1932, Dee. 15, 1069; 5 Jour. Amer. Med . Assoc. 1933, June 10, 1841 ; Med. 

Jour. 1933, i, 693; 5 Arch . of 'Internal. Med. 1933, June, 866. 
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HEART, INFLUENCE OF CHEST DEFORMITIES ON ACTION OF. 

A. G. Gibson , M.D., F.R.C.P. 

A severe degree of funnel chest (pectus excavatum) is always a startling 
thing when met with in practice, and it is surprising that there is so little 
disturbance of organic function. Funnel chest is a depression of the lower 
end of the sternum, and was first described in 1594. The deformity varies 
considerably in size and depth, from a slight depression to one in which the 
whole sternum is involved. In Woillez’s famous patient, a young Viennese 
medical student, reported in 1860, the estimated distance between the anterior 
surface of the spine and the posterior surface of the sternum at its deepest 
part was 1 cm. The condition is either congenital or acquired, and numerous 
hypotheses have been put forward to account for it, but none appears to be 
quite satisfactory. The acquired type has been ascribed to rickets and obstruc- 
tion of respiration. The reviewer has had to do with a most marked case in 
which the origin was clearly due to repeated attacks of pneumonia in child- 
hood. It is curious that in the uncomplicated congenital cases there have 
been few complaints of cardiac symptoms irrespective of the size of the 
depression. Two cases have been reported by Sauerbruch and one by J. 
Edeiken and C. C. Wolferth 1 of a man who was symptom-free at 69 years 
of age and had never had any serious cardiac or pulmonary disorder. 

In the majority of eases the deformity is noted at birth or early childhood 
and is comparatively small at first. The heart impeded in its growth by the 
depression is compensated by an increase in its transverse diameter. When 
the deformity is the result of an accident and rapidly formed, this accommoda- 
tion does not take place and pain and dyspnoea are usually present. Some 
of these patients have a great deal of vitality, and one of those reported in the 
paper quoted was a cross-country runner and played ice hockey and tennis. 
The right border of the heart is difficult to outline by percussion and the apex 
beat is usually found out to the left even as far as the anterior axillary line. 
X-ray examination shows that the heart tends to be displaced upward and to 
the left. No abnormality in the electrocardiogram is found which can be 
attributed to the funnel chest. One ease only, complicated by kyphoscoliosis 
and pigeon breast, showed evidence of cardiac decompensation . This was 
believed to be due to the spinal deformity and not to the funnel breast. 

Reference.— x Amer. Jour. Med . Sci . 1932, Oct., 445. 

HEART, SENILE. (See also Electrocardiography.) 

A. G. Gibson , M.D.) F.R.C.P. 

T. J. Hoskin 1 gives a critical summing up of the symptoms of the senile 
heart, especially in its relation to operations on the prostate. As to the 
symptoms of cardiac abnormality in old age, he points to the consciousness of 
the heart’s existence in the chest by the patient, and an accentuated second 
sound. The pulse-rate is easily affected by external stimuli and premature 
contractions are frequent. Irregularity of the action of the heart is not of 
any consequence so long as its reserve power is good, but the onset of premature 
contractions can never be passed over as unimportant because it may be a 
warning of a commencing myocarditis. Old patients frequently complain of 
a fluttering of the heart, which may be a physiological tachycardia or symptoms 
of a transient auricular fibrillation. It is necessary to find out what are the 
patient’s habits in regard to tobacco and alcohol, for these may be the exciting 
factor. Tachycardia, again, may prove to be the first sign of an embar- 
rassed circulation which may go on to congestive failure. Factors outside 
the heart are important as affecting cardiac action and efficiency, such as 
an over- distended bladder or the onset of uraemia. Heart-block is a symptom 

15 
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met with, with or without Stokes-Adams attacks. Any tendency to angina! 
pain must be taken at its full seriousness. The electrocardiograph is an 
important help in assessing the state of the myocardium in these subjects. 
Changes in the electrocardiogram may be present when there is no indication 
in the history of a physical' state. After the age of 60, the greater the age, 
the greater the operative risk, and the safety of the patient under any form of 
anaesthesia is most likely to be assured if a careful examination of the cardio- 
vascular system is undertaken and all the disabilities are properly assessed. 

Reference. — l CHnical Jour., 1932, Sept. 21, 455. 

HEART -BLOCK. {See Arrhythmias.) 

HEREDITARY MULTIPLE TELAHGIECTASES. 

F. W. Watkyn-Thomas, F.R.C.S. 

This condition, known also as ‘Osier’s disease’, ‘Goldstein’s heredofamilial 
angiomatosis’, and by several other names, is characterized by bleedings of 
unknown or unexplained origin (especially recurrent epistaxis) and superficial 
angiomatous lesions from minute red telangiectatic ‘spots’ on the skin and 
mucous membranes up to the angiomata of a size large enough to cause swellings 
of the lips and tongue. 

Gordon Scarf! 1 in a paper on familial multiple telangiectases of the skin and 
mucous membranes gives a most interesting family history of a group of 
patients suffering from this complaint. A woman who died at the age of 65 
some years ago is said to have had swellings, apparently angiomatous, of the 
lips and tongue, and to have suffered from recurrent epistaxis. Neither her 
father nor her mother had any such trouble. She left 26 descendants, of whom 
2 are now dead — one (a daughter who died of influenza) had the condition, the 
other (a son who died of some unknown cause) apparently had not. Fourteen 
of the survivors have recurrent epistaxis and 9 of the older ones have angiomata. 
One grandson has no trouble himself, but it is appearing in his son. Scarff 
has himself examined 8 members of the family and has obtained the history 
of the others. The clinical history is remarkably uniform : A healthy child, 
with no previous abnormality, begins to suffer from recurrent epistaxis of 
variable frequency and severity. There is usually no further development till 
about the age of 80, when telangiectatic spots appear on the face, lips, and 
tongue. These increase for a time and then are stationary. “Apart from 
secondary anaemia after severe epistaxis the condition does not give rise to any 
constitutional disturbance None of Scarff ’s cases showed any abnormal 
tendency to other bleedings except that the male members seemed to bleed 
readily from haemorrhoids. The menstruation of the females was normal and 
there has been no instance of pre- or post-partum haemorrhage. Scarff con- 
firms the observations of other writers that the condition occurs in, and is 
transmitted by, both sexes, with a slight female predominance. His opinion 
is : — 

Diagnosis. — In childhood the cause of the epistaxis can only be ascertained 
by inquiry into the family history. In adults the appearance of the spots and 
the normal ■ blood picture exclude haemophilia, purpura, and multiple naevi. 

Prognosis . — The condition is compatible with fairly healthy life and. does 
not appear to shorten life to any great extent. Only five cases of all those 
recorded (five to six hundred) have died of haemorrhage. 

Treatment. Limited to treatment of the secondary anaemia and of the 
haemorrhage when it occurs, Mild Antiseptic Oil seems to diminish the 
number of nasal haemorrhages, but application of the cautery does not prevent 
recurrence in another situation. 
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R. C. Larrabee and D. Littman 2 describe five eases occurring In two families. 
All the eases showed definite hereditary Influence, numerous telangiectases 
with haemorrhagic tendency, and blood pictures normal or showing only the 
usual anaemia secondary to haemorrhage. They agree that “ treatment is not 
very satisfactory On the whole they have found that it is best to deal with 
actual bleeding spots by G-alvan©« cautery and to leave all other spots alone. 
They agree with Scarff that the death-rate is low (about 4 per cent), but they 
believe that many patients are continuously disabled after the age of 50. One 
of their patients had a complete bilateral ophthalmoplegia externa, which they 
regard as possibly due to an angioma of the mid-brain. 

H. I. Goldstein, 3 who with Osier and Rendu was among the first to distinguish 
the disease as a ‘clinical entity’, gives a full report of the literature up to 1932, 
and again emphasizes the normal blood picture, the telangiectasis and haemor- 
rhages, and the familial bisexual incidence. He points out that some patients 
have also enlargement of the spleen and liver. 

C. Aubertin, R. Levy, and Mme. Baclesse 4 review our present knowledge 
on the subject. They point out that the mucosa of the bronchi and stomach 
are sometimes affected as well as the mouth, nose, and anal canal (one of the 
fatal cases was due to haemorrhage from the lung). They deal very fully with 
the suggestion of Weil that the disease is due to abnormalities of liver function, 
and reject it on the grounds that there are no constant changes in the blood, 
which is usually normal in every way. They believe that the occasional 
changes found in the liver and spleen are late manifestations and are the effect, 
not the cause, of the haemorrhages. Haemorrhages due to blood conditions 
they classify as the hcemophilic where the coagulation time is lengthened, and 
■purpuric where the coagulation is normal but the time of bleeding is prolonged. 

In the condition under discussion they have noted t'wo abnormal forms — 

4 formes frustes ’ where there are either telangiectases without bleeding, or free 
bleeding — usually from the nose — without telangiectases. They regard the 
condition as a constitutional and hereditary endothelial dysplasia affecting 
the capillaries. 

References . — 1 Bristol Med.-Ckir . Jour. 1933, I, 113,* *New Eng. Jour. Med. 1932, 
Dec. 29, 1177 ; 2 Arch, of Dermatol, and Syph. 1932, Aug., 282 ; 4 Presse mid. 1933, Feb. 
4, 185. 

HERNIA. A . Rendle Short, M.D . , F.R.C.S . 

Injection Method. — This form of treatment is growing in favour, though 
we do not hear of many British practitioners using it. It has been referred 
to several times In recent numbers of the Medical Annual. A simple and 
effective injection fluid is recommended by F. D. La Rochelle, 1 of Springfield, 
U.S.A. The formula is : — 

R Zinc Sulphate 4*0 grin. Glycerin 15*0 grm. 

Phenol 24*0 grm. Aqueous Solution of Butyn 

(0*1 per cent.) 100*0 grm. 

This makes an unstable suspension which is to be shaken up before using. It 
is advised that a truss should be worn for a few weeks before commencing 
treatment, to get over the initial truss-discomforts. 

Recurrence after the BassinI Operation for Inguinal Hernia. — A follow- 
up of 718 cases of inguinal hernia treated by the Bassini method showed a death- 
rate of 0*49 per cent, and a recurrence-rate of 1*6 per cent (H. L. Foss and 
N. F. Hieken, 2 of Danville). The writers believe that silk should be used for 
the suturing instead of catgut, and report that it never gives trouble. D. 
Ostfield, 3 of Berlin, reports 580 cases with 5*4 per cent recurrences (20 per cent 
for direct hernia). In W. Birkenfeld’s 4 series, also from Berlin, there were 
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5*2 per cent recurrences in 71*1* crises. He suj'S tlint tlie mam cause ot iailinc 
is an innate hernia disposition. 

Alternative Methods of Operating'. — P. *1 urner , ° of Guys Hospital, says 
that the weakness of the Bassini operation is that it does not take into account 
the condition of the fascial boundary of the posterior wall of the canal, which 
is part of the transversalis fascia. In old-standing herniae there is a large gap 



Fig. 53. — Llap of fascia 
lata with its attached base at 
Poupart’s ligament. 



Fig. 54,— Curved metal spa- 
tula passed beneath Poupart’s 
ligament into the inguinal canal. 


in this at the internal ring, and bringing the feeble muscular fibres of the 
internal oblique in front of it is not sufficient. He therefore uses a pedicle 
flap of fascia lata with its base at Poupart’s ligament to diminish the size 

of the opening. This flap is turned in beneath 
Poupart’s ligament and sutured to the margin 
of the gap (Figs. 53-55). The method is 
specially suitable for long-standing ruptures in 
men past 45, for direct hernia, or for sliding 
hernia. 

H. R. Huston 6 transplants the spermatic 
cord outside the external oblique aponeurosis, 
making a niche in it to avoid constriction. 
There were 12 recurrences (0*8 per cent) in 
1500 patients. Local or spinal anaesthesia 
was used. M. Kirsclmer, 7 of Tubingen, uses a 
similar method, kinking the cord outwards 
between the internal muscle and the external 
oblique aponeurosis (Plate XXIX). 

H. Niessen and W. J. Potts 8 discuss the 
results of the Schmieden method (see Medical 
Annual, 1981, p. 289). It was used for the more difficult type of case, and 
showed a recurrence-rate of 6*8 per cent. 

W. E. Gallie, 9 of Toronto, writing on the treatment of cases with a very large 
aperture, too big to allow of the sides being brought together by a strip of 
fascia lata used as a stitch, says that darning like a sock with fascial strips 
leads to a good many recurrences. He therefore advises in these, the most 
difficult of all hernias, a combination of the patch transplant with the living 
suture. The patch is taken from the fascia lata and its ends split into quarter- 
inch strips so as to resemble a many-tailed bandage. The patch is put into 
the gap and the Hails’ are passed through Poupart’s ligament on one side and 
the internal oblique and conjoint tendon on the other ; they are tied together 
to approximate these structures as closely as seems safe, and the knots in the 
’tails’ are secured with catgut stitches ( Plate XXX). J. E. Fulcl 10 describes 
a fascial stripper used to obtain long strips of fascia lata subcutaneously. 



Fig. 55. — The flap of fascia 
has been drawn into the inguinal 
canal by traction on the sutures. 

(Figs. 53-55 re-drawn from 
1 Guy's Hospital Gazette'.) 




Kirschner’s method of suture of the aponeurosis of the external oblique. The slit in the 
aponeurosis is stitched under the spermatie cord in such a way that, as this emerges from 
the internal ring, it is kinked so as to form a sharp hairpin bend as it lies beneath the skin. 


By kind permission of the 1 Archiv fiir klinische Chirurgie ’ 
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PLATE XXX 


INGUINAL HERN! A— continued 

(W. E. Galliej 



Repair of posterior wall of inguinal canal by many-tailed fascial sheet. 


Reproduced from ‘ Annals of Surgery * 
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The Final Stage of the Operation for Inguinal Hernia, — The 
commonest source of trouble after operation for hernia is a hrematoma of the 
scrotum. This can be entirely avoided by the device here figured {Fig. 56). 
When the skin incision has been sutured, the bottom of the scrotum is 
stitched up to the anterior abdominal wall as high up as it can be pulled 
by a single silkworm-gut stitch. Any bleeding will thus flow from the cavity 
in the scrotum into the region of the incision. It is well to leave in a strip 



Fig. 5G. — Showing scrotum stitched up to anterior abdominal wall to avoid hoematoma. 

of rubber dam. After twenty-four hours, the stitch and the rubber are 
removed. Since adopting this device several years ago the reviewer has 
never been troubled by a hsematoma after the hernia operation. 

Femoral Hernia. — Geoffrey Keynes, 11 of St. Bartholomew’s Hospital, 
describes two eases of hernia directly in front of the femoral vessles. E. R. 
Easton 12 has on four occasions seen a femoral hernia develop after operative 
cure of an inguinal hernia. 

Refebences. — 1 Med. Jour, and Record . 1932, Sept., 184 ; *Amer. Jour. Surg . 1932, 
Sept., 349 ; z I)eut. Zeits. f. Chir. 1933, May, 322 ; 4 Arch. f. Min. CMr. 1933, March, 525 ; 
5 Guy's Hosp . Rep. 1933, April, 233 ; 6 Amer. Jour. Surg. 1933, April, 122; 7 Arch. f. 
Min. Chir. 1933, July, 357 ; 6 Amer. Jour. Surg. 1932, Oct., 94 ; & Ann. of Surg. 1932, 
Oct., 551 ; l°Amer. Jour. Surg. 1932, Dec., 514; ll Rrit. Jour. Surg. 1932, July, 55; 
izjour. Amer. Med. Assoc. 1933, June, 1741. 

HICCUP. Robert Hutchison , M.D. , F.R.C.P . 

This subject was fully dealt with in the Medical Annual for 1930 (p. 284). 
Charles W. Mayo 1 believes that many of the cases of post-operative hiccup 
there described are really identical with epidemic hiccup, and that both kinds 
are due to a specific streptococcus (Streptococcus singultus ) isolated by Rosenow. 
As the majority of post-operative eases follow operations on the bladder, and 
as he has seen prolonged hiccup after simple prostatic massage, he is of opinion 
that the primary localization of the organism is often in the prostate. Both 
the epidemic and the post-operative cases run an average course of about nine 
and a half days. Specific treatment consists in the administration of Enceph- 
alitic Antibody Globulin Solution , the patient being first tested for hyper- 
sensitiveness to horse serum. From 2 to 5 c.c. of the solution should be given 
intramuscularly twice or thrice daily for two to three days. In most instances 
the hiccup is controlled in one to four hours after the first dose. In addition 
to specific treatment symptomatic measures are also adopted. These consist in 
the administration of Sedatives and Analgesics of various sorts. The 
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inhalation of CO., and Oxygen for spells of fifteen minutes is also helpful, or 
Self-anaesthesia 'by ether or chloroform carried out by the patient whilst 
in a sitting position and without an arm-rest may give relief. 

In eases following gastric operations the cause is usually either chemical 
irritation of the stomach or acute distension of it. In these circumstances 
Gastric Lavage and the use of Alkalis and Carminatives with mild 
laxatives is to be recommended. 

If other measures have failed, and the hiccup has lasted for weeks, Phreni- 
clasls is indicated, or, in still more prolonged cases, Phrenic Avulsion , but 
such measures should not be lightly adopted. 

Reference. — \Surg. Gynecol, and Obst. 1932, Dec., 700. 

HODGKIN’S DISEASE. Stanley Davidson, M.D., F.R.C.P.E. 

In last year’s Medical Annual (p. 228) reference was made to the Rose 
Research on Lymphadenoma, by M. H. Gordon, in which a specific infective 
agent was obtained from lymphadenomatous glands. Further researches 1 
indicate that the agent is a virus resembling those found in trench fever and 
hog cholera, which have thermostabile properties. The virus produces an 
encephalitis in guinea-pigs and rabbits, and a neutralizing antibody in the 
serum from an immune animal has been established. 

€. E. Van Rooyen 2 has repeated Gordon’s work and confirmed it. The 
author lays particular stress on the value of animal inoculation as a laboratory 
aid for the diagnosis of Hodgkin’s disease, since lymphosarcomatous , leukaemic, 
and tuberculous tissues fail to produce a specific encephalitis when injected 
into the brains of rabbits. [The reviewer has sent glands from various types 
of eases to Dr. Van Rooyen, and can confirm the value of this biological 
test.- — S. D.] 

References.' — l Brit. Med . Jour. 1933, i, 641 ; 2 Ibid. 644. 

HOOKWORM DISEASE. (See Ankylostomiasis.) 

HYDROCELE. (See Testis, etc., Surgery of.) 

HYPERPXESIS , THE HEART IN. (See Heart Disease.) 
HYPERTHYROIDISM. (See Thyroid.) 

HYPNOTIC DRUGS. (See Insomnia.) 

HYPOGLYCiEMIA. TV. Langdon Brown , MJ). } F.R.C.P. 

As shown in recent volumes of the Medical Annual, the subject of hyper- 
insulinism is now receiving much attention. As might be expected, such a 
condition w T as not generally recognized clinically until hypoglycaemia had been 
evoked by insulin. The biological fact was known to laboratory workers and 
had been observed in Addison’s disease and pituitary tumour, but it was not 
appreciated as a symptom- complex. During 1983 two critical reviews of the 
whole subject appeared, one by G. M. Waueliope, 1 the other by C. Sippe and 
J. Bostock, 2 from which the following account has been largely drawn. 

Blood-sugar is normally at a lower level in children than in adults, and in 
adults than in the aged. Taking the normal fasting blood-sugar at 100 mgrm,, 
symptoms of hypoglycasmia begin to appear at about 80 mgrm., they become 
severe at 50 or 45, and death may occur with a level of about 25 mgrm. The 
symptoms are protean, but affect the nervous system chiefly ; vegetative, 
bid bo-pontine, cortieo-spinal, and thalamic portions may all be affected, and 
usually in that order. But psychic phenomena, such as terrors and rage in 
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children, and symptoms resembling acute alcoholism in adults, may occur 
early. Since caffeine will prevent the symptoms without checking the fall 
of blood-sugar it appears that there is also an insulin intoxication acting on 
the nervous tissues. Two other striking symptoms may occur — hunger pain 
and angina pectoris. Sippe has reported five cases of hvpoglycaemic angina, 
and the reviewer has met with one striking example of an over-dieted diabetic 
whose anginal attacks entirely ceased on giving him more carbohydrate. With 
the administration of sugar and the return of the blood-sugar to normal all 
symptoms swiftly and dramatically disappear ; usually when the patient 
recovers he is perfectly well. 

Hypoglycaemia with its attendant train of symptoms is to be regarded in 
the light of a metabolic disturbance due to many causes, just as is pyrexia. 
Quite apart from insulin therapy, its spontaneous occurrence is by no means 
rare. In a large series of cases met with in general practice, Sippe found 
0*47 per cent cases of hypoglycaemia as against 0*51 per cent of diabetes. Most 
of the individuals who developed hypoglycaemia in later life had suffered from 
acidosis or cyclical vomiting in childhood. Cammidge and Howard have shown 
that the hypoglyeaemic tendency is transmitted as a Mendelian recessive 
character. 

It is known that the ingestion of dextrose excites a reflex secretion of insulin, 
and M. Labbe with others 3 have described a type of hypoglycaemia occurring 
after food. In such individuals the blood-sugar fell within five to fifteen 
minutes after taking dextrose, the curve returning to normal within half an 
hour. Sippe and Bostoek have not found migraine so commonly associated 
with hypoglycaemia as Cammidge did, but the reviewer has been much struck 
with the relief frequently afforded in migraine by dextrose. Incomplete fat 
metabolism in childhood may excite a relative hypoglycaemia because of the 
increased need for easily assimilable carbohydrate in order to oxidize the fats. 
Thus again are cyclical vomiting and hypoglycaemia correlated. 

Wauchope classifies the causes of hypoglycaemia thus : (1) Excess of insulin 
from therapeutic injections, tumours or hyperplasia of the pancreas, or func- 
tional hyperinsulinism ; (2) Lack of opposing secretions — disease of the adrenals, 
pituitary tumours, myxoedema ; (3) Lack of glycogen from hepatic disease, 
renal diabetes, lactation, excessive exercise, starvation ; (4) Interference with 
regulating centre — pontine disease, overaction of the vagus. The following 
instances culled from the literature of the year illustrate these conclusions. 

Pancreatic Tumours. — W. G. Barnard 4 reports a fatal case of adenoma of 
the islets in a woman of 40. R. McD. Gairns and S. E. Tanner 5 report a case 
of attacks of mental confusion and unconsciousness in a woman of 52 whose 
blood-sugar ' was as low as 0*041 per cent. In spite of intravenous dextrose 
and pituitrin it fell to 0*029 per cent and the patient died. A pancreatic 
tumour composed of islet tissue was found. C. L. Derrick and others 6 report 
a similar case in a woman of 57, who was however cured by operation. An 
adenoma of rather large islet cells was removed, and an extract of this tumour 
was found actively to reduce blood-sugar in a rabbit. 

Pancreatic Hypoplasia and Hepatic Disease. — Hal Winans 7 reports a ease 
of hypoglyeaemic convulsions associated with hypoplasia of the pancreas. He 
refers to a disturbance between the external and internal secretions of the 
pancreas, but the explanation is not convincing, though in the present state 
of our knowledge a better one is not forthcoming. 

P. J. Cammidge and E. P. Poulton, however, in commenting on a case which 
W. J. Griffiths and O. L. V. de Wesselow 8 labelled dysinsulinism, point out 
that all the biochemical changes are found in rabbits whose livers have been 
poisoned by phosphorus or hydrazine phosphate. Hepatic deficiency leading 
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to interference with the glycogenic function of the liver may 'therefore be 
a cause of hypoglycemic attacks, and this origin is further suggested by the 
fact that in the case under review adrenalin did not raise the blood-sugar* 
Since it usually does so by drawing on the glycogen stored in the liver, we can 
understand why this should fail to occur if the liver is sufficiently damaged. 
Hyperinsulinism is not the sole cause of spontaneous hypoglycemia. 

Lack of Opposing Secretions . — A. S. Petterson 9 reported a hypoglycemia of 
25 rngTiii. in a patient suffering from atrophy of the adrenals and thyroid with 
enlargement of the pancreas. J. Rabinoviteh and F. W. Barden 10 report a 
ease of hypoglycemia associated with destruction of the adrenal medulla by 
lymphocytic infiltration. There was also a nodule of chronic pancreatitis, 
but no neoplasm. 

Lack of Glycogen . — S. P. Goodhart and J. Lander 11 report tw r o eases of severe 
nervous symptoms due to spontaneous hypoglyeaemia relieved by carefully 
regulating the carbohydrate intake. 

Rei’eren'ces. — l Qaart. Jour. Med . 1933, Jan., 117; ~Med. Jour, of Australia, 1933, 
Feb. 18, 208 ; 3 Presse mid. 1932, June 4, 885 ; 4 Jour. Pathol, and Bacterial, 1932, Nov., 
929; sBrit. died. Jour . 1933, i, 8; *New Eng. Jour . Med. 1933, Feb. 9, 293 ; 7 Amer. 
Jour. Med. Sci. 1933, April, 500 ; » Lancet , 1933, i, 519; 9 Acta Med. Stand. 1928, Ixix, 
232 ; lti Amer.Jour. Med. Sci. 1932, Oct., 494; 11 Med. Jour, and Record, 1932, Oct. 19, 809. 

HYPOTHYROIDISM, (See Thyroid.) 

ICHTHYOSIS, A. M. H. Gray , M.D., F.R.C.P., F.R.C.S. 

A. Cedercreutz 1 claims considerable success in treating cases of ichthyosis 
with Magnesia , both internally and externally. His attention was called to 
this treatment by a cure reported by Lacassagne, Liegois, and Friess of a man, 
aged 22, with keratosis palmare et plantare. This patient was given 0-4 grm. 
of calcined magnesia daily by the mouth, and after three weeks’ treatment the 
hands appeared to be normal ; there was no return of the trouble during a 
month without treatment. Later Carle reported a similar case with equally 
good results, but he combined a magnesia ointment with internal treatment. 
Cederereutz has treated five eases of ichthyosis serpentina, two severe and 
three mild cases, with from 0-1 to 0*2 grm. calcined magnesia daily by the . 
mouth, combined with the application of 10 to 30 per cent magnesia in vaseline 
externally. The results obtained have been very striking. 

Reference. — l Miinch. med - Woch . 1933, Jan. 27, 149. 

ILEUS. (See Duodenal Ileus ; Intestines, Surgical Diseases of.) 

IMPETIGO CONTAGIOSA. (See Skin, Pyogenic Infections of.) 

INDUSTRIAL POISONING. (See Toxicology.)' 

INFANCY, DISEASES OF , (See Anemia in Childhood ; Diarrhoea and 
Vomiting in Infants; Newborn, Diseases of; Premature Infants.) 

INFANTS, PREMATURE. (See Premature Infants.) 

INFANTS, TRANSFUSION OF BLOOD IN. (See Blood Transfusion.) 

INFLUENZA. . J. D. Rolleston , M.D., F.R.C.P . 

Lpidemiology. According to the Report issued by the Health Section 
ot the League of Nations 1 the influenza epidemic of the winter 1932-3 com- 
menced in the United States in the beginning of December, swept the country 
from west to east, and reached its peak in the Eastern States during the second 
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week in January. In the middle of December the epidemic began to appear 
in the northern towns of England, spreading towards the south and east, and 
reaching its height in London in the first week in February. On the continent 
of Europe the incidence of the disease was only severe in Germany, France, 
Switzerland, and Spain, but the general death-rate was not greatly affected 
in any country but in England, in which the epidemic was one of the most 
widespread observed since 1919 and was as serious as those of 1922 and 1927. 
On the whole the epidemic of 1932-3, though more important than those of 
the tw r o previous winters, was not so severe as that of the winter of 1928-9 
(see Medical Annual, 1930, p. 289). On the other hand, in England and 
Germany it was more serious than the epidemic of the winter ' of 1926-7 
(Ibid., 1928, p. 237). 

N. J. Burden 2 gives the following description of the epidemiological charac- 
teristics of influenza : great explosiveness of the disease, rapid increase in the 
number of cases reaching a peak in two or three weeks and gradually fading 
in the same length of time ; rapidity with which the disease spreads from place 
to place ; high morbidity with low mortality ; independence of weather and 
season ; increased death-rate among young adults ; and recurrence of epidemics. 
Localized attacks of an acute febrile disease resembling epidemic influenza 
occur every year during the winter, and are probably due to a milder strain of 
the influenza virus than that which causes the epidemic type. Burden reports 
a typical outbreak of this seasonal influenza which affected 149 students aged 
from 17 to 27, and resembled epidemic influenza in its explosiveness and dis- 
persiveness, high incidence among young adults, sudden onset and short 
duration, general symptoms, leueopenia, and the frequency of atypical broncho- 
pneumonia as a complication. 

Bacteriology. — Wilson Smith, €. H. Andrew r es, and P. P. Laidlaw 3 , of the 
National Institute for Medical Research, after unsuccessful attempts to infect 
many different species of laboratory animals, succeeded in transmitting the 
disease to ferrets. Throat washings obtained from influenza patients as early 
as possible after the onset of definite symptoms were filtered through a mem- 
brane impermeable to bacteria, and the filtrate, which was found to be bacterio- 
logieally sterile, was inoculated into ferrets both subcutaneously and by nasal 
instillation. Three days after infection the animals developed nasal catarrh 
and fever, and various systemic disturbances which subsided in a few days. 
The disease was frequently transmitted by placing a normal ferret in the same 
cage as a sick one for twenty-four hours. Throat washings from four human 
subjects not suffering from influenza w r ere non-infective, as were also the nasal 
secretions of a man with a severe common cold. Serum from human convales- 
cents from influenza as well as from ferrets which had recovered from the 
experimental disease was found in a high percentage of eases to neutralize 
strong emulsions of the throat washings, whereas normal ferret serum had 
no such power. The writers also found that the virus of severe influenza 
described by Shope in 1931 and 1932 caused a disease in ferrets indistinguishable 
from that produced by virus of human origin. They conclude that epidemic 
influenza in man is caused primarily by a virus infection, and that in certain 
cases this infection facilitates the invasion of the body by visible bacteria 
producing various complications. 

Symptoms and Complications. — W. Needles, 4 who records an illustrative 
case, states that while influenzal meningitis is by no means an uncommon 
disease, recovery therefrom is decidedly rare, only 25 examples having hitherto 
been recorded. The prognosis is better in adults than in children. The general 
consensus of opinion is that the causal organism is of the same type as that 
originally described by Pfeiffer. According to Neal and Rivers influenzal 
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meningitis is not at all related to epidemic* influenza, as is shown by the lact 
that during the epidemic of 1918 there was no increase in the number of eases 
of influenzal meningitis. In a large number of eases influenzal meningitis may 
exist as a primary disease, as is shown by the fact that of 71 cases which came 
to autopsy 29 failed to show any source of the infection elsewhere in the body. 
Needles's "patient was a man, aged 29, admitted to hospital with symptoms 
of meningitis. The Pfeiffer bacillus was cultivated from the cloudy cerebro- 
spinal fluid. Treatment consisted in repeated lumbar Punctures, and 
recovery took place. A recurrence of the meningeal syndrome occurred a 
month after his discharge from hospital, but the turbid cerebrospinal fluid 
on this occasion was sterile, and rapid recovery ensued. 

p. A. Heeres and L. Hosier 5 found that in 68 uncomplicated cases of epidemic 
influenza the sedimentation rate was normal. Scarcity of eosinophils and 
a relative lymphocytosis were also fairly constant in uncomplicated cases. 

References. — *Epid. Rep. Health Sect. League of Nat. 1933, 123 ; Aimer. Jour. 
Med. Set. 1933, exxxvi, 52; 3 Lancet , 1933, ii, 66; 4 Jour. Amer . Med. Assoc. 1932, 
xeix, 1342 ; 5 Nederl, Tijds . v. Qeneesh. 1932, Nov. 12, 5234. 

INFRA-RED RAYS ASfB PERSONAL COMFORT. 

G. E. Oates , M.D., M.R.C.P . , D.P.H. 

Much light has been thrown in recent years on the sensations of discomfort 
arising in living rooms when overcrowded or artificially heated. It was first 
pointed out by L. Hill, and it is now universally accepted, that beyond 
anything else the unpleasant sensations experienced in the so-called vitiated 
atmosphere of a crowded room are dependent on heat stagnation. The air 
in contact with the skin and entangled in the interstices of the clothing becomes 
wanned and saturated with moisture. In order to obtain relief it is necessary 
to keep down the saturation of the air in contact with the body, and it then 
becomes possible for the heat-regulating mechanism of the body to function 
properly. The admission of a stream of air from outside is effective but by 
no means essential. It may be sufficient merely to agitate the air of the room 
by means of electric fans. 

L. Hill 1 now describes another factor in causing discomfort indoors- that is, 

.the quality of the infra-red rays given off by the means of artificial heating 
and their effect on the naked parts of the skin. He states that the feeling of 
dryness and the unpleasant quality of heat is often due to the direct action 
of irradiation on the skin, stuffiness of the nose due to a reflex congestion of 
the nasal mucous membranes resulting from the action of the rays on the 
cutaneous nerves. This reflex effect is pronounced in some persons with a 
deflected septum or with a chronic catarrhal and congested state of the nose. 
It can be made evident to most of those who have widely open noses by 
means of a screw nose-clip, adjusted to narrow the air-way until the breathing 
is only just adequate in cool air, for example, by an open window. Exposure 
of the face to a dull red or dark source of heat then makes the breathing 
difficult, while screening at once gives relief. Cool air from an open window 
or fan antagonizes this ‘nose-closing’ effect. Cooling of the irradiated skin 
by the approximation of a cold surface likewise stops the reflex ; so does wetting 
the skin with water. The reflex is not provoked from the skin when this is 
wet with sweat. 

Most remarkable is the fact that the nose-closing reflex set up by a black- 
ened radiator or a dull red electric fire is antagonized by the shorter infra-red 
rays from an incandescent source such as a hot coal fire, an incandescent gas 
or electric burner, or a glowing modern gas fire fitted with ‘beam 5 radiants. 
In order to demonstrate this it is sufficient to stand in front of a dull red 
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electric fire, when nasal congestion and a prickling, burning sensation from 
the heat on the face will probably be felt. Immediate relief is experienced 
on bringing an electric lamp on a flex close to the face, although the actual 
amount of energy falling on the skin is increased. The custom of putting 
a trough of water in front of a stove or old-fashioned gas fire now receives a 
scientific explanation. The trough does not humidify the air of the room to 
any extent, but it produces a screen of aqueous vapour sufficient to lessen the 
nose-closing heat rays and remove their nose-closing effect. The trough acts only 
so long as it lies between the fire and the skin ; if put to one side it is useless. 

The most valuable conclusion to be drawn from these researches is that air, 
preferably cool air from outside, should circulate through rooms where there 
are sources of dull red or dark heat. It is also important that the heating 
elements of gas or electric fires should be brightly incandescent. 

Reference. — *Brit. Med. Jour. 1933, i, 1096. 

INJURY AND NERVOUS DISEASE. 

Macdonald Oritchley , M.D., P.R.C.P. 

The relationship of trauma to nervous or mental disease constitutes to-day 
one of the commonest problems in practice. Medico-legal work demonstrates 
the frequent association in time between injury and the development of nervous 
disease ; the law goes further and presses the reluctant practitioner for Ms 
opinion on the precise etiological relationship. Fraudulent or exaggerated 
histories ; imperfect recollections ; the bias of chagrin, resentment, and sense 
of injustice ; and suggestion at the hands of relatives or advisers doubtless 
rule out a number of cases where close relationship between injury and nerve 
disease appears to exist. Perhaps this is especially true in compensation cases 
or where the responsibility for the accident may be laid to the charge of 
negligence. There remains, however, a considerable number of cases where 
trauma — including injuries sustained at games or sport — has been followed 
closely and unquestionably by the initial symptoms of a severe and often 
progressive nervous disorder. The injury itself is very variable in nature. It 
need not necessarily be severe, as evidenced by wartime experience, and indeed 
it is often relatively trivial. In perhaps the majority of eases the central 
nervous system is directly attacked by way of injuries of the head or spinal 
column. Concussion , has occurred in a large number of eases. Less frequently 
the limbs and trunk are the seat of injury. Penetrating flesh wounds are not 
common, and a history of bony fracture is frequently unobtainable. , In 
addition to the effects of direct physical violence, the role of electrical shock 
must be realized as an increasingly common cause of nervous invalidism. 
Much rarer accidents include temporary asphyxiation from gassing and partial 
drowning or hanging, lightning-stroke, exposure to extremes of heat or cold, 
abrupt changes in altitude, in aerial descents, and sudden alterations in 
atmospheric pressure. The attitude of the profession towards such eases is 
widely divergent. In attempting to clarify the problem somewhat, one may 
divide the clinical material into certain groups depending upon our present 
conceptions as to etiology. 

1. We may first recognize those cases where nervous disease has been the 
direct effect of nerve injury, and where trauma is the sole etiological factor 
recognizable. Here belong the cranial nerve palsies after fracture of the skull, 
the hemiplegias from gross cerebral destruction, the 4 post-concussional syn- 
dromes’, and the post-traumatic pyschoses. Many cases of epilepsy belong 
here. One may also include the special nerve complications of electrical 
injuries (spinal atrophic palsies, electro-traumatic encephalo-myeloses) as well 
as the keraunoparalysis which follows lightning (M. Oritchley 1 ). 
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2. In a separate* group are placed neurological disorders of known causation 
which have clinically dated from the accident. This class includes those cases 
of cerebral and spinal tumour, tabes dorsalis, and general paralysis of the 
insane where symptoms have closely followed the time of the accident. 
Although trauma cannot be regarded as the sole and direct cause of the sym- 
ptoms in such cases, since the nature of the disorder — neoplastic or spirochretal 
— is known, it must be remembered that every detail of etiology is not yet 
necessarily understood. 

3. Recognized neurological affections, of unknown nature or causation, 
may at times appear and develop shortly after the accident. Here belong 
cases of progressive muscular atrophy and amyotrophic lateral sclerosis "which 
follow trauma not infrequently, commencing in the injured segment of the 
body in a manner foreign to the 4 typical’ idiopathic varieties. Cases of dis- 
seminated sclerosis may also be included here, although the disease is usually 
regarded as an infective one, on evidence which is not altogether convincing. 

4. Lastly we may group syndromes of diverse causation, among -which 
trauma may occasionally be demonstrable. Chorea following injury may be 
cited here. The interesting cases of post-traumatic Parkinsonism, described 
in greater detail in the Medical Annual for 1932 (p.348), may also be included. 

W. Harris 2 in a Savill Oration lias re-opened this important question of 
trauma and nervous disease. Pie quotes a series of cases from his own practice 
where organic neurological affections have appeared shortly after injury. Most 
of his cases would belong to the second and third groups mentioned above. 
The author is of opinion that trauma is at times a very important precipitating 
factor in nerve disease, even when the causative process is understood (e.g., 
Spirochceta pallida , neoplasia). Whether symptoms would have arisen later 
In the absence of accident it is of course impossible to affirm, and equally 
impossible to deny. When nervous disease of obscure nature and pathology 
develops after injury (e.g., progressive muscular atrophy), the trauma at least 
cannot be excluded as a factor, since the etiology is completely unknown. 
Haras’s expression of opinion may be quoted verbatim : — 

4 4 Until we know more and have accurate knowledge of the pathological 
processes underlying such diseases as progressive muscular atrophy and dis- 
seminated sclerosis, we have no right to deny the etiological factor of trauma 
when the history of the case shows a close time relation between the injury and 
the onset of the symptoms. . . . My own view is that when symptoms develop 
directly after an injury in a previously healthy individual we have no right what- 
ever to assume that the injury has no causal connection with the development 
of the disease. In such case we should be assuming a supernatural knowledge, 
which is not yet vouchsafed even to the writers of articles in text-books.” 

References. — 1 Bristol Med.-Chir . Jour. 1932, xlix, 285: 2 Brit . Med. Jour. 1933, 
Nov, *25. 

INSANITY, (See also Mental Disorders ; Psychotherapy.) 

INSANITY, SUDDEN. II. Devine , M.D., F.R.C.P. 

E. Miller 1 points out that the subject of sudden insanity or acute psychosis 
Is of importance to general medicine because its causes have their roots not 
only in the psychology of the patient but not infrequently in some disturbance 
of a general character, toxic-infective or metabolic. Owing to the sudden 
nature of the onset compared with the insidious occurrence of the average 
mental disorder, the question of diagnosis is rendered difficult because of 
complicated etiology in all cases, even where precipitating factors may soon 
be made clear. 
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Acute Psychoses caused by Infective Conditions. — In some cases of 
sudden psychoses the causal factor may be a toxic-infective condition, the 
nature of which calls for immediate localization. There has been a growing 
appreciation that mental disorders, acute and chronic, may be occasioned 
by septic foci in different parts of the body, which produce toxins or direct 
infective spread to nervous tissues. Septic foci in the teeth and alveoli, 
suppuration in the maxillary antrum, the ethmoid, and sphenoidal sinuses 
have been discovered in many chronic mental disorders. A chronic appen- 
dix, intestinal stasis, and uterine infections have all been found from time 
to time in cases of manic-depressive and schizophrenic psychoses. There 
are times, however, when these chronic infections produce not only slowly 
developing mental changes but sudden disorders of the mental life. In con- 
sidering such cases of sudden onset, the physician must look not necessarily 
for a sudden infective condition, but for some long-standing disorder. Thus 
a chronic focus of infection may be responsible for a sudden and acute psychosis. 
In some cases of acute disorders of the body, infective and metabolic, a sudden 
and severe psychosis may develop, the physical causation of which may be 
overlooked. The diagnosis may appear to be that of a psychological disorder, 
and several days may elapse before the causal physical disturbance shows 
itself, either by classical physical signs or as a result of clinical, pathological, 
and biochemical investigations. The writer cites the following cases which 
illustrate this : A man who had enjoyed perfect health suddenly began to 
express delusory ideas which rapidly passed on to acute delirious mania. He 
had an anxious expression, developed fantastic ideas of a religio-persecutory 
kind, and had to be restrained from injuring himself and others. Subsequently 
his temperature rose and the characteristic signs of lobar pneumonia appeared. 
In another ease, a woman, aged 54, developed ideas of persecution which 
rapidly passed on to a rambling delirium. For about a week before these 
symptoms manifested themselves it had been noticed that she was strange in 
her behaviour. She began to collect rubbish and hide oddments under her 
bed. Subsequently eystoscopic investigation with catheterization of the 
ureter revealed a pelvic infection to which the patient succumbed within a 
week. In a third ease an acute psychosis was found to be due to the omission 
of a patient, the subject of diabetes, to take his meal after giving himself his 
usual dose of insulin. 

A large number of acute psychoses are stimulated by acute infections. During 
the influenza epidemic of 1918-19 there were not only the fulminating infections 
largely pneumonic in character, but many victims who presented acute psychotic 
symptoms. These psychotic symptoms presented the pictures of all the typical 
forms of insanity — from sudden persecutory and homicidal mania to catatonic 
forms of dementia praecox. It was easy in those days to define the causal agent 
in the current of influenza of the time, and when influenza epidemics occur 
it is equally not difficult to place the blame for a sudden insanity upon the 
broad shoulders of influenza. The post-influenzal depressions, sometimes of 
short, sometimes of long duration, belong to this group, and the diagnosis 
should be influenza rather than psychosis except in those cases in which the 
acute infection has disappeared and nothing but mental disorder remains, 
as it were, in its own right. Apart, however, from epidemics, the sporadic 
occurrence of this infection must not be overlooked in searching for causes of 
sudden insanity. 

Acute Psychogenetic Psychoses. — Miller points out that a large group 
of cases of sudden mental aberration sufficiently severe to be classed as insanities 
occur as the result of some change in mental attitude occasioned by a psycho- 
logical or, more precisely, emotional distress. Many young people who in 
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adolescence more or less suddenly present mental disorder are suffering from 
tlie difficulties of adolescence which are produced by the new forces 'which well 
up as a result of sexual maturation. The new balance of the endocrine glands, 
which must be assumed to take place at puberty, is not arrived at with equal 
suavity by all young people. Those who are of a sensitive nature or who have 
stored up in the mind mental conflicts, and who have in addition some abnor- 
mality of the sympathetic system, are the candidates for mental disorder when 
some psychical shock occurs which in the more healthy type is quite inadequate 
to produce disaster. Failure at an examination, loss of a beloved parent or 
friend, an unsatisfied or sometimes purely fantastic love episode, may precipi- 
tate a sudden psychosis. 

Sudden and purely psychological crises of the same character will occur at 

nodal points in the life of people after adolescence. Cases of sudden manic- 

depressive psychosis or schizophrenia may supervene on the eve of marriage, 
and not infrequent cases of pre-nuptial suicide must be regarded as complete 
failure to stand up to the new responsibilities which marriage entails. But 
such sudden ratal-adaptions must be grown upon abnormal soil, in which the 
seeds of mental disorder can be unearthed on careful anamnesis. Sometimes 
the birth of a child to a woman, or the sudden responsibility of paternity in a 
man, may precipitate sudden psychosis. 

Prognosis. — As regards the prognosis in these sudden psychoses : (1) In the 
toxic-infective group it will depend upon the degree of invasion and intoxica- 
tion and the accessibility of the cause to medical and surgical attack ; (2) In 
the purely psychological cases it will depend upon the degree of constitutional 
and hereditary handicap, and the ability the patient has either to face a sub- 
sequent psychological analysis, or a change of environment away from the 
cause of stress and in conformity with his personality. 

Refebexcb. — 1 Practitioner, 1933, March, 316. 

INSOMNIA AND THE USE OF HYPNOTIC DRUGS. 

Bernard Hart , M.D., F.R.C.P. 

It has long been a commonplace that the treatment of insomnia does not 
merely consist in the selection of appropriate drugs, but this precept is still 
frequently honoured rather in the breach than the observance, and its funda- 
mental truth and importance cannot be too much emphasized. Insomnia is 
clearly a symptom in whose causation many diverse factors may play a part, 
and efficient treatment must necessarily depend upon the ascertaining and 
removal of the factors existing in each individual case. The conclusion might 
be drawn from this principle that no scientifically conceived therapy is possible 
until we have a reasonably clear knowledge of the actual mechanism of sleep, 
and that so long as that mechanism is the subject of divergent and very 
unproven hypotheses, only a purely empirical and unsatisfactory treatment 
is possible. Such a conclusion would not be correct, however, because of a 
peculiar circumstance which attaches to the causation of insomnia, and which 
makes Its efficient treatment practicable in spite of our ignorance of the 
machinery of sleep. 

Whatever the nature of this machinery may actually be, it is a fairly accurate 
generalization to say that it is rarely directly affected. In the great majority 
of eases of insomnia the causes are merely obstructive causes, and the mechan- 
ism can be relied upon to come into action if those obstructions are removed. 
Hence the primary aim of treatment must be removal of obstacles, and fortu- 
nately we already have a sufficient knowledge of their nature to make therapy 
both practicable and intelligible. 
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Starting from this point of view, the treatment of insomnia would consist 
in negative and positive methods, the former designed to remove obstructive 
causes, and the latter either directly to produce sleep, or to counteract obstruc- 
tive causes which it would obviously have been better to remove if possible. 
By far the most important positive method available is the use of hypnotic 
drugs, and their potency and value are beyond question. 

These considerations serve to place the employment of hypnotic drags in 
proper perspective. The causes of insomnia are mainly obstructive, and lienee 
the chief aim of treatment must be to remove the obstructions. Drugs are 
generally to be used only as an accessory aid to this chief aim, or in final resort 
as an inferior substitute for removal if, owing to our diagnostic or thera- 
peutic impotence, such removal is impracticable. No doubt there are certain 
states in which the sleep mechanism itself is directly affected by disease, as 
may be the case in some organic cerebral conditions for example, but such 
instances form only a small minority of the whole, and the above principles 
constitute a safe practical guide in the great majority of cases. 

The obstructive causes of insomnia are of many kinds, but the greater 
number tend to converge to a single obstacle, the presence of a state of mental 
or physical unrest hostile to that equanimity which seems to be the most 
essential antecedent condition of sleep. Bearing this in mind, we may now 
proceed to review briefly the factors producing insomnia, and the indications 
for treatment which arise therefrom. It will be convenient to divide these 
factors into physical and psychological. 

Physical Diseases. 

The most important factor here is pain, which, whatever its origin, may 
act as a potent obstructive cause of insomnia. Treatment resolves itself into 
allaying -the pain, and this must be achieved either by dealing directly with 
the primary disease responsible for it, or by the use of Analgesic Drug's,; 
particularly, of course, Opium and its derivatives. 

Various factors other than pain may interfere with sleep in the course of 
physical disease, such as dyspnoea and cough . In all such cases treatment 
is primarily aimed at the removal of the disturbing factor, but hypnotic drugs 
have also frequently to be employed. Both here, and in insomnia arising 
from pain, selection of the drag must be carefully made and with due refer- 
ence to possible adverse effects upon the primary disease processes— for example, 
the depressant action of morphine upon the respiratory centre in certain cases 
of pulmonary disease. 

Finally, in several conditions the physical disease may produce insomnia, 
not merely by obstructing normal sleep, but by direct action on the mechan- 
ism of sleep itself. This may occur in organic brain disease , and perhaps in 
vascular hypertonus . 


Psychological Causes. 

The psychoneuroses form the chief group of cases in which causes of this 
character play a dominant part, but such causes occur in many other conditions, 
and it may be said that psychogenic insomnias exceed all others in frequency 
and importance. The factors concerned may be of many different kinds, but 
the following are perhaps the most common. 

In the first place we have states of anxiety and pre-occupation s which destroy 
the mental equanimity generally required before the sleep process can come 
into action. Such states may arise in the course of various psychoneurotic 
disorders, the anxiety being due to conscious or unconscious mental conflicts, 



Insomnia and Hypnotic Brags 240 


MEDICAL ANNUAL 


or they may be due to worries and stresses associated with everyday life. 
Whatever its origin, the first necessity of treatment is to reduce the anxiety — 
a process which may perhaps require an elaborate psychotherapy, but which 
may often be satisfactorily achieved by simple measures such as discussing 
with the patient the source of the mental unrest, getting it into better 
perspective, and arriving at some means of dealing with the disturbing 
situation. 

There is one form of pre-occupation which is a potent cause of insomnia, 
and that is pre-occupation with the function of sleep itself. The patient is 
fearful lest lack of sleep should produce some disastrous result, particularly 
insanity, and he goes to bed with his mind anxiously concentrated on the 
paramount necessity of achieving sleep — a state which is peculiarly liable to 
perpetuate insomnia. For it must be remembered that normal sleep does not 
arise as a result of will -and effort, but by establishing a state of equanimity, 
and the substitution of diffuse and unsustained thinking for the directive 
thinking accompanying our daily activities. The endeavour to achieve sleep 
by will and effort most surely defeats its own object. Simple psychothera- 
peutic measures are often remarkably effective in dealing with this factor. 
The patient must be reassured about his fears, and particularly made to 
understand that there is no risk whatever of the sinister consequences he has 
envisaged. He should be told that natural sleep will inevitably supervene 
long before any danger-point is reached, and that the amount of sleep he is 
actually getting, though doubtless insufficient for comfort, is more than ade- 
quate for absolute necessities. This last reassurance will sometimes act like 
a charm, and immediately result in an excellent night’s sleep. 

In certain eases more subtle psychological factors may be playing a part; 
A patient may be afraid to go to sleep because of the frequent occurrence of 
terrifying dreams . Again, insomnia has a place in the long list of hysterical 
symptoms which have an unconscious motivation. It may serve to keep the 
patient in the centre of the stage, to obtain continuous care and attention 
from a married partner whose interest is felt to be a desperate need, or to 
preserve a position of dependence and freedom from the responsibilities of 
adapting to life. Cases of this kind belong to the psychoneuroses, and require 
the special investigation and treatment demanded by these conditions. 

The last factor which requires mention here is habit— a process obviously 
of great importance in our topic, ^whether it be conceived as acting through 
psychological or physiological channels. While habit cannot be a primary 
cause of insomnia it may play a prominent part in maintaining the condition, 
and just as it is largely responsible for the fact that we normally go to sleep 
when we go to bed, so it may be largely responsible for the fact that we do 
not go to sleep when once the normal sequence has been broken. It is particu- 
larly here that positive aids, such as drugs, have to be temporarily employed 
in order to re-establish the broken sequence. 

Hypnotic Drugs. 

The number of available hypnotic drugs is very large, and is constantly 
being increased by the placing on the market of new synthetic preparations, 
most of which belong to the barbitone group. A detailed and comprehensive 
description is of course impossible here, but it will be helpful to have a rough 
classification before us, based partly on chemical and partly on clinical grounds. 
From this practical point of view, three groups call for .special mention. The 
first includes the bromides and chloral, the second paraldehyde, and the third 
is the barbitone group, which comprises veronal, medinal, luminal, and a 
rapidly increasing number of allied preparations . 1 
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The Bromides and Chloral. — The value of the bromides in the treatment 
of insomnia is a matter of dispute, but much of this divergence of opinion is 
due to a failure to discriminate between cases which are suitable for their 
employment and eases which are not. In the insomnia of acute mental 
disorder, for example, they are almost entirely useless, but in eases where a 
mild sedative is required to damp down a constant nervous restlessness which 
inhibits sleep they may fulfil this aim very satisfactorily. Combined with 
chloral they have a much greater potency and applicability, and such a com- 
bination is useful even in psychotic insomnias so long as no marked degree of 
excitement exists. 

Paraldehyde is a most valuable drug. It is effective and reliable, and it is 
rapid in its action, sleep often being produced within a few minutes. It has 
no depressing effect on circulation or respiration, and a paraldehyde habit, 
though known, is of very rare occurrence. Almost its only defects are its 
unpleasant taste and odour ; these cannot be effectively concealed by pre- 
scribing flavouring agents, and they are irritatingly prolonged by the fact that 
paraldehyde is excreted by the breath. Further, its action is short-lived, and 
it is hence useless in cases where prolongation of sleep rather than speedy 
induction is required. 

Barbitone Group. — The best-known members of this group are Veronal 
and Medinal, both of which, although less rapid in action than paraldehyde, 
produce a more prolonged effect. 

Amongst hypnotic drugs not belonging to the above groups mention may 
he made of Sulphonal, which, although undoubtedly useful, requires special 
care in administration ; and Hyo seine, which is rarely to be recommended 
except for emergency use in psychiatric practice. Opium and Morphine 
should only be employed where insomnia is due to pain, and then only with 
special precautions. 

Dangers of Hypnotic Drugs . — There is considerable diversity of opinion as 
to the dangers attending the use of these drugs, particularly those belonging 
to the barbitone group. It is alleged, on the one hand, that they may produce 
toxic effects of a serious character, and that they tend to the formation of 
habits, so that patients become increasingly dependent upon them. On the 
other hand, it is held that neither of these defects constitutes a grave risk, 
and that hypnotics can be continued over long periods with impunity. The. 
truth probably lies between these extreme positions. Toxic effects can cer- 
tainly be produced by prolonged administration of barbitone drugs, unless 
they are used with suitable precautions, because if excretory processes are 
defective they may accumulate and hence lead to serious results. Again, 
habit-formation may undoubtedly occur, but such a misfortune can generally 
be guarded against by insisting on proper safeguards, particularly by with- 
holding from the patient all knowledge of the name and dose of the drag he 
is taking, and ensuring that it is given under continuous medical supervision 
in the manner described below. 

The widespread fear that the use of ‘drugs’ for insomnia may lead to an 
ineradicable habit often introduces a very real difficulty in treatment. The 
patient will sometimes fight strenuously to do without the drag, and attach 
to it the same kind of apprehension which he has developed about the expected 
effects of loss of sleep. He feels that he is between Scylla and Charybdis, 
and a state of anxiety arises which is likely to render nugatory all attempts 
at treatment. It is therefore very necessary, whenever the employment of 
a hypnotic has been decided upon, that the patient should be reassured about 
his fears. 

' 16 
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General Principles of Treatment. 

In the light of the considerations which have been adduced above it is 
evident that the first step in any individual case is to form an opinion as to 
the factors which are responsible for the insomnia. If it is decided that these 
factors are mainly psychological, appropriate treatment must be devised. The 
source of anxiety must be traced, and measures taken to relieve it. This 
may merely necessitate a eommonsense discussion of the internal and external 
difficulties confronting the patient, particular attention being paid to those 
preoccupations centred round the feared effects of insomnia, whose importance 
and treatment have already been described. When the insomnia is one aspect 
of a developed psycho neurosis , more elaborate psychological investigation and 
treatment may be required, and the line of attack must be that appropriate 
to the particular disorder present. 

In cases such as these, where the main causes of the insomnia lie in ob- 
structive psychological factors, treatment should clearly consist essentially in 
the removal of those factors. To shirk this necessary task, and to bludgeon 
the patient into sleep by the use of drugs without attempting to deal with the 
primary causes, is a method of treatment at once clumsy and pernicious. This 
does not mean, however, that drugs should not be employed in insomnias of 
undoubtedly psychogenic origin. On the contrary they may be helpful, and 
sometimes indispensable, provided that they are regarded as secondary agents. 
In psychogenic cases there arc two conditions in particular which call for the 
use of drugs. The anxiety state may be so marked, and so greatly increased 
by the persistent insomnia, that it is impracticable to proceed with psycho- 
therapeutic measures unless sleep and some degree of resultant tranquillity 
are first obtained. Here a preliminary course of hypnotic drugs is often 
essential. Secondly, the factor of habit may have attained such a sway that 
removal of psychological obstructions is not sufficient, and direct measures 
to break the habit must be instituted. Here again drugs are temporarily 
required, carefully administered with a view to re-establishing the habit of 
sleep. It may be added that, in the insomnia so common in acute mental 
disorder, psychotherapy is generally inapplicable, and drugs must of necessity 
'be employed. 

If the primary cause of the insomnia is not psychological, but due to a 
physical disease giving rise to pain, dyspnoea, or other sleep-inhibiting process, 
treatment must of course be directed to the removal of these conditions by 
appropriate means. Direct induction of sleep by hypnotic drugs is often 
required, and opium and its derivatives may be of the greatest value. It is 
to be noted that the use of these latter preparations should as a general rule 
be exclusively limited to the group now under consideration. 

When the use of any hypnotic drag has been decided upon, there are cer- 
tain principles which should govern its selection and mode of administration. 
These are based upon a number of considerations, both physiological and 
psychological. In the first place the drags available differ in their speed of 
action, duration of their effect, and suitability for various ages and physical 
states. All these properties must be taken into account in the selection of an 
appropriate drag. It is, for example, useless to prescribe a drug with a rapid 
action but with limited duration of effect, such as paraldehyde, in eases where 
the patient falls to sleep naturally but tends to wake after two or three hours. 
In the second place, various psychological factors have to be constantly borne 
in mind. The onset of sleep is greatly influenced by suggestion. If, for 
example, the patient knows that he is taking a drag, this knowledge will of 
itself help to bring about sleep. Correspondingly, if he knows that the drag 
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he lias been taking is now to be discontinued or reduced in dose, lie will he 
fearful of a bad night, and the anticipation will itself produce the dreaded 
result. Finally, we have to take account of the possible danger of habit- 
formation. 

In view of these various points it is recommended that the patient should 
never know either the name or dose of the drug he is taking, and that it 
should be administered in a form, e.g., a cachet, which will permit of the dose 
being varied without his knowledge. The cachet should be given every night 
as a routine, and not left for the patient to take if he cannot sleep, as this 
latter method will frequently produce states of anxiety and preoccupation 
fatal to the onset of sleep. It is better to commence with a dose sufficiently 
large to produce sleep with reasonable certainty, as failure at this stage will 
introduce unfavourable psychological factors. When satisfactory sleep appears 
to be established, a reduction in dose may be cautiously tried, of course 
unknown to the patient, but the reduction should be made irregularly, so 
that on any particular night the patient may be getting actually more than 
on the preceding night, although the trend is generally downwards. 

Finally, it is usually advisable to vary the drug from time to time when 
prolonged administration proves to be necessary, and two drugs differing in 
their speed of action and duration of effect are often better than one. 
Crichton Miller , 1 for example, recommends that two hours before sleep is 
required a cachet should be given -containing luminal and sugar of milk, and 
just before the normal time of sleep a draught containing Liq. Bromo-Chlor. Co. 
with Ext. Glyeyrrhiz. Liq. The contents of both the cachet and draught can 
be manipulated in the manner described. For further details the reader 
is referred to Miller's book, and also to Gillespie’s monograph , 2 in which the 
problem of insomnia is fully considered in its various aspects. 

References. — 1 Insomnia , 1930, London, Arnold; 2 Sleep and the Treatment of its 
Disorders , 1929, London, Balliere, Tindall & Cox. 

INSURANCE PRACTICE. (See National Health Insurance Practice.) 

INTESTINAL DRAINAGE IN CASES OF OBSTRUCTION. 

Sir IF. I. de C. Wheeler , F.R.C.SJ. 

In an address on the significance of recoil following visceral decompression, 
the reviewer 1 pointed out that when an organ or system is suffering directly 
from pressure effects or indirectly from back pressure, the greater the pressure, 
the more gradual should be its relief. This applies to the distended small 
intestines in eases of acute obstruction. The sudden relief of the distended 
abdomen and the collapse of the intestinal walls, together with the flooding of 
the vascular channels and the fall in blood-pressure, not only increase the 
absorption of the remaining toxic products but also produce a rapid fall in 
blood-pressure and general shock. After the introduction of the enterostomy 
tube, the reviewer has obtained the best results by only permitting a few 
drachms of intestinal contents to escape every couple of hours for the first 
twelve hours. Either a screw clamp is put on the tube so that the contents 
escape drop by drop or a spigot is used as a cork. The spigot is removed every 
couple of hours and a small amount allowed to escape until the patient’s condi- 
tion is considerably improved. Free drainage is then permitted. 

In acute cases the mortality is still notoriously high, and the cause of death 
has given rise to much research and interesting speculation, Wilkie mentioned, 
among other fatal factors, splanchnic paresis and draining of the body fluids 
into the portal area, followed by cerebral anaemia, and toxaemia from the 
absorption of poisonous products from the upper bowel. Reasoning by analogy, 
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tlie former would follow too rapid decompression ; the latter would be aggra- 
vated by back-pressure. 

Looking in retrospect over a number of years, especially since the advantages 
of high jej unostomy have been realized, it is felt that acute cases did best when 
a slow steady drain of intestinal contents could be established through a small 
tube. The worst cases were those in which drainage failed, but often equal 
post-operative anxiety was felt when the distended intestines were emptied 
as completely as possible at the time of operation by the use of a large tube. In 
like manner rapid drainage through a Paul s tube following operation, although 
often regarded as an encouraging omen, may be followed by deplorable results. 

In a ease where a band is divided, or an obstruction can be relieved other- 
wise with simplicity and the intestinal contents gradually evacuated per vias 
naturales, the results are uniformly good. If a small enterostomy tube which 
does not divert the entire flow, but acts in the nature of a safety valve, is inserted 
in the more advanced of the simple cases, the results are equally good. (The 
insertion of this tube is indeed essential in all but the earliest eases.) 

The recoil after the sudden relief of acute intestinal obstruction is of a 
complex nature. The causes of death following operation need further 
elucidation. 

Reference. — 'Canad . M erf . Assoc. Jour. 1931 , xxiv, 3. 

INTESTINAL OCCLUSION, CONGENITAL. 

John Fraser , ChM., F.R.C.S.Ed . 

Congenital intestinal occlusion is discussed by G. K. Smith , 1 and it is an 
indication of the seriousness of the error that, though laparotomy was per- 
formed in each case as soon as symptoms were evident (within thirty-six hours 
of birth), a fatal result ensued. Five eases, all male children, form the basis 
of the record ; two were examples of complete duodenal atresia, while the 
remaining three were examples of partial stenosis in the ileoeaecal region. 

Many hypotheses have been advanced in explanation of the error ,* accord- 
ing to Tandler it depends upon an imperfect canalization of the intestinal 
epithelium, while Bland-Sutton holds that it is due to imperfect union of gut 
segments, and Davis and Poynton ascribe the error to a primary vascular 
sclerosis. Other explanations offered are foetal peritonitis causing bands and 
adhesions, foetal intussusception, hypertrophy of the valvuhe conniventes, 
volvulus at an early stage of intestinal development, and congenital syphilis. 
Recent experimental work supports the truth of Tandler’ s view that the error 
arises as a result of imperfect canalization of the epithelium which at one 
stage of development fills the lumen of the gut. The author of the paper 
under review' believes that the error arises from a disturbance of the neuro- 
muscular balance. 

From the practical standpoint one of the most interesting features of the 
paper is the author’s recommendation that when cases of this type are operated 
upon, not only should anastomosis be completed, but the contracted segment 
of gut should be dilated by some mechanical means. 

Reference. — 'Med. Jour . of Australia, 1932, Dee. 3, 685. 

INTESTINES, SURGICAL DISEASES OF. [See also Colon, Surgery 
of; Duodenal Ileus ; Intestinal Occlusion, Congenital ; Meckel’s 
Diverticulum.) A. Rendle Short , M.D., F.R.C.S . 

Diagnosis of Intestinal Obstruction. — A really valuable method of 
diagnosis has been introduced of late years, and has already been noticed in the 
Medical Annual. If a patient with acute intestinal obstruction is examined 
with the X rays, the patterns of gaseous distension and of horizontal fluid levels 
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give information which we have several times found reliable in otherwise doubt- 
ful eases. A paper appears on the subject by L. Ginzburg, 1 of New York. No 
barium should be given ; the author has seen three cases in which it precipitated 
acute obstruction. The patient is examined recumbent for the gas-pattern, 
and standing for the horizontal fluid levels. If the small intestine is gas- 
filled and shows fluid-levels, and the colon is not gas-filled, the obstruction 
is at or above the caecum. If part of the colon is gas-distended and contains 
fluid-levels, the obstruction is lower down. Post-operative paralytic ileus 
gives a picture which cannot be distinguished from mechanical obstruction. 
We agree, however, with H. J. Paterson 2 that this method should not be 
used if the diagnosis is obvious on clinical grounds. A debate took place at 
the British Medical Association Meeting in July, 1032, at which Sir Henry 
Newland, 3 of Adelaide, emphasized the importance in diagnosis of giving two 
enemata. The first may bring away faeces, the second, if obstruction is present, 
brings away neither faeces nor flatus, and there is no relief of the pain and 
vomiting. A. H. Burgess 4 called attention to the value of abdominal auscul- 
tation, which is too much neglected. Many years ago Greig Smith used to 
contrast the loud gurgling and explosions of obstruction with the 4 deathly 
silence’ of peritonitis. 

Treatment of Post- operative Paralytic Ileus.' — On the same occasion Sir 
Wm. Wheeler 5 described his scheme of treatment for paralytic ileus. He says : 

44 Pew will recommend reopening the abdomen within the first twelve hours 
unless the condition at the time of the recent operation was such as to suggest 
the likelihood of mechanical post-operative obstruction. The next twelve hours 
is marked by therapeutic inactivity. Vomiting prevents the patient taking 
anything by the mouth, and previous stimulating enemata have made the 
rectum intolerant. The patient should be given rest. Beneficent quietude is 
promoted by aspiration of the stomach through a Jutte tube, which may be 
left in situ ; no liquid paraffin or other aperient should be introduced. If the 
pulse-rate has not gone up, and if the tongue remains moist and the material 
aspirated from the stomach is still bile and mucus, there is a likelihood that 
an enema at the end of twenty-four hours will be followed by the passage of 
flatus and intestinal contents. It is taken for granted that during the period 
of anxiety — that is, from the time of the failure of the first aperient and 
enemata — fluids are generously administered. Normal Saline is introduced 
by the drip method into one axilla from a flask above the head of the bed. It 
is absorbed as rapidly as it is introduced. Intravenous injections of 10 per 
cent Glucose solutions are given slowly every four hours. When the intro- 
duction of the needle is found difficult owing to badly defined veins, it is better 
to introduce a cannula and allow the solution to drip by the continuous method 
into the selected vein. Continuous intravenous medication is an immense 
advantage in selected cases. 

44 But if, after the second twelve hours, an enema of turpentine, ammonia, 
or ox bile is ineffectual, immediate operation must be considered. While 
preparations are being made one or more intravenous injections of hypertonic 
salt solution are given slowly ; 500 e.e. of a 6 per cent solution is an average 
quantity and strength, although the strength may be increased to 20 per cent. 
The replacement of the depleted chlorides in the blood sometimes has a dramatic 
effect in producing intestinal peristalsis and in combating the toxaemia associ- 
ated with alkalosis. A copious bowel action may take place during the injection 
when there is no insuperable barrier to the intestinal onflow.” 

He also quotes C. H. Mayo as saying that in such cases he would prefer to 
see a stomach tube hanging round the neck of his surgical intern rather than 
a stethoscope ! 
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Writing on the same subject, Niehol Smith, 6 of Los Angeles, declares that 
jej unostomy and gastric lavage have given place now to the Indwelling 
Duodenal Tube, connected with some form of suction apparatus, -which quickly 
relieves the nausea and vomiting. He also gives a Bacteriophage intra- 
peritoneally. D. Cheever 7 is in favour of opening the abdomen, delivering 
the coils of small intestine outside, introducing a tube therein, and milking 
out the whole contents of the bowel to eliminate toxins. [This is an old 
treatment revived which most of us have abandoned as causing too much 
shock.— -A. R. S.] 

P. C. Potter and R. S. Mueller, 8 of New York, write to the effect that post- 
operative distension can be prevented by injecting six doses of one ampoule 
each of Pituitrin at four-hourly intervals, starting just before the operation 
if under a general anaesthetic, and just after if spinal anaesthesia is used. There 
was no increased peristalsis, and in 200 cases no untoward symptoms were 
produced. P. Caffier, 9 of Berlin, reports favourably on a urethane derivative 
called Prostigmm, which acts on the bowel like physostigmine. It is a 
Hoffmann-La-Roche preparation. 

Treatment of Acute (Mechanical) Intestinal Obstruction. — At the 
BALA, discussion, A. II. Burgess 4 emphasized the importance of knowing before 
opening the abdomen whether the block is in the small gut or the large ; here 
X rays are very useful. In late eases, already much distended and toxic, he 
again advocates blind Csecostomy under a local anaesthetic, if the block is in 
the large intestine. Blind enterostomy for small intestine block is not to be 
advised ; the risk of leaving strangulated small gut in such eases is 60 per cent, 
whereas the risk of leaving strangulated colon is only 1-5 per cent. D. P. I). 
Wilkie 10 reminded the audience of the need for pre-operative treatment, lavage 
of the stomach, and hypertonic saline intravenously. He and Burgess agree 
that spinal anaesthesia is safest, and if there is gangrenous gut he thinks well 
of Anti-gas-gangrene Serum. 

Statistics. — R. M. Vick 11 presents a report on 6892 cases treated at 21 hos- 
pitals (12 London, 8 provincial, 1 Scottish) during the years 1925-30 (Table I). 

This table gives a detailed analysis of the various types of acute intestinal 
obstruction under the main headings and the sub-headings. It shows the 
age incidence of acute obstruction of each type in the first set of columns. 
In the second set it gives the site of the obstruction ; in the third, the 
duration of the disease from the onset to the day of operation ; in the 
fourth, the actual operation performed ; and finally, the survivals and deaths, 
the totals, and the percentage mortality. 

The statistics are compiled from the records of the following hospitals. 
After each hospital is given the name, of the surgeon or registrar responsible for 
collecting the data on which the return is based. The figures in parentheses 
indicate the number of cases at each place. 

St. Bartholomew’s Hospital (305) Mr. Naunton Morgan. 

Charing Cross Hospital (68) Mr. Fitzsimons. 

St. George’s Hospital (161) Mr. Marnkam. 

Guy’s Hospital (207) Mr. Northfield. 

King’s College Hospital (130) Mr. H. J. C. Wood. 

London Hospital (863) Mr. Stanford Howard. 

St. Mary’s Hospital (104) Mr. Porritt. 

Middlesex Hospital (144) Mr. Wiles. 

St. Thomas’s Hospital (384) Mr. Sworn. 

University College Hospital (95) Mr. Flemming. 

Westminster Hospital (66) Mr. Kendall, 

Royal Free Hospital (57) Miss G. Smith. 

Royal Victoria Infirmary, (1019) Mr. G. A. Mason. 

Newcastle -on -Tyne 
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(1011) Mr. Rowbotham. 

(175) Mr, Fauset Welsh. 
(88) Mr. Cosbie Ross. 

(664) Mr, Armitage. 

Mr. Pyrah. 

(295) Mr. Holdswortli. 

(322) Mr. Jackman. 

(176) Mr. S. J. H. Griffiths. 
(558) Mr. Weevil. 


The comparison with the similar statistics prepared by H. S. Souttar 
relating to the years 1020-5 is interesting (see Medical Annual, 1927, 
p. 239). The total mortality in the two periods is just the same, 26*2, 
but there is an improvement in the figures for intussusception and strangu- 
lated hernia. 

Professor W. Anschutz 12 gives a table of results from the Kiel Clinic, as 
follows : — 


Table II. — Statistics of Intestinal Obstruction from the 

Kiel Clinic. 



| Operation first day I 


Total 

Cause op obstruction 





! Oases 

Died 

Cases 

1 Died 


Strangulation by band, etc. . . 

! 

22 

8(36%) 

76 

' 41(53%) 

Volvulus of small gut 

11 

4 (36%) 

34 

: 17 (50%) 

Volvulus of colon . . 

10 

2 (20%) 

33 

: o (27%) 

Intussusception 

43 

4 ( 9%) 
10 (32%) 

83 

! 22 (26%) 

Adhesions 

31 

121 

j 41(33%) 

Obstruction by cancer 

3 

1 

64 

! 33(51%) 

Obstruction by other causes j 

3 

1 

17 

9 (52%) 

Rare, or unknown causes . . ; 

5 

1 

13 

! 

| 7 (53%) 

Total 

128 

31 (24%) 

! 441 

| 179 (40%) 


It will be noted that the figures agree very closely with the English, if the 
external hernias are omitted. 

Volvulus. — After describing eleven cases of volvulus of the pelvic colon at 
Lyons, M. X. Delore and M. A. Bisch 13 discuss the best methods of treatment. 
In toxic cases, or in old patients, they make an Artificial Anus on the twisted 
coil to convert a 4 resection a chaud’ into a 4 resection a froidh When the loop 
is resected, whether as a primary or secondary operation, they do not completely 
close the suture line of the colon in front, but leave in an external drain the 
size of the thumb. The drainage tube is taken out on the eighth day, and the 
orifice will eventually close itself without further operation. 

D. Ligat and T. D. Overend, 14 of Hastings, conclude that recurrent volvulus 
of the pelvic colon is not uncommon, though complete obstruction may not 
develop. It can be demonstrated by the barium enema followed by air 
inflation and skiagraphy. They report 12 eases. In 3 of these the loop was 
resected, with happy results. In the other eases there were repeated attacks 
of pain, distension, and constipation, followed by watery diarrhoea. 

Short-circuiting Intestinal Operations. — According to W. L. Estes and 
€. E. Holm, 15 an Enter© -anastomosis (ileo-ileostomy or ileo-colostomy) to 
short-circuit a mass of intestinal adhesions will only give good results if the 
obstructed coils resume their function. If the obstruction persists, there will 
be ulcerative enteritis and dilatation of the loops, with diarrhoea, visible 
peristalsis, and borborygmi, and resection will be necessary later. 

Tumours of the Small Intestine. — Papers on this subject are contributed 
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by E. D. Kiefer 16 and H. W. Cave . 17 These growths occur at any age ; about 
half are benign and half malignant. Pre-operative diagnosis is seldom made, 
but modern radiological methods help towards a recognition. The. symptoms 
are vomiting, poorly-formed actions of the bowels, malaise, and intermittent 
twinges of pain ; melsena may occur, and the tumour may lead off an intus- 
susception. Sometimes there is a palpable lump. Occult blood is usually to 
be found in the stools. Operative removal is called for. The benign eases do 
well, the malignant ones badly. F. H. Lahey advises that a Short-circuiting 
Anastomosis should be performed before resection is attempted, and perhaps 
also a Jejunostomy. 

Intestinal Anastomosis. — “ The literature on intestinal anastomosis still 
consists largely of descriptions of technique, though it is doubtful if a single 



B 


Figs. 57. — Closure of bowel ends for aseptic lateral anastomosis. Note that end sutures 
pass under clamp. (Figs. 57, 58 by kind permission of the * A merican Journal of Surgery \) 

new principle of operation has been introduced in the last twenty years. 
Writers seem to assume that the high mortality rate which follows the operation 
is due to errors in its performance, such as faulty suturing, failure to preserve 
the blood-supply of the bowel, or the inversion of too wide a flange by the 
stitches. While mistakes of this kind do increase the death-rate, there is good 
reason to believe that they are not the chief cause of it. They have been 
discussed so long and so often that every surgeon is fully aware of them and 
of how they can be avoided. It is probable that the high death-rate is caused 
not so much by how the operation is done, as by when it is done.” Attempts 
at anastomosis in the presence of obstruction or distended bowel are likely to 
lead to bad results, whatever technique is followed. With these remarks, 
made by W. D. Gatch , 18 of Indianapolis, we cordially agree. He proceeds to 
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describe a method of aseptic anastomosis which has given him good results in 
twenty -five eases. He prefers side-to-side unions. The technique is suffici- 
ently *elear from the accompanying diagrams and descriptions (Figs. 57, 58). 
[In our opinion, the weak point about the aseptic or closed methods ot intestinal 
anastomosis is that they depend on the theory that bleeding from the cut ends 
can be safely arrested by crushing clamps, or by the cautery. The theory is 
not true. — A. R. S.] 



Fig. 58.— A s Closed bowel ends overlapped for about 2 in. and united by two posterior 
continuous sutures of silk. The first of these is inserted not far from the mesenteric border ; 
the second just in front of it. It is well at the start to place -interrupted stitches at each end and 
in the middle of the course of the first continuous suture, to facilitate its insertion, to ensure 
its uniform distance from the mesenteric border, and to prevent the making of too long an anasto- 
mosis. The ends of the first suture should be left long. 

When both posterior sutures are in place, the course of future incisions in the bowel is 
marked by light strokes with the cautery. These serve as guides for insertion of the inner row 
of anterior sutures. The cautery marks should be about 1$ in. in length and should extend to 
about ! in. of the sutures closing blind ends of bowel. Double Lembert sutures are inserted 
as shown, beyond tips of cautery marks, to close in the ends of the anastomosis. These are to 
be tied when anterior stitches, shown in B, are tied. 

B, Row ol Lembert sutures inserted across the cautery marks and pulled aside to permit 
burning through bowel along each mark. During this process the entire anastomosis should 
be held up and steadied by traction on the ends of the posterior suture left long for this purpose. 

When cuts in the bowel have been made, the Lembert sutures are tightened quickly and all 
together, after which they are tied. Anastomosis is completed by continuous anterior suture 
of silk which is made to approximate blind ends of bowel to the sides of intestine opposite them, 
so as to cover the sutures used to close the blind ends. This helps to reduce the pockets at 
each end of the anastomosis. 

Non-specific Granuloma of the Bowel. — Under this title J. F. Erdman 
and C. V. Burt , 1 ® of New York, relate several cases of a condition first described 
by Braun in 1909. The paper may serve to throw light on some unexpected 
findings at an exploratory operation. In one of their cases the last two feet 
of the ileum, the caecum, and the ascending colon were greatly thickened so 
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that the lumen was narrowed and the mucosa was ulcerated. All coats shared 
in the inflammation. Occasionally a foreign body has been found embedded 
in the wall. The symptoms are chronic, with fever, colic, vomiting, constipa- 
tion, loss of weight, and a palpable lump. Resection or Short-circuiting 
gives good results. 

References. — 1 Ann. of Surg. 1932, Sept., 368 ; Writ. Med . Jour . 1932, il, 546 ; 
z Ibid., 539 ; Mhid., 542 ; Mbid., 540 ; 8 Amer. Jour. Surg. 1933, Feb., 272 ; 7 New Eng. 
Jour. Med. 1932, Dee., 1125; 8 Ann. of Surg. 1932, Sept., 364; 9 Munch. med. Woch. 
1933, Feb., 176, 219; 10 Brit. Med. Jour. 1932, ii, 545 ; n Ibid., 546; ^Munch. med . 
Woch. 1933, June, 875 ; lz Rev. de Chir. 3932, Dec., 775 ; u Brit. Med. Jour. 1933, ii, 7 ; 
l5 Ann. of Surg. 1932, Nov., 924 ; 1& New Eng. Jour. Med. 1933, May, 1042 ; 17 Ann. of 
Surg. 1932, Aug., 269 ; 18 Amer. Jour. Surg. 1933, May, 341 ; 19 Surg. Gynecol, and Obst . 
1933, July, 71. 

INTRACRANIAL PRESSURE, INCREASED. 

Macdonald Critchley , M.D., F.R.C.P. 

Use and Abuse of Hypertonic Salines. — Following the experimental 
w’ork of L. H. Weed and P. S. McKibben, 1 the administration of concentrated 
saline has formed the conventional treatment of cerebral oedema and raised 
intracranial pressure. This measure has been employed in the relief of urgent 
symptoms in cases of cerebral tumour, uraemia, the neurological catastrophes 
of hyperpiesis, and meningitis. With much less justification it has also been 
used in cases of head injury, in post-concussional syndromes, and even in 
severe headaches of various types, including migraine. The procedure has 
usually taken the form of an intravenous injection of about 30 c.c. of a 
solution of NaCl (up to 30 per cent) ; or of 100 to 200 c.c. of a 50 or 
25 per cent solution of glucose ; less often concentrated magnesium sulphate 
has been given per rectum (3 to 6 oz. in w r ater). Where raised intracranial 
tension has really been present, a prompt and often marked improvement 
has usually resulted, as shown clinically by a diminution in headache and 
drowsiness. Direct observation of the brain on the operating table show T s 
a definite shrinkage of the cerebrum. The improvement is, however, quite 
fleeting, and it has been the practice to repeat the hypertonic solutions as 
often as desired. 

Recent studies have, however, shown the fallacies of the alleged utility of 
concentrated salines in states of raised intracranial pressure and have demon- 
strated the possible dangers. M. Ernst 2 and also G. Milles and P. Hurwitz 3 
have shown that in animals a secondary rise in intracranial tension succeeds 
as soon as tw r o hours after the initial fall due to the injection of tonic salines. 
J. Browder 4 found that injection of hypertonic saline was followed by a rise in 
the pressure of the cerebrospinal fluid in 4 out of 9 cases of acute head injuries 
in man, and he stresses the very great danger of this particular measure. The 
experimental work of H. Hoff 6 demonstrated that salt introduced into the 
blood-stream becomes fixed by the brain-cells, with the result that fluid became 
attracted once more to the cerebrum, causing a secondary oedema of greater 
intensity than before. To a somewhat lesser degree, glucose acts in the same 
way. More recently, H. Jackson, T. Kutsunai, L. O. Leader, and L. D. Joseph 6 
have made careful manometric studies of the pressure of the cerebrospinal 
fluid before and after the administration of hypertonic solutions of dextrose. 
In ten cases 100 c,c. of a 50 per cent solution, and in another ten cases 200 e.c. 
of a 25 per cent solution, of dextrose were injected intravenously. Eleven 
patients showed an initial drop in pressure of from 1 to 4 mm. of mercury 
during the first thirty minutes, followed by a gradual rise to a point above 
the original level in two hours. An increase of as much as 50 per cent occurred 
in some cases. In twenty-four hours the pressure had returned to its original 
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reading. An immediate rise in pressure occurred in just under half the 
patients, continuing with slight fluctuations for two hours and then falling 
gradually during the next twenty-four hours. Headache was relieved for a 
short time in some cases, but not to the same degree as obtained by simple 
withdrawal of cerebrospinal fluid. 

References. — - l Amer. Jour . Physiol. 1910, xlviii, 512 ; -Bent. Zeits. f. Ghir. 1930, 
eexxvi, 222 ; 2 Arch, of Surg . 1932, xxiv, 591 ; 4 Amer. Jour. Surg. 1930, viii, 1213 ; 
z Zeits. j. d. ges. Neurol, u. Psychiat . 1930, cxxix, 583 ; *Jour. Amer. Med. Assoc. 1933, 
March 11, 731. 

INTUSSUSCEPTION. John Fraser , Ch.M., F.R.C.S.Ed. 

As far as intussusception is concerned there has been no development of 
material significance during the past twelve months. The Barium Enema as 
an aid to diagnosis has been employed in Continental clinics for several years, 
and those who use it think well of its value. Hitherto it has not been adopted 



Fig. 59.— Skiagram of intussusception in the distal half of the transverse colon. (Mu 
kind permission of the 4 Lancet \) 

to any extent in this country, and it is interesting to find a favourable report 
by R. H. Roggon 1 in which he states that the procedure proved of value 
In two doubtful cases (Fig. 59). The method has been fully described and 
reviewed in previous issues of the Medical Annual. 

Eleven cases of intussusception in babies form the subject of a paper by 
M. Marniere. 2 He is enthusiastic regarding the value of the barium enema, 
and in two of his cases the injection was the means of curing the error. When 
reduction is attempted by means of an enema, whether it be by water or by 
barium, there Is often difficulty in assuring oneself that reduction is complete. 
Marniere suggests three signs as indicating complete reduction : (1) A clear 
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caeca! shadow as shown by X-ray ; (2) Emission of gas subsequent to the 
injection ; and (3) The tranquillity of the child after treatment. He is satisfied 
that the method has both diagnostic and therapeutic value. He adds that, 
if there is the slightest doubt on the question of complete reduction, laparotomy 
must be performed, and he makes the further point that, even though reduction 
may not be complete, the invagination is likely to be so materially improved 
as the result of the injection that it can be completed through a small right 
gridiron incision. 

M. Fevre 3 maintains that intussusception is a more frequent complaint 
among older children than we generally imagine. Reporting on the eases in 
Ombredanne’s clinic he recounts 20 instances of the disturbance occurring in 
children above the age of babyhood : 14 of the cases were male children, and 
the common site of occurrence was the lower end of the ileum. He explains 
the site incidence by the fact that in the lower ileum there is an unusual type 
of blood-supply ; in a segment of the ileum close to the ileocreeal junction 
there is a meeting-point of two sources of blood-supply, the superior mesenteric 
artery and the area supplied through the artery of Treves. At the meeting- 
point there is a tendency to local arterial spasm, and it is this which induces 
the onset of the intussusception. 

The tendency to recurrence of intussusception has often been the subject 
of comment. The matter is discussed by A. Thorndike. 4 The proportion of 
recurrence has been put at various figures by different observers ; Hess esti- 
mated it as 1 in 114 cases, while Cohn put it as high as 1 in TO, Thorndike’s 
analysis embraces 405 cases, in 5 of which there was a recurrence — a percentage 
of 1*2. The complication is not likely to appear until some date after six 
months, a finding which is explained by the fact that the operative manipula- 
tion appears to reduce for some time at least the irritability of the intestine. 
Thorndike does not suggest any procedure by which the complication can be 
avoided. 

References. — 1 Lancet, 1932, ii, 1051 ; 2 Bull . et Mem. Soe. nat . de Chir. 1933, 
Jan. 21, 70 ; *Jour. de Chir. 1932, xxxix, 678 ; *New Eng. Jour. Med . 1932, Oct. 13, 649. 

JAUNDICE, CATARRHAL, SURGICAL TREATMENT OF. 

A. Rendle Short , M.D . , F.R.C.S. 

Simple jaundice, without gall-stones, may in some cases go on to produce 
subacute or acute atrophy of the liver. The cause of the jaundice is cholangitis. 
On IT occasions H. v. Haberer 1 has felt it necessary to drain the gall-bladder. All 
but two did well. The method, of course, is not suitable if the intrahepatic duets 
are involved. E. Chabrol, P. Brocq, and J, Porin 2 describe a case of persistent 
painless jaundice in a woman of 45 ; on the fiftieth day, as it did not abate, 
they explored, but found nothing except a slightly enlarged liver. The gall- 
bladder was drained, and rapid recovery ensued, with return of bile in the 
motions. A piece of liver removed for biopsy showed a remarkable over- 
growth of Kupffer and parenchymatous cells. The jaundice is attributed to 
inflammation of the bile-duets and blocking of the sphincter of Oddi. 
There was a copious discharge of bile from the fistula from the first. This 
publication evoked another from L. Berard and P. Mallet Guy, 3 who report 
that injection of lipiodol into the gall-bladder in two cases of eholecystostomy 
for catarrhal jaundice, lasting forty-two days and tivo months respectively, 
showed an exceedingly narrow filiform shadow along the common bile-duct, 
which they interpret as meaning that in catarrhal jaundice the mucosa of the 
bile-duct is swollen. 

References.* — 1 Deut. Zeits. f. Chir. 1933, March, 417; z Presse med. 1932, July, 
1053 ; Mhid. Dec., 1920. 
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JAUNDICE, 0BSIRUCT!¥E . Robert Hutchison s M.D., F.R.C.P. 

C. A. Flood 1 and others give the following table of the signs and symptoms 
in a series of 285 eases of obstructive jaundice which may be of use in differ- 
ential diagnosis : — 



i. f n. 

Catarrhal J aundice, : Carcinoma op Pancreas, 
Acute Yellow atrophy,' Gall-bladder, JBile- 
Arspeenamin Jaundice duct, liver (Primary) 

j III. 

Calculus in common 
Bile-duct 

Age . . 

: 80 per cent under 

1 

j 80 per cent over 

80 per cent over 40 


i 40 years 

40 years 

years 

Sex . . 

Catarrhal jaundice, 
67 per cent males ; 
acute yellow atro- 
phy, 76 per cent 
females ; arsphe- 
namin jaundice, 
53 per cent females 

; Pancreas, 72 per 
| cent males; gall- 
; bladder, usually 
females ; bile-duct, 
evenly divided ; 

; liver, usually males 

71 per cent females 

.Degree of jaundice ; 
on admission 

Variable . . 

! Marked, except in 
primary carcinoma 
of liver 

Variable 

Duration of jaundice 

Less than 2 weeks 

! More than 3 weeks ' 

Often intermittent, 

on admission 

in 78 per cent 

in 65 per cent 

! 

1 recurrent, or sub- 
siding 

Chief initial symptom | 

Anorexia, nausea, 
vomiting, or mal- 
aise, 60 per cent 

: Pain, 48 per cent ; 

| jaundice, 27 per 
cent 

Pain, 85 per cent 

Upper abdominal 

Present in 56 per 

| Present in 65 per 

Present in 97 per 

pain or discomfort 

cent 

cent 

cent 

Pruritus 

Usually absent, and 
mild when present j 

! Almost always pre- 
sent except in pri- 
mary carcinoma of 
liver 

Variable 

Loss of weight 

; Usually none . . ; 

Average, 20 pounds 

Average, 20 pounds 

Asthenia . . . . 

1 Usually absent . . 

Usually present . . 

Usually absent 

Prodromal upper res- 
juratory infection j 

Present in 25 per 
cent 

[ None 

! 

1 

None 

Fever . . . . 1 

Usually present . . 

Pancreas, usually 
absent ; gall-blad- 
der, present; liver, 
present; bile-duct, 
present 

Present 

Upper abdominal j 

Present in 55 per 

Absent except in j 
primary carcinoma 
of liver 

Present in 29 per 

tenderness 

cent 

cent 

Liver size . . , . ! 

Enlarged early . . 

Enlarged . . 

Enlarged 

Spleen 

1 Palpable in 25 per 
■ cent 

Not palpable 

Not palpable 

Diabetes nielli tus . . ! 

Absent' ... . . 

Pancreas, present in 
23 per cent 


Aeneform eruption 

Often present 

Absent 

Absent 

Stool bile . . , , ! 

; Variable . . 

Pancreas, gall-blad- 
der, bile-duct, per- . 
sistently negative ; 

Variable 

■ . •! 


liver, positive 



Reference.—’ l Amer. Jour . Med. Sci. 1933, March, 358. 
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JAUNDICE, SPIRO CHiET AL„ J. D. Rolleston , 3i.il., F.R.C.P. 

Epidemiology. — The prevalence of spirochetal jaundice in Holland is 
testified by numerous articles in Dutch literature, e.g., by P. H. Kramer , 1 J. 
L. A. Peutz, 2 W. A. P. Schuffner, 3 P. Romijn, 4 and A. Klarenbeek and J, Voet , 5 
Kramer remarks that formerly it was a rare disease in that country, and that 
it is only within the last few years that the canals and rivers in Holland have 
become contaminated. He records an outbreak of 22 cases at Rotterdam, 
where most of the patients had contracted the disease by bathing in rivers 
or canals. In Peutz’s case the patient had not acquired the disease in this 
way, but from having been employed in a stable swarming with rats. Schuffner 
states that from Jan. 1 to Oct. 1, 1932, 186 cases were notified in Holland, or 
not much less than the total number notified in that country since 1924. The 
incidence varied considerably in different districts, but the two most affected 
were Amsterdam and Dordrecht. In Amsterdam the disease in most eases 
was contracted by falling into a canal, while in Dordrecht it was usually caught 
in swimming baths. According to Romijn, the outbreak at Dordrecht was 
mild on the whole, there being only one death among 47 cases, 34 of which 
were attributed to bathing in a canal swarming with infected rats. 

Klarenbeek and Voet maintain that in some eases the dog is a source of 
infection for man, as Weil’s disease in the dog is by no means uncommon in 
Holland, and all cases of acute jaundice in this animal can be regarded as of 
this nature. It chiefly occurs during the autumn. Epidemics in dogs, how- 
ever, have never been observed in Holland as they have in England and in 
Switzerland, but the eases have always been sporadic. 

Small epidemics of spirochetal jaundice, probably due to drinking water 
infected by rats, have recently been reported in Greek islands, by P. Copanaris 0 
and K. Kyriasidis and Petzetakis. 7 According to Copanaris, 29 cases occurred 
in three adjacent villages in the island of Cephalonia between March and Sep- 
tember, 1932, while the other two writers reported an outbreak of 30 cases with 
three deaths in Syra between Aug. 14, 1931, and January, 1932. In the Cepha- 
lonia outbreak the nature of the spirochete was not determined, as the result 
of the agglutination test was negative, but in Syra 10 out of 12 eases examined 
gave a positive agglutination reaction. 

P. Uhlenhuth and E. Zimmermann 8 draw attention to the increased preva- 
lence of Weil’s disease in Germany, and recommend that in cases of obscure 
fever, especially in those following a fall into contaminated water, the possi- 
bility of spirochetal jaundice should be considered. 

Symptoms and Complications. — The occurrence of Weil's disease without 
jaundice is exemplified by the fact stated by P. H. Kramer 9 that during an 
epidemic of 75 cases at Rotterdam in the summer of 1932, 28 had jaundice and 
45 had none. Six of the first group died, while all the second group recovered. 
The principal symptoms in the cases without jaundice were conjunctival and 
episcleral injection and pains in the muscles, especially the calves. Other 
indications of Weil’s disease were tenderness of the eyeballs, photophobia, 
herpes, the simultaneous occurrence of typical cases, and the patient’s occupa- 
tion (slaughterhouse man or navvy). 

The following example of conjugal injection in Weil’s disease is reported by 
F. P. J. Doeleman. 10 A woman, aged 34, ten days after connection with her 
husband who was suffering from the disease, developed a mild attack, the 
symptoms being merely headache, conjunctival injection, and malaise. There 
was no jaundice, and the urine was normal, but the agglutination test was 
positive in a dilution of 1-62,500. 

Laignel-La vastine , Y. Boquien, and J. Sterne 11 report a case of spirochetosis 
icterohemorrhagica complicated by phlebitis. The patient was a man, aged 
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25, in whom the clinical diagnosis of spirochsetal jaundice was confirmed by the 
agglutination test. Thirty-two days after the onset lie developed phlebitis 
of ' the left leg wi.ii.eh lasted three weeks. No previous example of this compli- 
cation appears to have been recorded. 

S. J. R. de Monehy and J. Albronda 12 remark that while meningeal symptoms 
have frequently been noted at the onset of Weil’s disease, the occurrence of 
definite cerebral symptoms has not hitherto been described. They record the 
case of a man, aged 40, in whom the disease commenced with severe headache, 
nuchal rigidity, choked disc, extensor response, and hypertension of the cerebro- 
spinal fluid with increase in its sugar content. The disease was further com- 
plicated by iridocyclitis in the second "week and relapse in the fourth week, but 
finally recovery took place. 

The association of spirochcetosis icterohcemorrhagica with other diseases is illus- 
trated by P. C. Cleyndert, jun., 18 who records two cases in patients, aged 12 and 
19 respectively, in -whom spirochetal jaundice was associated with malaria and 
tuberculous meningitis respectively. The diagnosis of spirochetal jaundice 
in each case was established by the agglutination test. 

Diagnosis. — S. Posterns 11 records 19 cases in which a positive agglutination 
reaction was obtained in from 1 to 16 years after an attack of spirochsetal 
jaundice. It is therefore possible to make a retrospective diagnosis of the 
disease for a long period after its occurrence. 

Treatment.- — W. A. P. Schuffner 15 emphasizes the value of Serum Treat- 
ment in Weil’s disease, and also the .importance of Early Diagnosis, as the 
serum is only likely to be effective and save life when it is given within the first 
few days of the disease. 

References. — l Nederl. Tijds. v. Geneesk. 1932, Sept 10, 4296 ; 2 Ibid . Sept. 17, 
4444 ; Hbid. Dec. 3, 5548 ; *Ihid. Dec. 24, 5832 ; Hbid. 1933, lxxvii, 398 ; 'Bull. Off . 
rnternat. d'Hyg . publ. 1932, Sept,, 1427 ; Went. med. Woch . 1932, Get. 28, 1722 ; Ubid. 
1983, 800 ; *Nederl. Tijds . i\ Geneesk. 1933, lxxvii, 2652 ; 10 Ibid. 1932, Oct. 29, 5057 ; 
n Bull. et Mem. Sac* med. Hop. de Paris , 1932, June 27, 1017 ; “Nederl. Tijds . v. 
Geneesk. 1932, Nov. 5, 5147; 13 7 bid. 1933, lxxvii, 2641; “Ibid. 2648 ; “Ibid. 1932, 
Ixxvi, 4303. 

JOINTS, SURGERY OF. (See also Bones and Joints ; Deformities ; 

Fractures and Dislocations ; Spine, Affections of.) 

E. W. Hey Groves , M.S . , V.R.C.S. 

The Shoulder-joint. — 

Rupture of the Supraspinatus Tendon##- It is a matter of common experi- 
ence that many eases of injury to the shoulder- joint make a very slow r and 
incomplete recovery. In most of such cases the chief residual disability con- 
sists in limitation and pain in abduction and in raising the arm above the head. 
Codman 1 and Wilson 2 have established the fact that many of these cases 
present a rupture of the supraspinatus tendon. But it appears now that in 
addition to frank traumatic rupture there frequently exists a split of the tendon 
which allows communication between the joint cavity and that of the sub- 
acromial bursa. E. L. Keyes 3 has made a careful anatomical study of 73 
consecutive dissecting-room cadavers and he finds that in nearly 20 per cent of 
these this splitting of the supraspinatus tendon exists. The normal tendon just 
before its insertion into the greater tuberosity of the humerus is incorporated 
with the capsule of the joint, and therefore a split of the tendon will involve 
the joint capsule and will allow communication between the joint cavity 
and that of the subacromial (subdeltoid) bursa. In all the cases observed by 
Keyes the patient w T as over 50 years of age and the appearance of the joint 
suggested an osteo-arthritic condition. It will be a matter of interest and 
importance to relate this post-mortem finding with clinical facts. It certainly 
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X ray showing the diffuse shadow above the great tuberosity. 
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affords a strong argument for operative exploration of the shoulder-joint in 
eases of chronic pain and abduction disability in the shoulder. It should be 
easy to expose the lesion by splitting the deltoid muscle below the tip of the 
acromion, and then to refresh the edges of the capsule and tendon and unite 
these by suture. 

Calcareous Deposits. — R. C. Blmslie 4 calls attention to the occurrence of 
calcareous deposits above and outside the shoulder-joint. He has collected 
no fewer than 8 such cases in men and women whose ages varied from 30 to 
55. In all these the X rays showed a well-marked shadow above the greater 
tuberosity of the humerus (Plate XXXI). In nearly all there was a definite 
history of trauma. Some had symptoms of long duration and others were com- 
paratively acute. In the majority the painful symptoms were relieved by an 
operation in which the deltoid was turned aside through an anterior incision 
in the upper part of the capsule, exposed with the supraspinatus tendon, and 
the hard mass removed. This was of calcareous nature and must have formed 
in the floor of the subacromial bursa. Thus it would appear to represent a kind 
of chronic bursitis, in which, when once the calcareous deposit has been formed, 
it acts as a further irritant, causing pain and fresh attacks of acute inflammation, 
provoked by any blow or strain. 

Paralysis of Serratus Magnus . — From time to time various operative pro- 
cedures for the fixation of the scapula in cases of serratus paralysis have been 
described. In the majority of these the plan of the operation has been to fix 
or fuse the lower angle of the scapula to the 8th rib. If such fusion is done 
effectively, it would seem to be the operation of choice. But Armitage Whitman 5 
has suggested and practised successfully in two cases an operation with a differ- 
ent principle. He exposes the "whole of the vertebral border of the scapula, 
bores four holes in the bone, and by means of strips of fascia 8 in. long and 
i in. wide ties the scapula to the spinous processes of the 4th, 5th, 6th, and 
7th dorsal vertebrae (Figs. 60, 61). In the cases reported the results of this 
operation appear to have been good, but it seems difficult to believe that strips 
of fascia £ in. wide can be strong enough to hold up the weight of the arm, or 
that the mechanics of this operation can be as' sound as those of the fixation 
of the lower angle of the scapula against the rib. 

Paralysis of the Deltoid . — By far the most serious paralysis of the upper arm 
is that affecting the deltoid muscle. Hitherto it has been customary to regard 
arthrodesis of the shoulder in a position of abduction as the best method of 
compensating for this paralysis. Certain operations of muscle transplantation 
have been tried with a moderate amount of success. In these the pectoralis 
major and trapezius have been used. Now F. R. Ober 6 has devised and prac- 
tised another transplant operation which has had a good result in one case. 
In this the tendons of both biceps and triceps are utilized to make a new 
abductor of the arm. An incision is made across the top of the shoulder 
exposing the acromion process, down the front of the arm exposing the coracoid 
process and the short head of the biceps, and down the back of the shoulder 
exposing the long head of the triceps. The short head of the biceps is isolated 
and the tip of the coracoid process cut off. , The long head of the triceps is 
isolated and the bone from which it arises is chipped off. The acromion is 
split on the flat. The biceps tendon is sewn into the front of the acromion, 
the triceps tendon into the back of the same bone, using stout silk sutures for 
the purpose. In the case described, a girl of 7 who had had poliomyelitis with 
deltoid paralysis "was able after the operation fully to abduct the arm and to 
raise it to the side of the head (Figs. 62, 63). 

The Treatment of Tuberculous Disease of the Hip-joint. — This is a 
subject in which surgical opinion has undergone great changes from time to time. 
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Fig. 6*2. 

Deltoid paralysis, 
before operation. 
Note extreme atro- 
phy of deltoid muscle. 
Abduction is per- 
formed by the tra- 
pezius. 




Fig. . 63. 

Same case, three 
months after opera- 
tion. Showing func- 
tion in the transplant. 

(Figs. 62, 63 by 
kind permission of iht 
‘ Journal of the Ameri- 
can Medical Associa- 
tion ’.) 
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In the old days excision was practised almost as a routine, those being the days 
when these cases were treated in general hospitals. Then came the revulsion. 
Sanatoria were established and the line results of open air with prolonged rest 
were held to justify extreme conservatism. And in general it may be said that 
conservatism still remains the dominant note in this country. But in America 
and on the Continent, largely stimulated by the pioneer work of Hibbs and 
Albee, the idea that operation has no place in the treatment of the tuberculous 
hip has been successfully challenged, so that in many centres it is now held that 
operation should be considered in most cases. 

Clearly, wisdom in this matter lies in wisely choosing a via media between 
the extreme of ultra-conservatism on the one hand and routine operation on 
the other. What, then, is the justification for operating on eases of this disease, 
when they do so well with rest and sanatorium treatment ? There are two main 
reasons — namely ; (I) Conservatism in many eases does not lead to a cure, but 
merely allows of chronic invalidism ; and (2) Many comparatively favourable 
results take so long in producing recovery. Incompleteness of cure and length 
of time are therefore the justification for attempting operative intervention. 

But in defence of the conservatism of the English practice it must be pointed 
out that many cases do recover completely within a period of one or two years 
without operation, and also that these include a fair proportion of complete 
recoveries — that is to say, the child regains a normal joint with proper move- 
ments. If these two points are conceded, then it would appear to be wise 
practice to treat all cases, and certainly all children, by conservatism for at 
least one year, and to reserve consideration of operation for only those cases 
that do not show' a good response within such a period. There are four main 
indications for operation : (1) Adult age ; (2) Failure of conservatism to arrest 
the disease after one or two years ,* (6) Relapse, especially the occurrence of 
pain and deformity after conservatism ; (4) Certain destructive lesions, e.g., 
the formation of sequestra in the head or neck of the femur or in the acetabulum. 

The modern operation is, of course, quite different from the old-fashioned 
excision, which involved great danger of generalizing the disease, and which, 
when successful, left a weak flail joint. The operation now aims at fusion or 
internal fixation of the joint in a good functional position. 

O. L. Miller 7 gives an account of the modern American operation in which 
he follows Wilson’s technique. He insists on waiting several months for the 
temperature to settle to a normal level, for the child to gain weight, and to have 
all the advantages of heliotherapy. The joint is exposed by a Smith-Peterson 
incision and its articular surfaces are exposed, with removal of cartilage. The 
base of the neck of the femur is split down to the shaft on the inner side of the 
trochanter ; the roof of the acetabulum is likewise split, and into the gap so 
made a piece of bone taken from the crest of the ilium is driven, whilst small 
bits of bone are wedged into any vacant spaces. The limb is put up in a straight 
slightly abducted position in a plaster spica. The child is allowed up in the 
spica after three to four months, and after twelve to eighteen months can walk 
without support. The existence of sinuses or the encountering of free pus 
during the operation does not contra-indicate its performance. Sometimes 
the operation has to be repeated, usually because it has been done too early, 
and then a piece of the tibia is to be used as the graft. Miller reports 45 cases 
with one death, and in 6 of these an operation for re-fusion had to be done. 
He holds that the shortenening of the time of treatment and the freedom from 
recurrence amply justify the employment of this treatment. 

A. Delahaye and J. X. Courvoisier 8 urge the advisability of some form of 
arthrodesis in certain types of hip disease. They distinguish three kinds of 
operation, each of which has its special indications. These are as follows : — 
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Hesult obtained three years after extra-artieular arthrodesis. 
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1. Extra-articular. In this the joint cavity is not opened, but a graft from 
tiie tibia or trochanter is placed between the trochanter and the side of the 
ilium. This is indicated in adult eases where the X rays show that the articular 
cartilage has been destroyed, but in which there is no gross bone lesion 
(Plate XXXII). 

2. Mixed type. In this the joint is opened and explored and a graft after- 
wards fixed in place. It is used when there are definite sequestra shown by 
the X rays either in the head or neck of the femur or in the acetabulum. 

3. Intra-articular. This is reserved for cases with destruction of the head 
or neck of the bone. The debris is removed and the shaft of the femur or the 
top of the trochanter is firmly implanted into the acetabulum. 

The most startling and revolutionary suggestions have been made recently 
by A. S. Blundell Bankart 9 about the treatment of tuberculous hip disease. 
He begins by casting grave doubt on the optimistic reports of the modern 
conservative methods. But in this he is content to issue a general denial of 
good results, based upon eases which have remained uncured or which have 
relapsed, rather than attempt any survey of the proportion between successes 
and failures. He accepts the suggestion made by Pugh that hip disease 
generally starts in the ilium and acetabulum in a very uncritical spirit, and 
ignores the fact that very often it starts in the head or neck of the femur or in 
the synovial membrane. He contends that actual healing can only take place 
by bony fusion of the diseased surfaces of femur and acetabulum, and that 
therefore extra-articular arthrodesis is irrational as tending to prevent such’ 
fusion, Lorenz’s method of fixing the joint in good position by a short spiea 
and of then allowing weight-bearing, tried in 800 eases with good results, is 
commended as embodying this idea of promoting bony fusion rather than of 
attempting to keep the bone surfaces separated from one another. Bankart 
then proceeds to give details of 9 cases of tuberculous hip disease in which 
he has carried out an extensive excision with good results. The operation 
is much more formidable than the classical excision, w T hich consisted merely 
in removal of the head of the femur. Bankart’s operation involves removal 
of the acetabulum itself by division of the ilium above and the pubis and ischium 
below T the socket. The head and neck of the femur are also removed. In 6 of 
his eases the disease had been of very old standing and in 3 it was comparatively 
recent. The following gives the sex, age, and period of the disease : — 

Case 1 : F., 62, diseased for 58 years. Case 2 : F., 30, diseased for 14 years. 
Case 3 : F., 23, recent disease. * Case 4 : F., 26, diseased 18 years. Case 5 : 
M., 54, diseased 44 years ( Plate XXXIII ). Case 6: F., 21, diseased 2 years, 
Case 7 : F., 16, left hip had been fixed by arthrodesis 3 years previously, right 
hip recently diseased and now excised. Case 8 : M., 42, recent disease. 
Case 9 : M., 41, diseased 35 years. 

In all these cases the extensive excision of acetabulum together with the head 
and neck of the femur w T as done with remarkably good results as observed for 
periods of one or two years. The hip-joint remained stable, and in all but one 
ease in which ankylosis occurred, the joint w T as freely movable. Unfortunately 
after this brilliant series of successes, the author had to record two fatal cases 
— one in a boy of 8 in which troublesome bleeding occurred during the operation, 
and the other in a girl of 13 who died a few days later from a pulmonary 
embolism. 

Bankart himself admits the gravity of the operation, which lie advises should 
always be done with the precaution of a concomitant blood transfusion. Prob- 
ably if this operation were generally adopted the operative mortality would 
be 30 or 40 per cent rather than the 18 per cent recorded by Bankart. But 
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because this surgeon presents his arguments in an extreme and not very 
judicious manner, we must not overlook the real value of his work. There is 
very little danger of conservatism or arthrodesis being abandoned as the main 
methods of treating hip disease. Conservatism" can claim many cases of cure 
with perfect, mobile hips. Arthrodesis can claim that treatment is shortened 
and relapses are minimized in cases which do not yield to conservatism, and 
at the expense of a very simple operation with very low mortality. Bankart 
proves that in those cases of adults with severe and destructive disease of the 
acetabulum a cure can be effected by a wide excision of the disease, and he makes 
good his claim that this operation is the only method of curing the disease in 
cases of this type. 

Tuberculous Disease of the Knee-joint. — According to modern hospital 
policy, cases of tuberculous knee-joints are seldom seen in the wards of a general 
hospital. They are sent as children to a sanatorium or as adults to a municipal 
hospital. For this reason, then, it is difficult to standardize treatment of a 
condition which presents so many aspects and which varies so much according 
to the age of the patient. Both students and practitioners may be forgiven, 
therefore, if they have hazy and crude notions about this subject. These notions 
commonly are ; In a child — send him away to an institution and let them take 
the responsibility; In an adult — fix in a plaster or caliper and advise amputa- 
tion if he becomes impatient about his slow progress. It ought to be very 
exceptional for any case of tuberculous knee to require amputation. It should 
seldom be necessary for any adult to waste time with immobilization methods, 

J. H. Cyriax 10 has done good service by carefully examining' and reporting 
on all the cases of tuberculous knees which occurred during the ten years 
1 920-30 at the orthopaedic department of St. Thomas’s Hospital in London 
and at the Fvrford Sanatorium. In all he deals with 78 cases, and in these 
no fewer than 68 were of the synovial type and only 10 of the bony. The 
decision that the disease is primarily in the bone is made by the' X-ray appear- 
ance. Any local rarefaction (apart from general decalcification) is held to 
prove a diseased focus. The difference in the clinical course of these two types, 
synovial and bony, is very marked. The cases of primary bone infection are 
more amenable to treatment, and no less than 50 per cent recovered with a 
movable joint. But if not operated on, these cases show a high mortality 
(30 per cent). 

The synovial cases, on the other hand, are very resistant to treatment in 
the sense that mere fixation very seldom, if ever, produces a real recovery. 
At the best an unstable fibrous ankylosis, in faulty position or requiring 
the use of a caliper, is the result of mere conservatism. 

Another interesting observation is made in regard to the diagnosis and its 
relation to treatment. The majority of cases in this series were subjected to 
a biopsy, and there was not one recovery of a movable joint in any case proved 
to be tuberculous synovitis. On the other hand, in the unproven group about 
20 per cent recovered a good range of movement after simple fixation and 
conservatism. Cyriax’s conclusions, which are as follows, seem amply justified 
by the case results he has reported, and are in accord with general experience : — 

1* In all cases above 9 years a synovectomy and biopsy should be done, to 
be followed by an arthrodesis if the case is proved to be tuberculous. In cases 
below 9 years, whatever be the findings, only conservative fixation will be used, 
and therefore there is no object in a biopsy. 

2. In all adults arthrodesis should be the method of choice, and there is no 
justification for spending months or years in a preliminary fixation. The only 
problem is how old the patient should be to be included in this class — certainly 
cases of 15 or over ; probably even children over 9 should be treated on these 
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lines. If the arthrodesis is done properly, there need be no interference with 
the epiphysial cartilage or the growth of the limb. Formal excision is not 
necessary, but all the synovial membrane must be removed together with the 
articular cartilages. 

3. Arthrodesis is unsatisfactory if done before the age of 9. The bone-ends 
are soft and yielding and the limb will require to be just as carefully fixed by 
plaster or splints after the operation as if no operation had been done. 

4. In every ease of a primary bony focus, operation should be done without 
delay. The bone focus is to be erased or excised, if possible, without opening 
the joint. 

It is very interesting and important to observe that in the case of tubercu- 
lous disease both of the hip and the knee, the tendency of recent years has 
been to depart from the rigid conservatism of the past generation and to 
recognize that in most cases other than young children cure of the disease, 
as well as shortening of the period of invalidism, are best served by operative 
intervention. 

Tennis Elbow. — This common and painful affection is still the subject of 
much debate. Probably there has been some confusion of ideas owing to the 
fact that there are two quite distinct painful affections of the outer or lateral 
portion of the elbow. In one there is an arthritis or possibly an internal 
derangement of the radio-humeral joint. In the other, the true tennis elbow, 
there is a fibrositis and later periostitis affecting the bony origin of the 
extensor muscles from the lateral epieondyle. 

The two conditions may be distinguished by 
their different behaviour in regard to prona- 
tion and supination. These movements are 
always painful and limited in the radio - 
humeral arthritis, whereas they are quite 
painless in the true tennis elbow provided 
the wrist and fingers are kept extended. 

Hohman 11 has made useful observations on 
these conditions. He considers that the true 
tennis elbow is always an epicondylitis in 
which definite periostitis appears sooner or 
later. The reason why the origin of the 
extensors rather than the flexors is always 
involved is that the constant action of the 
extensors is required in order to give synergic 
action to the flexors. 

Treatment. — In the treatment Hohman 
distinguishes between early and late cases. 

In recent cases Best is essential, and this 
must be applied both to the elbow- and wrist- 
joints. It is secured by fixing the arm on a light moulded splint, the elbow 
in flexion to about 100° and the wrist in slight dorsiflexion. The splint 
comes down to the knuckles so as to leave the fingers free. Diathermy 
and X Bays are also useful for the treatment of the pain, but massage is 
definitely contra-indicated. In the late or chronic cases, the X rays generally 
show some periosteal thickening over the lateral epieondyle. In such eases a 
simple operative procedure produces excellent results and should therefore be 
resorted to without hesitation . A short curved incision is made over the 
lateral epieondyle and the upper part of the common extensor tendon divided 
(Fig. 64). This would certainly seem to be a rational proceeding and well 
worth a trial. 
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The Treatment of Ankylosed Joints.- — The experiences of the last- 
twenty years, since Murphy first proposed the operation of arthoplasty, have 
now enabled us to judge of the possibilities that surgery has to offer in this 
condition. Willis €. Campbell 12 has recently reviewed the whole subject. 
He points out that joints which have become fixed by acute septic infection 
offer by far the best scope for the operation. In regard to individual joints, 
the elbow, hip, and knee are those which most often require operation and 


Fio (f). — Separation of ankylosis of hip and remodelling of head of "femur, care being 
used to alter the contour of the head as little as possjble. 


Fig. 66. — Interposition of free fascia lata placed to cover the head and acetabulum, thus 
making a double layer or practically closed sac when the reduction is made. 

which give the best results. The mandibular joint must always be treated,,, 
but in this an excision with free removal of the condyle is all that is necessary. 
The finger-joints are the most difficult in which to attain success, and in these 
only a small range of movement must be considered a good result. 

In regard to the major joints, there should always be three points aimed 
at : (1) The division or freeing of the soft parts round the joint ; (2) Proper 
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shaping of the bone-ends so as to form a good ball-and-socket or hinge ; and 
(3) The interposition of a double layer of fascia lata. This latter procedure, 
which is so essential to success, does not merely aim at preventing bony union. 
It also provides for the formation of a new synovial lining to the Joint and the 
secretion of synovial fluid. The author illustrates his article by figures of the 
elbow, hip (Figs. 65, 66), and knee, and shows how the new joint appears years 
after the operation, as seen by X-ray pictures (Figs- 67, 68). 



Fig. G 7. Fig. 68. 

Fig. 67. — Bony ankylosis of Lip following infectious arthritis. 

Fig. OS. — Same case four years after arthroplasty. The contour of the head of the femur 
and the acetabulum is well adapted for excellent function and the range of motion is practically 
normal. 

(Figs. 65-68 by kind permission of 4 Surgery, Gynecology and Obstetrics .) 

Probably the implanted fascial lining does not retain its integrity. In time 
it is converted into fibrocartilage. But a true joint cavity Is maintained and 
a good range of movement is preserved. 
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433 ; Linn. of Surg. 1933, June, 849 ; 4 Brit. Jour. Surg. 1932, Qet., 196 ; 5 Jour. Arner . 
Med, Assoc. 1932, Oct. 15, 1332 ; *Ibid. Dec. 24, 2182 ; 7 Amer. Jour. Surg. 1933, June, 
555 ; g Presse mid. 1933, May 10, 757 ; 2 Brit. Jour. Surg. 1938, April, 553 ; m Jour. Bone 
and Joint Surgery, 1932, Oct., 847 ; 11 Munch, med. Work . 1983, Feb. 17, 250 ; ls Snrg. 
Gynecol, and Ohst. 1932, Dee., 747. 

KAXiA-AZAR. Sir Leonard Rogers , M.D., F.R.C.P . , F.R.S. 

Epidemiology. — P. Giraud 1 discusses the mode of contraction of the infantile 
or Mediterranean form of kala-azar, as seen in the South of France, and its 
relationship to the canine infection. It is common in the Marseilles region, 
where he has seen 95 cases since 1922, more than half being in infants of 1 
to 2 years of age in all classes of society, but especially among people possessing 
a garden near the sea. The disease is very widespread in dogs and affects 
their skin in the areas with human kala-azar cases ; the writer has success- 
fully inoculated a dog with the human parasite, and he considers that these 
animals are a frequent, but not an invariable, source of infection. Sandflies 
are rare in the affected area, and ticks convey the infection from one dog to 
another and possibly also to the children, while they are often present in large 
numbers. Infection through the digestive tract has never been proved. The 
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immediate destruction of all dogs showing ulceration of the skin is important 
in prophylaxis. 

P. Giraud and R, Poinso 2 discuss the causes of haemorrhages in kala-azar, 
and find a decrease in the coagulability of the blood, as long ago observed 
in the Indian form. They advise giving Serum and Calcium Chloride or 
a Transfusion of Blood, together with the usual treatment by Antimony 
Salts, and Radiotherapy over the Spleen in moderation, but the little 
patients are not in a condition to stand splenectomy. The incidence of kala- 
azar in Madras is dealt with by L. E. Napier and K. V. Krishnan, 3 who point 
out that the disease is endemic there and subject to much less variation from 
year to year than it is in Bengal and Assam, and they believe the disease to 
be spreading slowly in the province, and that one of the main predisposing 
causes of kala-azar in rural areas is malaria. They also deal with the clinical 
types of kala-azar in Madras, and find little difference from those of the disease 
in Bengal and Assam except that the chronic ambulant type is more common 
and the acute epidemic types are much rarer in Madras. Moreover, the pro- 
portion of dermal to visceral leishmaniasis is very high in Madras, not so high 
in Bengal, and very low in Assam, and consequently the dermal form is in 
direct proportion to the chronicity of the leishmania infection in a population. 

Infection of Phlebotomus argentipes from dermal leishmaniasis lesions is 
reported by L. E. Napier, It. O. A. Smith, and C. R. Das Gupta 4 in an 
important paper. The not infrequent cases in which recovering but incom- 
pletely cured cases of kala-azar, whether spontaneously or after antimony 
treatment, develop very numerous nodules in the skin of the face and body 
containing many L. donovani bodies, are thus rendered a possible source of 
infection. P. argentipes have therefore been fed on such nodules, with 2*63 
per cent of positive results in the form of extensive flagellate development in 
the sandflies after a single feed, while when the flies were kept alive by three 
or four subsequent feeds on uninfected mice no less than 28*89 per cent became 
infected with the parasite. Moreover, infection may take place from the very 
earliest skin lesions, which would only be recognized by an expert, so it is 
quite possible that a person may be infective to the flies before showing visible 
skin lesions. As these dermal cases are very chronic, they may well constitute 
an important reservoir for carrying the infection over the season of minimum 
infections. Fortunately these dermal cases are amenable to prolonged antimony 
treatment, which destroys the parasites and renders them uninfective. 

Pathology. — J. C. Ray 5 has obtained fairly abundant growth of leishmania 
parasites on a solid medium by the use of Nollers glucose-blood-agar modified 
by the addition of 2 per cent peptone, 2 per cent meat extracts, and certain 
salts. He uses a test-tube with a bulge on the under surface when placed 
horizontally to retain the medium and the water of condensation. L. E. 
Napier, K. V. Krishnan, and J. C. Lai, 6 publish Parts IV and V of their 
studies of the cytology of the blood and tissues, with a coloured plate, and con- 
clude that the large mononuclear monocytes and histiocytes keep down com- 
plicating malarial infection in kala-azar by a phagocytic action, but that 
a specific humoral response is probably a necessary factor. 

Treatment. — U . Brahmaehari and others 7 record a further series of cases 
treated successfully by an intensive course of about ten daily injections of 
Usrea Stibamine, totalling about 1*5 grm. The same worker 8 reports a 
successful triah of Sodium Sulphomethyl Stihanilaie in 15 cases in doses 
increased from 0*1 to 0*4 grm. intramuscularly. 

References . — x Presse med. 1932, Sept. 7 , 1368 ,* mid. 1933, Jan. 14, 72 ; *Ind. Jour. 
Med. Research, 1933, July, 155 ; Mbid. 173 ; Ubid. 1932, Oct., 355 ; «Ind. Med. Gaz . 
1933, Feb., 66 and 75; 7 Trans. Roy. Soc. Trop. Med . and Hyg . 1933, Jan. 31, 389; 
Wanr. Trop. Med. and Hyg . 1933, Jan. 2, 1. 
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KETO GENIC DIET. (See Pyelocystitis ; Pyuria in Children ; Urinary 
Antiseptics.) 

KIDNEY. (See also Renal Diseases.) 

KIDNEY, SURGERY OF. Hamilton Bailey , F.R.C.S. 

Malignant Tumours of the Kidney. — The cardinal clinical features of 
malignant renal tumours are lumbar pain, hsematuria, and the presence 
of a lump in the kidney region. Collective research shows that one or more of 
these symptoms are present in 99 per cent of cases (W. Walters 1 ), and approxi- 
mately 50 per cent have a history of loss of weight (J. A. Lazarus 2 ). Avoidable 
delay in diagnosis is in evidence everywhere ; for instance, in a large series 
of eases at the Mayo Clinic the average time symptoms had been present 
before nephrectomy was twenty months. In another series many of the 
patients had had symptoms for over a year. J. A. Lazarus pleads that in 
cases of hsematuria if only the public 
and the general practitioner could be 
made to realize the importance of 
having an immediate thorough uro- 
logical examination, a great step for- 
ward would be made. In over 80 per 
cent of eases of malignant kidney 
painless hsematuria is an early sign. 

R. J. Swan 8 urges the profession to 
take a more serious view of hsemat- 
uria. So often the hsemorrhage clears 
up with rest, and the patient, and 
often his doctor, are lulled into a 
sense of false security while the 
growth becomes inoperable. Cysto- 
scopy should be undertaken, if possi- 
ble, when the bleeding is in progress. 

In early cases of renal neoplasm 
where there is an appreciable amount 
of unaffected renal parenchyma, the 
renal function tests may be un- 
impaired (A. Ciminata 4 ). 

Pyelography is exceedingly helpful 
in establishing an early diagnosis in 
both renal and peri-renal tumours. 

(D. E. Eisendrath 5 and M. J. Gilbert. 6 ) 

K. Boshamer 7 shows in a series of 
beautifully reproduced pyelograins, of 
which Fig, 69 is one, how ™>adily the 

diagnosis of neoplasm of me kidney can sometimes be made by this means. 
A. Ciminata describes pyelography as the most important method of diagnos- 
ing a renal neoplasm in its curable stages. 

The hypernephromata (an unfortunate term) are much the commonest renal 
neoplasms ; R. J. Swan stipulates that it should be recognized that these 
growths are carcinomata. Some patients with a squamous-eeiied carcinoma of 
the kidney have a long-standing history of infection or renal calculus. A. J. 
Scholl 8 reports two examples of kidney carcinomata which were secondary 
to a calculus. Sarcoma of the kidney is comparatively rare ; E. S. Judd and 
J. M. Donald 9 found 28 cases in 570 malignant tumours of the kidney. 






Fig. GO. — Pyelogram showing a neoplasm of 
the lower part of the kidney distorting a ca'lix 
and obliterating the inferior calicos. {By kind 
permission of 4 Arehiv {Hr Elinische Chimrgie \) 
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Malignant renal tumours metastasize most frequently in the longs (44 per 
cent), while the liver is involved in 20 per cent of cases. Skeletal metastases 
occur in 8 per cent (J. A. Lazarus) ; the bodies of the vertebrae, humerus, 
and femur are common sites (R. J. Swan). 

Treatment.' — N ephrectomy for malignant disease should include removal 
of not only the kidney but of the perinephric fat, the adrenal gland, and the 
lymphatics along the aorta and vena cava. In favourable cases these struc- 
tures can be removed en bloc. In order to effect this dissection the anterior 
route is easily the best, and it has the additional advantage of allowing early 
access to the renal vessels, the engorged veins of which are liable to be a cause 
of troublesome haemorrhage (R. J. Swan). 

It is well known how renal neoplasms tend to *grow into the renal veins, 
and thereby become disseminated by the blood-stream ; on the right a neo- 
plastic outgrowth has often been seen projecting into the vena cava. 
J. B. Priestley and W. Walters 10 in two instances of this kind opened 
deliberately the vena cava and extracted the carcinomatous polyp. The 
vena cava was afterwards sutured with oiled silk. Both patients made a 
good recovery. 

In tumours of the renal pelvis D. W. MacKenzie and M. Ratner 11 urge that 
simple nephrectomy is too conservative. If recurrence is to be avoided, 
Complete Ureterectomy must be performed in addition. 

In all eases of renal neoplasm prophylactic post-operative deep X-ray 
Treatment is advised in addition to operation by most of the writers. 

That with early diagnosis these otherwise inevitably fatal growths are 
curable by nephrectomy is shown by Sw r aiTs series, where patients have sur- 
vived a period of ten years or more. E. S. Judd and E. A. Wilkinson 12 report 
three cases of carcinoma of the kidney. Two had nephrectomy in 1915 and 
one in 1966. All three are alive and w r ell at the present time (1988). 

Peri -renal Lipomata. — These form a substantial proportion of retroperi- 
toneal tumours. They are not, as their name implies, entirely benign. In 
spite of the histological report of lipoma, recurrence is not unknown. Many 
of the tumours are probably lipo-myxo-sarcomata. J. de J. Pemberton and 
J. M. McGaughan 11 agree with Le Fur in considering all para-renal tumours 
as malignant, and in order to diminish the risk of recurrence advise their extir- 
pation as widely as possible. 

Congenital Cystic Kidneys. — The condition is usually bilateral. There 
are a few cases where one kidney is much more diseased than its partner, and 
if a diseased organ is a source of trouble, and if it can be shown that the 
contralateral organ is functioning adequately, Nephrectomy is indicated* 
Such a case is recorded by H. Collinson, 14 who quotes other examples from 
the literature. The results have been successful. Congenital cystic kidneys 
are very prone to infection, and when this complication has supervened the 
diagnosis becomes exceedingly difficult unless information as to some previous 
examination is available. (Aiexandresco-Dersea et al. 15 ) 

Horseshoe Kidney.— There is but one reliable method of diagnosing a 
horseshoe kidney, and that is by pyelography. The caliees of such a kidney are 
directed towards the spinal column (Plate XXX IV). The only condition with 
winch this appearance might be confused is an abnormality of rotation. Fortu- 
nately, however, both kidneys are not usually rotated and the pyelogram of 
the partner kidney would be likely to have a normal appearance. A. Jacobs 16 
considers that lumbar extraperitoneal incision should always be chosen for 
operations upon a horseshoe kidney, for so often fused kidneys are infected, 
and after resection of a diseased half of such a kidney there is a definite risk 
of leaking from the cut isthmus. 



PLATE XXXIV 



mediahvards, is in apparent contact with a vertebral body. 

Fig, /j.— liilatcral ascending pyelograni of another case. All the calices point mediahvards, except the upper. 

Fig. th— Bilateral ascending pyelograni of a third case. Note how the upper calices overlap the pelvis on the left side. 
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Renal Tuberculosis, — Twelve aphorisms culled from the current literature 
may be useful to the practitioner : — 

1. Frequency of micturition is present in varying degrees in all cases 
(H. Moore 17 ). 

2. Tuberculous hsematuria differs from that of tumour, stone, and haemor- 
rhagic nephritis because its coagula are shorter, less worm-like, and more pallid. 
Tuberculous hsematuria is made worse by exertion (E. Leni 18 ). 

3. When a tuberculous epididymis is discovered a renal focus should be 
suspected (W. F. Braasch and De La Pena 19 ). 

4. Patients with even advanced pulmonary tuberculosis but healthy kidneys 
do not excrete tubercle bacilli in their urine (J. Menton 20 ). 

5. The demonstration of the tubercle bacillus in the urine is the most certain 
method of diagnosing a tuberculous kidney in its early stages (G. Marion, quoted 
by E. Leni 18 ). 

6. If in a film stained with methylene blue one notices red blood-cells and 
degeneration of polynuclears and the absence of micro-organisms, one should 
search once more for the tubercle bacillus (Gauthier, quoted by E. Leni 18 ). 

7. If in doubt inoculate a guinea-pig with urine from the suspected kidney 
(Marion, quoted by E. Leni 18 ). 

8. Upon cystoscopic examination in approximately 95 per cent of all cases 
the first feature noted is a diminished bladder capacity, which may vary from 
250 to 120 c.c. (H. Wade 21 ). 

9. There is no contra-indication to the use of indigo-carmine for chromo- 
cystoscopy, even in advanced eases of renal tuberculosis (A. Puigvert 22 ). 

10. Tuberculous nephritis (a non-specific inflammation due to the direct local 
action of the bacilli) does not exist (F. Lieberthal and Von Huth 23 ). 

11. When clinically established, renal tuberculosis never heals completely 
(R. Day 24 ). 

12. In the absence of some definite contra-indication the only treatment 
which should be recommended in early unilateral tuberculosis is nephrectomy 
(J. Brumwell 25 ). 

Pyelo venous Backflow. — It has been proved beyond doubt that excessive 
pressure within the kidney pelvis ruptures the mucosa and allows the contents 
of the pelvis to pass into the venous system. Such increased pressure is 
brought about in tw'o ways : (1) By retrograde pyelography without due care ; 
(2) By squeezing the kidney while performing nephrectomy, especially in 
purulent cases where the ureter is obstructed. The prevention lies in ; (1) Never 
exerting pressure greater than 30 mm. of mercury during the performance 
of instrumental pyelography ; ( 2 ) Gently handling the kidney during nephrec- 
tomy. 

Three cases of fatal pyelovenous backflow are recorded — one tuberculosis, 
and two of colon bacillus septicaemia — all following nephrectomy. H. L. Cecil 26 
considers that in nephrectomy for tuberculous pyonephrosis the first stage 
should be division of the ureter with insertion of a catheter into its proximal 
end in order to drain away the pus. The interior of the kidney being now 
freed from pus under pressure, the organ can be handled with comparative 
impunity. So great is the danger of pyelovenous backflow' in closed tuber- 
culous pyonephrosis that Cecil concurs with others that probably the best 
method of preventing this disaster is to ligate the renal vessels via the abdo- 
minal route before removing the kidney through a lumbar incision. 

The Prevention of Renal Complications following Scarlet Fever. — 
B. A. Peters 27 states that the use of antitoxin has not reduced appreciably 
the incidence of renal complications of scarlet fever. This author finds such 
complications are diminished by drenching the patients with Alkalis. In 
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addition he gives Tincture of Iodine and Tliyroid Extract in appropriate 
doses according to age. 

0. Biding 28 advises increasing the Fluid Intake and Rubbing Fat upon 
the Skin during the desquamating stage. The latter decreases perspiration 
and by thereby increasing renal output it acts as a mild diuretic. 

Renal Sympathectomy. — Renal sympathectomy was performed first by 
E. Papin 29 in 1921 for renal pain associated with dilated renal pelvis. The 
operation is slowly gaining for itself a definite place in the surgery of the 
kidney. The chief indication for the operation is renal pain associated with 
an adynamic renal pelvis — that is, one not due to any organic lesion. Such 

a condition is known as ‘renal 
sympatlieticotonus ' . Doubt- 
less there have been many 
patients with this condition 
drifting from clinic to clinic, 
undiagnosed even after ex- 
ploratory nephrotomy. Renal 
sympathetico tonus is not, as 
some imagine, a highfalutin 
name for indefinite backache ; 
it is a lesion capable of accu- 
rate diagnosis, and before 
this diagnosis can be made, 
several, if not all, of H. and 
R. G. S. Harris's postulates 
must be fulfilled ; these are 
as follows : (1) Reproduction 
of the pain on distension of 
the renal pelvis ; (2) Demon- 
stration of delayed emptying 
time, and decreased mobility 
of individual calices, or the 
entire kidney pelvis ; (8) Re- 
currence of pain after its 
temporary relief by means of 
physostigmine ; (4) Evidence 
of generalized sympathetico- 
tonia which is sometimes most 
marked on the side of the 
lesion ; (5) Proved absence of 
an organic ureteral stricture ; 
(6) Negative finding upon 
microscopic and cultural ex- 
amination of the urine from 
that kidney. 

The operation of renal sympathectomy consists in carefully dissecting the 
individual vessels of the renal pedicle. Each vessel is completely denuded 
of connective tissue. While making the dissection it is advisable to dissect 
towards the kidney. The kidney pelvis and the upper part of the ureter are 
likewise stripped by most operators, but Hess (quoted by W. P. Herbst 30 ) 
coniines his attention to the blood-vessels alone. The operation is extremely 
tedious and demands painstaking care (H. Harris 31 ). In necessary cases it 
can be combined with nephropexy (W. P. Herbst). Renal sympathectomy 
is also on trial for a miscellaneous collection of other unsatisfactory conditions, 


Fiff, 70. — Free edges of fascia brought through later - 
custal muscles between 12th and II th ribs. Inset a 
shows free ends of fascia sutured together with heavy silk. 
[Av hind permission of the ‘ Journal of the American 
Medical Association V) 
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such as essential hsematuria, but as yet there is insufficient data to formulate 
an opinion as to its value in these conditions. 

Nephropexy by Means of a Fascial Hammock. — The hammock is made 
of a single strip of fascia lata. The excellent sketch (Fig. 70) of the operation 
makes the technique clear, and this appears to be an exceptionally good method 
of performing nephropexy and one by which the kidney will be kept in position 
permanently. (D. R. Mellin. 32 ) 

Nephrostomy, particularly when performed by Cabot's method (Medical 
Annual, 1933, p. 253) is often a satisfactory and life-saving operation. It is 
usually required only as a temporary measure. M. L. Boyd 33 draws attention 
to the extraordinarily little inconvenience that a per- 
manent nephrostomy can give. His patient had had 
nephrectomy performed some years previously. The 
ureter of the remaining kidney became blocked with 
stones and nephrostomy was performed. The patient 
wears the tube and bag shown in Fig. 71 . The tube 
is kept in place by string around the waist. He has 
since married, and has carried on a successful business 
for eight years. His wife removes the tube every 
three weeks, boils, and replaces it. At night an 
additional piece of tubing is attached and led off to 
a receptacle beside the bed. Boyd emphasizes the 
fact that for successful permanent nephrostomy the 
skin opening and the kidney pelvis must be in a 
straight line ; this is achieved by Cabot’s method of 
performing the operation. The author suggests that 
permanent nephrostomy should be performed more 
often in carcinoma of the bladder, both in inoperable 
cases and as a preliminary measure before total 
cystectomy. 

V. S. Counseller 34 states that an increased number 
of nephrostomies were performed at the Mayo Clinic 
during 1932. 

Visualization of Renal Fistulse. — It is sometimes 
desirable to have first-hand knowledge of the ramifica- 
tion of a renal fistula. This can be accomplished by a lipiodol injection prior 
to radiography. The tract should be irrigated with an antiseptic solution 
before the injection. The illustrations in a paper by L. Strauss 35 show that 
the course of the tract, as well as the extent of dilatation of the pelvis and 
calices, can be visualized by the method. 

Pyelography in Injuries to the Kidney.- — H. Rolnick 36 takes up the 
question of the value of pyelography in renal injuries. Pyelography does not 
surplant the necessity for clinical judgement in diagnosis and treatment of 
these injuries. It is of doubtful value in the' early stages, for the injured 
organ temporarily ceases to function. Furthermore, gaseous distension of the 
intestines is often much in evidence after severe renal injuries ; gas tends to 
obscure the pyelogram. The value of excretion pyelography reaches Its zenith 
when applied to a case of apparently slight injury. Every patient who has 
had renal injury which apparently is healing should have pyelography before 
he is allowed to leave his bed (H. Bailey 37 ). With this precaution we are 
spared being taken unawares by late catastrophic haemorrhages due to severe 
lacerations temporarily sealed by blood clot. 

Aneurysm of the Renal Artery. — M. Gerrard 38 reports 19 eases, and has 
collected 49 cases from the literature. The majority of eases are found in old 



Fig. 7 1 . — Permanent 
nephrostomy. The nephros- 
tomy tube is kept in place 
by a string around the waist. 
(After M. L. Boyd.) 
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people with arteriosclerosis, and an X-ray examination usually shows a circular 
shadow outside the pelvis varying in size from a cherry to an orange. The 
principal danger is rupture. The symptoms of a ruptured aneurysm fall into 
three groups : (1) Profuse luematuria (one-third the cases) ; (2) Perirenal 

haematoma (one-half the cases) ; (3) Both (1) and (2). Testicular pain was 
present in two instances. Owing to the tendency to calcification, and the 
advanced age of the patient, surgical treatment of a non-raptured aneurysm 
is rarely indicated. When rapture occurs operation is imperative. Five cases 
are reported where nephrectomy was performed, and two in which the sac 
alone was removed. All operations were followed by a cure. 

Infarction of the Kidney, — J. D. Barney and E. R. Mintz 39 describe the 
ease of a woman of 31. Following an attack of thrombophlebitis of the left 
leg she was admitted into Massachusetts General Hospital with severe pain 
in” the left loin. After some days, a tentative diagnosis of perinephric abscess 
having been made, the left loin "was explored under local anaesthesia. There 
was no abscess, but the kidney presented a curious lifeless appearance ; it 
did not bleed when partially deeapsulated nor when a small portion had been 
removed for microscopical examination. The pathological report on the 
specimen was returned as infarction of the kidney. Later the patient’s condi- 
tion again became serious, and still the symptoms pointed to the left loin. 
Operation was undertaken under gas and oxygen anaesthesia, and nephrectomy 
was performed. The excised kidney showed that the entire vascular pedicle, 
both arterial and venous, was blocked with clot. The patient died ten days 
later from pneumonia. 

Five other cases of infarction of the kidney are described. All ended fatally. 
The authors remark that it is not the infarct per se that kills ; it is rather the 
endocarditis, sepsis, or phlebitis (the cause of the infarcts) which determines 
the fatal issue. 

Renal Calculus. — 

The Relation of Fractures to Nephrolithiasis. — Skeletal fractures appear to 
predispose to renal calculi. From the medico-legal standpoint this is of 
obvious importance ; take for instance F. Oehlecker’s case. 40 The patient 
was a bricklayer, and he had a fractured lumbar vertebra. Four months later 
renal calculi developed. As there was plenty of radiological evidence that no 
calculi were present in the early days of the treatment of the fracture, a direct 
relationship between the accident and the development of stones must be 
allowed. In fracture of the spine the sequence is not difficult to follow. In 
such injuries the spinal, cord is likely to be damaged, and in all such cases 
some degree of pyelitis is almost inevitable. When it comes to the fracture 
of a long bone the relationship between the accident and' the stone formation 
is more difficult to understand. B. Schmuckler, 41 who has been closely investi- 
gating this question, considers the important factor is absorption of calcium 
salts following the fracture. 

Cystine Nephrolithiasis . — This should be suspected in all cases of recurrent 
renal calculi, and the calculi and urine should be examined chemically for 
cystine. In patients with this inborn error of metabolism recurrent calculi 
can be prevented to a large extent by a Low-protein Diet — proteins with 
a high cystine content being rigorously avoided ; in addition, the urine should 
be rendered alkaline. In two of G. H. Ewell’s 42 patients, after tw r o months 
upon such a diet, the urine, became cystine free. The familial and hereditary 
characteristics of cystinuria are not always present, as proved by examination 
of the urines of other members of the family. 

The Hazards of Nephrectomy. — A tear in the inferior vena cava is one 
of the most alarming accidents of .renal surgery. It is an. ever-present danger 
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while a difficult right-sided nephrectomy is in progress ; dense adhesions, a 
short pedicle, and an obese patient are predisposing factors. J. B. Priestley 
and W. Walters 43 consider that a hsemostat applied accurately to the tear, 
but not occluding the vena cava, is the most satisfactory and practical method 
of dealing with the situation. The handles of the luemostat are left projecting 
from the wound and the instrument is left in place for a whole week. The 
rachet is then loosened, but the hsemostat is still left in place till the eighth 
day, when it can be removed in almost every case without further bleeding. 
The authors have had two successful cases by adopting this method. 
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LABOUR. (See also Maternal Mortality and Morbidity.) 

LABOUR, INFLUENCE OF AGE UPON. 

Beckwith Whitehouse, M.S . , F.R.C.S . , F.C.O.G. 
The influence which age may have on the course of pregnancy and labour 
has been given considerable prominence in American and Continental literature, 
and in Great' Britain the subject has been recently investigated by Douglas 
Miller. 1 In a communication to the Edinburgh Obstetrical Society Miller 
analyses the results of 174 cases of pregnancy in young girls and of 88 cases 
in which the patient ■ had passed the age of 40 at the time of her first 
confinement. 

Pregnancy in Young* Girls. — In this group the ages of the girls varied 
between 13 and 17, the majority naturally falling into the latter extreme. 
Pregnancy in most very young primiparae proceeded normally to term and the 
incidence of premature labour was not appreciably different from that in older 
women. In about 10 per cent albuminuria or syphilis accounted for the onset 
of labour at or before the thirty-sixth week. Venereal disease was present in 
28 eases (16 per cent) ; and albuminuric toxaemia also presented a high rate 
of incidence (17 eases, including 3 patients with eclampsia). The author 
attributes the frequency of toxaemia to the inevitable lack of supervision associ- 
ated with illegitimate pregnancy rather than to the age of these young patients. 
In the case of the three eclampties the patient had concealed her pregnancy 
and did not receive any medical attention until after convulsions had occurred.,. 
Miller notes that two of these patients died. 

The length of labour in the authors series did not differ appreciably from 
that regarded as normal in a first labour, and in many cases the expulsion of 
the child was surprisingly rapid and easy. The average weight of the babies at 
birth was 6 lb. 4 oz. over the whole series, and a trifle below this figure in girls 

18 
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of 15 years or less. One girl of 16 gave birth spontaneously to a child weighing 
0 lb. 3 ox. after a labour lasting only eight hours ! 

In 16 eases the pelvic measurements were below normal, and 14 of these 
occurred in girls under 16 years of age. The pelvis was of the ‘small round’ 
type and undoubtedly represented an undeveloped rather than a pathological 
type. The incidence of mal presentations was neither greater nor less than in 
older women, and laceration of the soft parts occurred approximately in 1 
patient In 6, a figure which compares very favourably with that associated 
with other ages. The frequency of forceps delivery, approximately 9 per cent, 
was low, and less than the average figure (16 per cent) for the operation in all 
cases at the Edinburgh Royal Maternity Hospital, where the author’s investi- 
gation was conducted. Miller thinks it probable that, as ossification is 
incomplete and the mobility of the pelvic joints less restricted than in older 
women, the pelvis in young girls may be functionally more capacious than its 
measurements would indicate. Ccesarean section was performed in 4 patients, 
the indication in each case being contracted pelvis. 

Miller's results do not support the view that the course of pregnancy and 
labour in the very young is attended with greater danger or difficulty than in 
the more mature patient, apart from the higher incidence of coexisting venereal 
disease, and the tendency to concealment of pregnancy, with deficient ante- 
natal supervision. Most of these patients are unmarried and of the hospital 
class, and therefore the most suitable environment during pregnancy and labour 
is an important consideration. The author advocates institutional treatment 
where the girl will be treated “ neither as an injured innocent nor yet as a 
culprit, and at the same time be assured of adequate ante-natal care 

The Elderly Frimipara. — When pregnancy occurs for the first time over 
the age of 40 there is no doubt, as Miller says, that the patient generally 
approaches her confinement with considerable anxiety, and that this is shared 
by her relatives and to some extent also by her medical attendant. This 
opinion is justified by the findings in the author’s series of 88 primiparse whose 
ages ranged from ‘40 to 47. 

Pregnancy in these elderly primiparse shows an undue frequency of albu- 
minuric toxaemia . J. K. Quigley 2 gives an incidence of 15-5 per cent, W. C. W. 
Nixon 3 15 per cent, and M. Schulze 4 12*1 per cent. In D. Miller’s series 10*7 
per cent suffered from severe albuminuric toxaemia in spite of careful ante- 
natal supervision. 

Regarding labour, much greater variation was noted in primiparse over 40 
than in younger women, especially in relation to the proportion of patients in 
whom labour exceeded the usual eighteen hours. The commonest cause of 
delay in the author’s series lay in feeble and inadequate uterine contractions. 
The uterus of the elderly primipara is much less sensitive to stimuli which 
provoke contraction, and in those cases where labour was induced before term 
the response was unsatisfactory and labour seriously prolonged. The author 
thinks it probable that the delay in dilatation of the cervix common at the age 
of 46 and beyond is due to uterine inertia rather than to any constitutional 
rigidity associated with age. He thinks it rational therefore in cases in which 
vaginal delivery is contemplated, to attempt sensitization of the uterus with 
quinine several days before the probable onset of labour. Miller also considers 
that the routine hospitalization of the elderly primipara is desirable owing to 
the possibility of lower uterine segment Ccesarean section being required should 
uterine contractions prove to be inadequate. All published series of cases 
show a high incidence of Caesarean section, varying from 11 per cent in the 
case of J. K. Quigley’s 2 observations, to 17-3 per cent in the case of T. P. 
Maxwell and A. I. H. Wong, 5 and 33 per cent with M. Schulze. 4 In D. Miller’s 1 
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some of the higher apes. Professor A. F. Dixon, of Dublin, possesses* another 
specimen from which the drawing (Fig. 72) has been made. 

There is little doubt that. the patient referred to was suffering from this con- 
genital deformity. The 
appendix of the laryn- 

geal ventricle on the G. 

right side had extended p G }-j t ^ * 

hyoid membrane in an 

upward direction be- ! - l. N.r m ... T 

hind ^ the body of the S. f. 

floor of the glosso-epiglottic fossa. fl|jjSr '■ .vV 

There is no mention in surgical • ’ % r n 

literature of the extension of 
these extra-laryngeal pouches into 

the tongue. In the apes they / 

extend down the neck, often as / r / ^ ifUwSr I 

far as the clavicle or between the Hi IK’/ / f 1 ' * it 'n /§m^n 

two heads of the great pectoral lilJ&v //// /%! 
muscle into the axilla. They ly 

attain a very large size. C C 

Von Bergman 2 mentions laryn- 
goeele and congenital air cysts in it 'X '~y 

connection with swellings of the 

neck. He and other German - Tr 

writers refer to the danger of ^ 

sudden death from suffocation % 

when the sac becomes over- j 

The fact that the liplodol did 

not enter the larvnx in the ease Fi{ P 72.— Congenital protrusion of a laryngeal 

IIO V 1 ; * ■ , , r , pouch. Dra^rine from a specimen in Trinitv College, 

under review may be explained Dublin, by kmcf permission of Professor A. P. Dixon, 
on the hypothesis that the interior 

opening was either very minute or of a valvular nature. . 

Richard Quain 3 states that the blind end of the appendix sometimes passes 
upward, lateral to the aryepiglottic fold and behind the body of the hyoid 
bone, so as to lie close to the floor of the glosso-epiglottic fossa. He refers 
to Sclavunas, who collected reports of 10 cases of congenital laryngocele. Two 
were bilateral, 4 were unilateral, and 4 were bilateral but with a larger sac 
on one side. 

Andre Forster, 4 Professor of Medicine in Strasbourg, gives a very full illus- 
trated account of the laryngeal sac in apes. 

Refebexces. — Surg. Gym-col. and Ob si. 1933, Feb . ; 2 System of Practical Surgery , 
n» 147; * Anatomy, 1914, ii» pt. 2, 169; *Arch. d'Anat., F'Histol. et d'Embryol. 1925, iv, 45. 


Fig. 72. — Congenital protrusion of a laryngeal 
pouch. Drawing from a specimen in Trinity College, 
Dublin, by kind permission of Professor A. P. Dixon. 


LARYNX, TUBERCULOUS DISEASE OF. 

F. W. Watkyn-Thomas, F.B.C.S . 

Diagnosis. — The importance of early diagnosis is emphasized by H. 
Barwell. 1 He remarks that early diagnosis is essential for successful treat- 
ment, and, as nearly all eases of tuberculous laryngitis are secondary to phthisis, 
all phthisical patients should have their larynges inspected every few months 
as a routine measure. It must foe remembered that many consumptives have 
a hoarse or a weak voice simply as a result of asthenia, and they are liable to 
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simple laryngitis from the strain of coughing and from infection by secondary 
organisms in the sputum. On the other hand, a genuine tuberculous lesion 
may not cause any symptoms in the early stages and can only be excluded 
by laryngoscopy. 

The usual route of invasion is by organisms in the sputum directly through 
the epithelium ; the usual place is the vocal process, where the epithelium is 
thinnest, closely applied to the cartilage, and liable to abrasion by coughing. 
The earliest lesions are thus usually found at the level of the glottis and may 
spread forward along the cord or back to the commissure. Although the upper 
orifice is rarely attacked before the glottis, swelling of the arytenoid is often 
seen early ; ulceration of the epiglottis is usually late. 

The author points out that the 4 characteristic pallor’ of the tuberculous 
larynx is fictitious. The tuberculous granulations, the margins of the ulcers, 
and the arytenoid infiltrations are usually pale, but the pallor of the larynx 
depends on the anaemia of the patient ; sometimes the larynx may be red from 
coughing, and infiltrations on the cords, bands, or epiglottis may be deeply 
congested. There is little fibrosis if the ulcers heal, unlike syphilis or lupus, 
and dyspnoea from scarring is very rare. Often the disease is detected in the 
larynx before it lias been suspected in the lungs. In known tuberculous patients 
catarrhal laryngitis may be regarded as tuberculous, and if there is any suspi- 
cion it is wise to treat it as such ; vocal rest and simple treatment wall soon 
cure the catarrhal condition. If only one cord is affected, or if there are 
granulations or ulceration, the condition is not catarrhal. The syphilitic ulcer 
has a well-defined margin ; if superficial it is surrounded by a zone of hyperaemia, 
with a smooth, fiat base ; if deep it is crater-like, with punehed-out, under- 
mined, and sometimes ‘mouse-nibbled’ edges. Roughly speaking, syphilis 
extends from in front backwards, tuberculosis from behind forwards. This 
is particularly noticeable on the vocal cords. Lupus spreads downwards from 
above and attacks the epiglottis and upper aperture first ; it is painless, 
the infiltration is in nodules, and stenosis may be caused by the dense 
scar tissue. 

A tuberculous infiltration limited to one cord, sometimes found in elderly 
men with very indefinite signs in the chest and scanty or absent tubercle 
bacilli, may easily be mistaken for carcinoma. Such cases must be examined 
veiy thoroughly with skiagrams of the chest. Biopsy is often impossible as 
the mass is too sessile. The author concludes “it is better to perform a 
laryngo -fissure for an infiltration which proves to be tuberculous than to allow' 
an epithelioma to pass beyond the reach of removal by this operation 

Treatment. — H.P. Schugt 2 describes a method of Blocking the Pharyngeal 
Nerve Plexus in those cases where laryngeal tuberculosis extends to the 
pharyngeal wall. He remarks that, when properly done, blocking the nerves 
of the pharyngeal mucosa gives permanent anaesthesia, but that the method 
is not so easy or safe as blocking the superior laryngeal. The nerve plexus 
for the pharyngeal wall lies in the parapharyngeal space and is made up of 
fibres from the vagus, glossopharyngeal, and sympathetic. A specially curved 
needle is pushed into the pharyngeal mucosa just behind the posterior pillar 
at the level of the base of the uvula and cautiously moved upwards and out- 
wards for 1£ cm. This must be done carefully to avoid injuring the neck 
muscles. When the space is reached the needle should be easily movable in 
all directions ; if it is not, it means that the point is embedded in a muscle : 

c.e. of dilute (35 per cent) Alcohol should be injected. At intervals of a 
few days increasingly strong doses should be given until anaesthesia is obtained. 
Too strong solutions may cause temporary, but complete, paralysis of the 
muscles of deglutition. 
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Sir ,1. Dundas-Grant 51 makes some simple and most useful suggestions for the 
relief of pain in laryngeal tuberculosis. He points out that a sudden attack 
of pain on swallowing in these eases may be due to an ordinary tonsillitis, not 
to a pharyngeal spread, and may pass off in a few days. One common kind 
of pain is a ‘painful burning stiffness' which is due to drying of mucus on the 
posterior pharyngeal walk It is felt most on waking and causes such discom- 
fort that often more serious sources of pain are suspected and the real cause 
overlooked. The simple treatment by means of a thermos flask with a 
solution of Bicarbonate of Soda, ready for warm gargling as soon as the 
patient wakes, offers a satisfactory remedy S 

The other point is, admittedly, more a matter for the expert. The ‘typical 
tearing pain’ is nearly always caused by a spot of ulceration, and, if this spot 
can be found, destruction of the exposed nerve-endings by Galvasio- cautery 
usually gives immediate relief. Sometimes when the" ulceration is slight the 
spot can be found at once ; unfortunately, if the ulceration is extensive there 
may be one sensitive spot which it is easy to miss. To avoid this mistake we 
are advised to test the whole larynx with a cotton-wool-coated probe until the 
actual sensitive spot can be found. Then that spot can be anaesthetized with 
cocaine and punctured with the fine point of a galvano-cautery. 

J. Rozier, W. Jullien, and TL Mollard 1 describe their experiences of a series 
of cases of larviigo-pulmonary tuberculosis treated with Gold Salts. Their 
patients, thirty-eight in all, were treated with mineral salts of gold (sanoclirysine- 
erisalbine) and organic salts (allochrysine and oily solganal B). 

It has been said that the association of a tuberculous laryngitis with phthisis 
makes gold treatment particularly dangerous. In one case, but only one, was 
the condition aggravated, and in this ease there was definite 4 reactivation ’ 
of the laryngeal lesions, but this patient’s general condition was so bad that 
the authors do not regard it as a fair ‘test case’. In four other patients — and 
it is a curious point that at the start none of them showed signs of anything 
except catarrhal laryngitis — ulcerations of the vocal cords and ventricular 
bands appeared during the course of treatment. These are regarded as focal 
reactions, and cleared up quickly and completely without interrupting either 
the treatment or the cure of the larynx as a whole. The risks and complica- 
tions incidental to all forms of gold treatment do not seem to be at all increased 
by the presence of laryngitis, and the authors agree with Mayoux, Ameuille, 
and Hinault, who have categorically stated that even extensive laryngeal 
lesions do not, of themselves, contra-indicate the use of gold salts. 

The next question is whether the gold salts actually benefit tuberculous 
laryngitis. The authors report, in their 88 cases, 14 complete laryngeal cures, 
12 eases in which there was considerable improvement, 11 in which the condi- 
tion was unchanged, and 1 in which it was aggravated. The period of observa- 
tion for all cases was from three to six months. Of the 14 cured cases — and 
for cure nothing less than restitutio ad integrum is accepted — 0 were catarrhal, 
2 were simple infiltrations, and the other 6 were infiltrations with ulceration. 
Of all cases those with infiltration and oedema seem to have been most resistant. 
They remained stationary, with slight and temporary periods of improvement, 
but were never cured. 

The extent of the pulmonary lesions affect the results of laryngeal treatment ; 
there seems no doubt that the more diffuse the lesions in the lungs the less likely 
are gold salts to improve the laryngeal condition. On the whole, improvement 
in the lung and the larynx progress together, but there are exceptions ; in 
several cases the lung condition greatly improved while the larynx remained 
unaltered, in others the larynx was cured while the lesions of the lungs showed 
no improvement at all. 
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Sir St Clair Thomson, 5 writing on tuberculosis of the larynx and Artificial 
Sunlight Treatment, comments on a series of 32 eases treated at Midhurst 
during 1 three years. 1926-29. It had been claimed for light treatment that 
55 per cent of cases of laryngeal tuberculosis could be cured by tills method, 
but in ten years at Midhurst the total cures were only 25 per cent. The results 
have been most disappointing. All the 32 chosen eases were well ‘within the 
expectation of cure ’ by the usual methods, with early and limited disease, 
usually in the inter-arytenoid region, or on the cords or ventricular bands. 
In only two or three eases was there any improvement which could fairly 
be attributed to the light. In several cases the light was abandoned owing 
to pyrexia; in several other cases (II in all) the gal vano-eau tery was needed 
before a cure could be obtained ; in 4 a pneumothorax was made. The 
author’s conclusion is that while it may appear to be of help in a very 
I'tnv cases, it probably acts only by suggestion ; that it is fraught with 
danger if not scrupulously supervised ; and that, on the whole, in patients 
in a well-ordered sanatorium it is no addition to the treatment at present 
in use”. 

On the other hand, A. Eidinow, 6 in a paper on treatment of chronic inflam- 
matory diseases of the mouth, pharynx, and larynx by local application of 
Ultra -violet Rays, is far more hopeful. He has designed a small water-cooled 
quartz mercury-vapour lamp for the direct application of ultra-violet rays to 
the buccal and pharyngeal mucous membranes. The lamp is fully described 
in his paper. It is "worked with a current of 80 to 100 volts and one ampere, 
giving rays of 8000 to 2300 A.U. "wave-length. The method must be used 
with great care, as otherwise there may be a severe and acute reaction. Sub- 
acute glossitis , chronic catarrhal pharyngitis , and leucoplakia all responded in 
an encouraging way, but in cases of leucoplakia any suspicion of early malignant 
disease seems to be a definite contra-indication. The most important obser- 
vations are those described in the treatment of tuberculous lesions. Three 
cases of chronic tuberculous ulcerations of the palate and tongue were treated, 
and all three were cured ; it must be noted, however, that in all three the 
pulmonary lesions were cured before the light treatment w ? as begun. Eight 
eases of laryngeal tuberculosis were treated, with six complete successes. In 
the other two patients, both of whom died, there was temporary alleviation 
of pain. It is clear, however, that- the method must be used with great discre- 
tion and always by the .expert. 

A. I. Cemach 7 also describes a method of local application of ultra-violet 
rays by a special instrument. He has invented a small, curved quartz lamp 
which can be passed into the larynx. He agrees that general irradiation with 
artificial sunlight cannot be expected to cure tuberculous laryngitis, as even 
the Alpine sunlight cannot do this, but the local application of light can and 
does. Local light therapy is an adjunct to sanatorium treatment, it cannot 
replace it. On the other hand, this treatment is valuable for cases which are 
unsuitable for cauterization. Cemach believes that Cauterization should be 
reserved for infiltrations, especially those which are torpid, inclined to calcify, 
and therefore resistant to light. It is in the treatment of ulcerated lesions that 
he has found his method most useful. When the destruction has been inhibited 
by radiation he deals with infiltration by the cautery. He believes that 
the technique of his irradiation method is so simple that no special laryngo- 
logieal experience is needed. This seems to be entirely at variance with the 
other authors whom we have quoted on this point. 

R. W. Wilkinson’s 8 conclusions from a careful review of a series of 45 
eases may be summarized thus : (1) In many or even in the majority of early 
cases of tuberculous laryngitis the results are encouraging ; (2) Every general 
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practitioner should realize that every patient with phthisis must be examined 
with the laryngoscope at frequent intervals — it is wrong to wait for laryngeal 
symptoms ; (8) Treatment is carried out best at a sanatorium ; (4) The most 
effective method of treatment is a suitably adapted combination of elect ro- 
cauterization, vocal rest, and sunlight or modified sunlight. The best single 
method known at present is cauterization. Vocal rest is of supreme import- 
ance, and heliotherapy is very valuable when carried out under careful 
supervision. 

Summary. — These papers may be regarded, on the whole, as distinctly 
encouraging. Two points of the utmost importance are clear : first, that 
tuberculous laryngitis is by no means a hopeless condition ; next, that diagnosis 
must be made early, and early diagnosis depends on examination appearances, 
not on symptoms. Although general irradiation with artificial sunlight has 
proved disappointing there seem good grounds for hope that local application 
may yet be helpful. Lastly, there is some definite evidence that the gold salt 
treatment may actually help the cure of the condition. 

References. — 1 Lancet , 1933, i, 19.1 ; -Med. Jour . and Record, 1932, duly 6, 21 ; 

8 'Lancet » 1932, ii, 999 ; 4 Presse med. 1933, June 3, 894 ; 5 Brit. Med. Jour. 1932, ii, 905 ; 
Hb-id. 1933, ii, 94; 7 Jour . of Laryngol . 1933, xlviii, 326 ; *Arch, of Otolaryngol . 1932, 
xvi, 331. 

LEATHER-BOTTLE STOMACH. Robert Hutchison , M.D., F.R.C.P. 

This subject was dealt with in the Medical Annual for 1938 (p. 264), but 
since then C. P. Howard 1 has published an account of ten other cases with a 
very full review of the literature. He uses the term Tinitis plastiea’ for the 
condition, but gives a list of no fewer than forty-two synonyms for it. He 
has no doubt that the majority of eases belong to the sclerosing type of 
carcinoma. He is not prepared to deny the existence of a benign form 
(so-called 4 fibromatosis’), but believes that if many of the reported cases 
of this type had been more carefully examined they would have proved 
to be malignant. He suggests also that in many supposed syphilitic cases 
of leather- bottle stomach there has been a secondary invasion by cancer 
cells. 

' Reference. — l Quart. Jour. Med. 1933, Jan., 59. 

LEISHMANIASIS. (See Kala-azar ; Oriental Sore.) 

LEPROSY- Sir Leonard Rogers, M.D., F.R.C.P. , F.R.S. 

Epidemiology and Prophylaxis. — The results of three and a half years 
of leprosy surveys in India are summarized by E. Muir and I. Santra, 1 during 
which 16,499 cases were found among 2,435,610 persons examined, or 0*7 per 
cent, being over four times as many as had been returned in the census of 
1921, the figures of which only include obvious advanced cases. High incidence 
has been found among aboriginal people in labour forces in contact with 
civilization, and markets and pilgrimages spread the disease, which is pre- 
disposed to by deficient diet and debilitating diseases. 

E. Muir and J, Lowe 2 re view’ prophylactic measures in India, and they 
emphasize the fact that the disease can easily be diagnosed before the patient 
has become infective, when most cases recover under continued efficient treat- 
ment. In the Madras Presidency special leprosy officers are now seeking out 
and treating such early cases at eighty clinics, and the Annual Report for 
1932 of the Indian Council of the British Empire Leprosy Relief Association 
show’s that some 150,000 lepers are now being treated in India at 213 clinics at 
the very low cost per head per annum of about 5s. in Madras. The fifty-nine 
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residential institutions also accommodate 9684 inmates. Endeavours are now 
being made to extend the preventive work of the clinics by visiting the homes 
of the lepers and giving instruction with regard to precautionary measures 
to prevent infection, especially of the susceptible children, as well as to find 
early contact cases for treatment. J. Lowe 3 also reports on the epidemiology 
of leprosy in the Deccan, India, where he worked for some years. His con- 
clusions are in accordance with general experience, and he lays stress on the 
frequency of house infections and in persons under twenty, although symptoms 
may appear later in life owing to a long latent period, and their rarity under 
conjugal conditions in adults. 

The fate of children born of leprous parents in the leper asylum of Surinam 
is reported on by P. H. J. Lampe, 4 who found the fertility of female lepers 
to be high, but 40 per cent of their children die, mainly in the first year of 
life, and especially when the mothers give a positive Wasserman reaction not 
due to leprosy itself. Of those surviving the first year of life, 26 per cent 
became lepers and showed symptoms between the second and ninth years of 
life, and the incubation period among children showing little resistance is 
about two years. As there are lepers in Surinam over 80 years of age 
who have been born in and always lived in asylums, the necessity of 
separating the children from their mothers at birth, as now enforced in 
Surinam, is evident. 

Pathology. — An important advance is recorded by M. II. Soule and E. B. 
McKinley, 5 who report further on the cultivation of the Mycobacterium leprae— 
that they have carried their cultures recorded in last year’s Medical Annual 
(p. 264) to sixteen generations in eighteen months. Moreover, E. B. McKinley 
and Elizabeth Verder 6 have continued this work, and found that by planting 
out their colonies in an embryonic tissue culture, made from minced embryo 
chick suspended in Tvrode’s solution, growth was obtained in five days under 
CO.j and oxygen tension and also under ordinary atmospheric conditions, and 
they are able to cultivate the strain apparently indefinitely by this means, as it 
has now remained viable for Two years. They have also made cultures thus 
directly from the nodules of three cases of leprosy, so they believe that 
Hansen’s bacillus may now be readily grown. 

The calcium content of the blood serum of lepers has been studied by A. G. 
Badenoch and F. E. Bvron, 7 who found it was always reduced below the 
normal during lepra reactions, and to a less extent in their absence, and that 
an increase of serum calcium appeared to be correlated with clinical improve- 
ment, as a rise due to the addition of calcium-containing milk was usually 
accompanied by clinical improvement. 

Treatment. — In the small island of Rodriguez, near Mauritius, leprosy has 
long been known, and J. B. Kirk and J. H. Andre® report that to the 46 
eases discovered up to 1926 a recent survey added 20 further lepers, and that 
the patients are now r convinced of the value of treatment and co-operate in 
measures to help them. G. A. Ryrie 9 reports on the intravenous injection of 
solutions of certain dyes in leprosy of which he has tried a large number, and 
found that the following produced selective staining of the leprous lesions with 
good results in the form of a definite diminution of the external lesions of 
a variable degree without any immediate reactions, but the writer makes it 
clear that it is too soon to say if the improvement will be permanent. The 
successful dyes used were 25 c.e. of a 4 per cent solution of Trypan Blue, 
15 to 20 c.c. of a 1 per cent solution of Brilliant Green, and 10 c.c. of 
a 2 per cent solution of Fluorescein, the last two also having been used 
in combination, with marked retrogression of the lesions in 50 per cent 
of the cases in an average of nine weeks, while 4 out of 12 cases became 
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ba ct-cr iologiea! ly negative. P. D. Strachan 30 lays stress on the importance of 
favourable conditions of diet, hygiene, exercise, and treatment of concurrent 
diseases if good results are to be obtained in leprosy. 

References.' — l Ind. Jour* Med. Research , 1932, Oct., 421 ; -I ml. Med. Gaz. 1933, 
Feb., 88 ; Mnt&rnat , Jour, of Leprosy, 1933, Jan., i, 17 ; Mbid. 5 ; 5 A mer. Jour. Trop. 
Med. 1932, Nov., 441 ; 6 Proc. Soc . Exper . Biol, and Med. 1933, Feb., 659 ; T Trans. 
Roy. Soc. Trop. Med . and Hyg. 1932, Nov. 11, 253 ; Hbid. 1933, March 23, 499 ; Mbid. 
June 29, 33 ; 1Q S. African Med. Jour. 1933, April 8, 210. 

LJMITIS PLAST1CA. (See Leather-bottle Stomach.) 

LIPOID METABOLISM, DISEASES OF. 

Stanley Davidson , M.D . , F.R.C.P.E . 
For a full description of the classification, pathology, and clinical manifesta- 
tions of this extremely interesting group of diseases, the reader is referred to 
the recently published papers by Professor Ludwig Pick. 1 
Reference. — Ulmer. Jour. Med. Sci. 1933, April, 453, May, 601. 

LIVER, SURGICAL DISEASES' OF. A. Iiendle Short , M.D., F.R.C.S. 

Ruptured Liver. — I). Eearius. 1 of Berlin, relating three cases, mentions 
that severe haemorrhage from the tom liver may be controlled by clamping 
the hepatic artery and portal vein in front of the foramen of Winslow, but the 
clamp must only be left on a very short time. He quotes a large body of 
central European statistics as to the mortality : — 
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Schmidt 

24 

„ 66 „ „ 

if 

Wyss 

17 

N 58 „ „ 


Just 

10 

„ 50 „ „ 

»» 


11. F. Carter, 2 of New York, happened to tear a hole in the liver with a 
retractor during an operation, and found that filling it tightly with a chunk of 
rectus muscle and applying pressure effectually stopped the rather free bleeding. 

Liver Abscess. — About one hundred cases, from New Orleans, rather more 
than half of which were amoebic and the rest bacterial, are reviewed by H. B. 
Gessner. 3 Of these 89*6 per cent died. The commonest method of treatment 
was Incision of the Abscess, after adhesions were made sure of, and packing 
the cavity tight with Iodoform Gauze soaked in Balsam of Peru and Castor 
Oil (23 cases, 5 died). Next most popular was incision and drainage (17 eases, 
5 died). 

Vergoz and Hermcnjat-Gerin, 4 of Algiers, write on rupture of the amoebic 
abscess of the liver into the serous cavities, describing 3 eases at their own 
clinic (2 cured, 1 fatal) and 80 from the literature, mostly French and North 
African. Intraperitoneal rupture is the commonest and the least disastrous ; 
46 per cent died.. Intrapleural rupture was fatal in 85*7 per cent of cases, and 
intraperieardial in all. When the pus bursts into the peritoneum it may form 
a localized abscess, or cause general peritonitis, the symptoms being like those 
of localized or diffuse peritonitis from other causes. Diagnosis is seldom made 
.before operation. Treatment is to open and drain the abscess cavity, but if 
the pus is examined immediately and found to be sterile, it is wise and safe 
to close the abdomen completely. A course of Arsenic and Emetine should 
follow. Intraperieardial rapture is usually fatal on the spot. 

Hydatid Cyst. — The value of laboratory investigations in the diagnosis of 
hydatid infestation is reported on by K. D. Fairley and C, H. Kellaway, 5 of 
Melbourne. Half the patients show eosinophilia. A complement-fixation test 
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positive before the first operation is definite evidence of hydatid disease, and 
it Is of great value for the diagnosis of recurrent or residual cysts after operation, 
but failure to react to the test does not exclude the presence of hydatids. The 
Cason! test — i.e., the intradermal injection of hydatid fluid derived from the 
sheep — shows enlargement of the wheal and an erythematous zone around it 
within half an hour if hydatids are present, but the test is useless after 
operation. If the test is negative, there 'is a 95 per cent probability that 
hydatid infection is not present, but it is only positive in 75 per cent of the 
genuine hydatid eases. There is a delayed reaction, an erythema seen about 
twenty-four hours after injection, which has much the same value. E. Bressot, 6 
of Constantine, Algeria, agrees that eosinophilia is present in half the cases, 
and that the Casoni test is positive in 58 per cent of patients with hydatid 
disease. 

Five eases of hydatid cysts bursting into the bile-passages and causing jaun- 
dice and pain like biliary colic, all from Algeria, are related by three French 
surgeons, -S. Sabadini, E. Bressot, and G. Sicard. 7 All recovered after operation. 
The cyst was marsupialized. In two of Bressot’s cases the first operation was 
to open the common duet, which contained hydatid cysts ; it was necessary to 
operate again later to marsupialize the main hydatid cyst. 

References'.. — 1 Arch. f. Min. Ghir . 1933, Jan., 756; 2 Ann. of Burg. 1933. April, 636 ; 
3 Amer. Jour. Burg. 1933, June, 672; de Ghir. 1932, ‘Nov., 6S0 ; 3 Austral . and 

N.Z. Jour. of Burg. 1933, Jan., 236; 6 Presse mid. 1932, March, 478 ; 7 Bull, et Mem. 
Sac. nat. de Ghir. 1932, July, 1115. 

LUNG, ABSCESS OF. J. F. Gaskell , M.A., M.D . , FJLC.P . 

Treatment. — The medical and surgical treatment of abscess of the lung 
was discussed at the French annual congress of medicine. 1 E. Sergent and R. 
Kourilsky from the medical side emphasized the frequency of spontaneous cure, 
but at the same time the difficulty of being certain of this. False e cures 5 occur. 
Surgical intervention is indicated in every case in which the condition lasts for 
two months without much improvement. A. Baumgartner, from the surgical 
side, also emphasized the necessity of fairly early surgical intervention for 
success, and considered two months the best time to operate. He stated that 
the use of the thermocautery or the electrical bistoury w T ere the only reasonable 
operative procedures, and advocated either Pneumotomy or atypical frag- 
mentary progressive Pneumectomy, according to the nature of the ease. 
Lobectomy is rarely indicated and too dangerous. A. Lemierre, M. Leon- 
Kindberg, and A. Soulas advocated Bronchos copic Drainage by suction 
at stated intervals. A. J. Scott Pinchin and H. V. Morlock 2 also give good 
results from the latter method in abscess, and marked amelioration in 
bronchiectasis. A. Landau and S. Kaminer 8 advocate intravenous injections 
of 33 per cent Alcohol, rising from 20 to 50 c.c., in all suppurative lung 
infections. 

References. — l Presse mid. 1932, Oct. 22, 1593 ; * Lancet , 1932, ii, 605 ; 3 Presse mid. 
1932, Aug. 10, 1240. 

A. Tudor Edwards , M.Ch., FJi.C.S. 

The treatment of pulmonary abscess is settling down on more definite lines 
as experience accumulates. There is general agreement that, except in the 
gangrenous type, medical measures, including Postural Drainage, the adminis- 
tration of Arsenic, etc., should be instituted as the preliminary. Soon after 
the abscess ruptures into the bronchus it will be essential to determine whether 
Bronchoscopic Aspiration is advisable. There is no question that if this 
is carried out in every case a certain proportion of patients will be submitted 
to the procedure who would recover without any operative treatment. If, 
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however, there is inadequate improvement both clinically and radiological I y 
after the end of the third week, bronchoscopic aspiration will be advisable. 
In the cases of radiologically proved hilar abscesses this method of treatment 
should be persevered with, but in other varieties unless there is a definite 
indication of cure by persistence of bronchoscopic methods, the question of 
surgical drainage should be seriously considered about the sixth to the eighth 
week. 

Some authorities, such as Terracol, 1 state that only acute or subacute 
abscesses with clear cavity containing anaerobic organisms and little surround- 
ing thickening are suitable for bronchoscopic treatment. Surgical Drainage 
should be instituted earlier in acute lung abscess if the size of the abscess 
increases, or if the clinical course suggests that a spontaneous cure is unlikely. 
This is the opinion expressed by H. Neuhof and H. Wessler, 2 who further state 
that external drainage should always be performed for the subacute abscess. 
They record a series of 20 patients with acute lung abscess ; 10 of these whose 
clinical course was favourable were not operated upon and recovered, but 

1 with an acute fulminating lesion died. The remaining 9 were operated upon, 
and 8 of these recovered and 1 died. Of 8 patients with subacute abscess, 

2 with favourable course recovered without operation ; 6 were submitted to 
operation, of whom 3 recovered. In 34 cases of chronic abscess, 18 were not 
operated upon. The results of medical treatment in these were that 3 showed 
improvement, 4 were unchanged, and 6 died. Of the 21 submitted to opera- 
tion, 12 were cured, 2 were improved, and 7 died. 

References. — hSurg. Gynecol, and Obst. 1933, Feb., 98; z Ibid. 1932, Dee., 523. 

IiUNG, CARCINOMA OF. J. F. Gaskell , M.A . , M.D., F.R.C.P. 

The value of bronchoscopy in diagnosis is shown by H. V. Morlock and 
A. J. Scott Pinchin. 1 

Primary stenosing carcinoma of the chief bronchi is described by M. Chi ray, 
G. Albot, and R. Jame. 2 It is a very localized form, leading to collapse of the 
lung and often subacute bronchopneumonia. It is usually of priekle-cell type, 

A. Costedoat 3 writes of the eighteenth ease in the literature of a lymphatic 
form of secondary carcinoma giving rise to suffocative symptoms like an acute 
tuberculous asphyxia. The primary growth is gastric, occurring in young 
people. The radiograph shows a characteristic dense lattice work. 

H. K. Pancoast 4 describes 7 eases of ‘superior primary sulcus tumour’ with 
diagnostic circumscribed X-ray shadow, and with symptoms of pain in the 
shoulder and arm, and Horner’s syndrome showing sympathetic involvement. 
The tumour is of the priekle-cell type and is not primary in the lungs. It may 
arise from an embryonic rest. 

References .—'Brit. Med. Jour. 1933, i, 911 ; ^Presse med . 1933, July 5, 1057 ; 
*Ibid, May 10, 745 ; 4 Jour. Amer. Med. Assoc. 1932, Oct. 22, 1391. 

A. Tudor Edwards , M.Ch., F.R.C.S. 

More routine radiological examination in chest disease is leading to the 
diagnosis of malignant disease at an earlier stage than formerly. This is' of 
considerable importance, as the possibilities of radical extirpation largely 
depend upon early diagnosis. Necessarily, since the majority of these growths 
arise primarily in the main bronchi, only a relatively small proportion will be 
suitable for radical operative treatment. Those types arising in the smaller 
bronchi and bronchioles cause characteristic shadows on radiological examina- 
tion, being often rounded, and, apart from clinical symptoms, can be differen- 
tiated from infective conditions such as pulmonary abscess by the complete 
absence of evidence of inflammation in the surrounding lung. In other words, 
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there is an abrupt transition from the shadow to the normal translucent 
surrounding lung, whereas in pulmonary abscess there is a steady gradation 
of the shadow as it fades away into the normal tissue. 

E. D. Churchill 1 reports four eases of carcinoma of the lung in -which explora- 
tory thoracotomy was performed. In two of these the growth was found to 
be inoperable. In the third right lower lobectomy was performed, but unfor- 
tunately the patient died on the third day from bronchopneumonia. The 
fourth patient had an operable growth involving the right middle and lower 
lobes, both of which were removed, and the patient made an uneventful 
recovery. In Churchill’s view every patient with haemoptysis, bronchial 
obstruction, or pleural effusion should be most carefully examined to exclude 
carcinoma of the lung. 

Reference. — l Jour. of Thor . Sitrg. 1933, ii, 254. 

Luie 5 INJURIES ‘OF. A. Tudor Edwards , M,Ch F.21C.S . 

During the course of the War there were considerable changes in the treat- 
ment advocated for wounds of the chest, and particularly in the early treatment 
of eases with open pneumothorax — ‘blowing wounds’. These were closed at 
the earliest possible moment regardless of the surgical amenities available, 
and this doubtless saved a large number of patients who could never have 
otherwise survived transportation to operating centres. Similar cases are not 
often encountered in civil life except in industrial areas, but knowledge of the 
types of accident in which early, if not immediate, operation is advisable should 
be widespread. These chest injuries appear to be more common in the United 
States than in this country and on the Continent, and from time to time papers 
are published which well merit careful reading. Thus A. L. Lockwood 1 advises 
early operation in all patients with open pneumothorax ; in every case of 
‘stove-in’ chest where the pleura is lacerated, with or without external wound ; 
and in all patients with a penetrating wound in whom there is an irregular 
missile retained. Likewise, penetrating wmunds with progressive bleeding, 
haemoptysis, and massive pneumothorax, or with massive haemothorax which 
cannot be controlled by aspiration, will require operation within a short time 
of injury. He also suggests that patients with rupture of the main bronchi 
and wiie re damage to the hilum is suspected should be operated upon, but 
patients with such severe injury are unlikely to survive sufficiently long to 
reach hospital for the performance of any operation. A later indication, which 
is of course widely recognized, is the onset of sepsis in the lung or pleura whether 
or not any missile is retained. 

Reference. — l Surg. Gynecol, and Obst. 1933, Feb., 542. 

LUNG, MASSIVE COLLAPSE OF. J. E. Gaskett, M.A., M.D., F.R.C.P. 

K. Middeldorpf, 1 in an extensive clinical and experimental study, supports 
the theory of the plugging of a main bronchus as the cause of the condition. 
Division of the vagus or cocainization of the bronchial mucous membrane pre- 
vents the asphyxia! changes in breathing and circulation that massive collapse 
causes. These are therefore reflex. 

Reference. — Went. Zeits. f. Chir. 1933, April, 173. 

LUNG, PHYSICAL SIGNS IN. J. F. Gashed, M.A . , M.D., F.R.C.P. 

Abnormal physical signs in the chest following surgical operations have been 
studied by II. H. Overholt and J. R. Veal. 1 They are due to fixation of the 
diaphragm in the expiratory position wdth consequent over-ventilation of the • 
upper chest and collapse of the lower lobes. Even bronchial breathing may 
occur from the first to the fourth day, from this cause alone. 
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G. Renosto 2 draws attention to the occurrence through respiratory insufficiency 
of tales at the apex of the lung , which are purely functional, and not the sign 
of disease. 

E. Korol 3 gives a review of paradoxical breathing — the lungs filling on 
expiration, emptying on inspiration — in the animal kingdom. In man it is 
normal at the apex of the lung, in the root portion, and in the mediastinum. 
It implies a flow of air from one part of the lung to the other, and may be a 
cause of both emphysema and the spread of infections. 

References, — l JN Jew JEng. Jour. Med. 1933, Feb. 2, 242 ; 2 Polielniico (Sez, Prat.), 
1933, Feb. 6, 212; K4.rch. of Internal Med. 1933, Feb., 264. 

LUPUS ERYTHEMATOSUS* {Plate XXXVII.) 

A. M. II. Gray , M.D., F.E.C.P., F.R.C.S. 

F. A. Diasco 1 looks upon lupus erythematosus as a disease in which the 
etiological factors are multiple and diversified. Some eases are probably 
tuberculous, while others exhibit no clinical, evidence of tuberculosis but do 
show infection with other organisms, notably in the teeth and tonsils. The 
cases in which the skin is quickly overwhelmed with virulent material and 
which frequently end in death appear to be due to a tuberculous infection of 
the abdominal lymph nodes combined symbiotically with a focus of infection 
elsewhere due to one of the pyogenic organisms. 

Successful treatment necessitates a complete examination of the patient. 
Elimination of all offending foci of infection is indicated. All sources of local 
injury (light, wind, cold, heat, etc.) which might be responsible for an out- 
break should be avoided. Tuberculin injections should not be given as they 
may aggravate the disease. Tonic measures, proper rest, regulation of the 
bowels, and nutritional therapy are valuable constitutional aids. He considers 
the Iverson Diet of value in this condition. 

As to local measures, treatment by radium, X rays, and ultra-violet light 
is contra-indicated. Carbon - dioxide Snow is valuable in skilled hands. 
Scarification and painting with Trichloracetic Acid have also their uses. 
Great advances in the treatment of this condition have occurred since the 
introduction of chemotherapy. The author has had good results with Gold 
Injections. He has used the sodium gold thiosulphate, introduced into the 
United States by Schamberg, but points out that in spite of the utmost care 
a number of toxic reactions occur which are beyond any means of control now 
at our disposal. Even the use of very small doses at the commencement of 
treatment will not eliminate the occasional case of extreme idiosyncrasy. 
Contra-indications to gold therapy are : (1) Acute febrile types of lupus 
erythematosus ; (2) Organic disease or lowered functional activity of the 
kidneys, liver, or spleen ; (3) Presence of active tuberculosis elsewhere in the 
body ; (4) Loss of weight, asthenia, or other evidence of lack of good health 
and lowering of the natural power of resistance ; (5) The appearance of gold 
reactions. A careful systemic examination of the patient is therefore neces- 
sary before embarking on a course of gold treatment. The author usually 
commences his treatment with intravenous injections of 0*01 grin, of the salt 
dissolved in 2 e.e. of distilled water, though in some cases only 0*002 to 0*003 grm. 
is given. Injections are given twice -weekly at same strength for four doses, 
and then the dose is gradually increased up to 0*05 grm. twice weekly. This 
dose is not exceeded, but is continued as long as improvement continues. The 
author considers that as 'many as 200 to 300 injections may be given as long 
as the patient shows no untoward symptoms. [In this country it is usual to 
begin with smaller doses, in the neighbourhood of 0-001 grm., and to give 
injections not more frequently than once a week. — A. M. H. G.j 
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The author has also tried "bismuth therapy, as suggested by MaeKenna, but 
only in eases which did not respond favourably to gold. He gives intramuscular 
injections of 1 c.c. ampoules of Bismocymol every three days for twenty doses. 
If signs of improvement occur, another course is given after two weeks 5 rest. 
In the few cases in which this treatment was tried, promising results were 
obtained. He lias had no toxic effects with bismuth injections, but notes that 
these have been recorded when the drug is used for treating syphilitic cases. 

R. Volk, 2 taking into consideration the success that lias followed treatment 
by salvarsan and neosalvarsan in eases of lupus erythematosus, has treated a 
number of patients with Spiro old, a pentavalent preparation of arsenic similar 
to stovarsol. The patients were usually given one tablet of 0-25 grin, daily 
for three days, though in the more acute forms only half a tablet was given, 
then after three days rest either this was repeated or increased to 1. 1.2., 1.2.2., 
or 2.2.2. tablets over the next three days. This is continued with three-day 
intervals. The author found an average ease required 50 to 70 tablets to 
obtain healing, while a very resistant ease required as many as 180 tablets. 
In a subacute ease the lesions had disappeared after 12 tablets. If the healing 
process appears to have ceased, an interval of a week or two is given. The 
longest period occupied by the treatment in the author’s series was 21 weeks. 

Local reactions — swelling of the patches and an acute inflammatory erythema 
of the surrounding areas — are observed in some cases and the dose must 
accordingly be regulated to avoid getting severe reactions. No severe general 
reactions were observed, though slight gastro-intestinal disturbance, tinnitus, 
and vertigo, which quickly subsided when the dose was reduced, were met 
with in three cases. In 44 cases, 16 were completely healed and 19 much 
improved ; in 4 cases the lesions flattened down but resisted further treatment 
by spirocid ; 2 cases reacted so strongly to minute doses that the treatment 
was abandoned; and 8 other cases remained uninfluenced. The author has 
not had success with the acute type of ease, but these were only tried with 
very small doses. 

Volk has also tried bismuth therapy (injections of Bismogenol, 1 c.c. twice 
weekly) in cases wdiich have resisted gold preparations or spirocid, and lias 
seen the lesions subside without any reaction. 

Acute Lupus Erythematosus. — A. C. Roxburgh 3 describes five fatal cases 
of acute disseminated lupus erythematosus. He concludes that it is a very 
uncommon disease, which occurs most frequently in women, and between the 
ages of 20 and 30 years. Most eases begin as the chronic localized type, but 
there is no evidence to show why they change to the acute disseminated type. 
Arthritis, arthralgia and muscular pains, albuminuria, purpuric eruptions, 
and high temperatures are of bad import, as they suggest the onset of a fatal 
termination. After the acute onset death is not likely to be delayed more 
than one to four months. The cause of death is streptococcal septicaemia, 
and tuberculosis has nothing to do with this form of the disease. 

References. — 1 Med. Jour, mid Record, 1933, May 3, 375 ; *Wien. kiln. Woch . 1933, 
June, 9, '732 ; z Brit. Jour. .Dermatol, and Syph. 1933, March, 95. 

LUPUS VULGARIS. (See Skin, Tuberculosis of.) 

LYMPHOGRANULOMA INGUINALE. {See also Bubo, Climatic, and 
Inguinal Granuloma.) Col. L. W, Harrison , D.S.O. 

The condition at present known as lymphogranuloma inguinale (L.I.) is 
attracting an increasing amount of attention, perhaps because of a strong 
suspicion that its incidence in Europe is increasing and that in many cases 
it is going unrecognized, generally being diagnosed as ordinary chancroidal 
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bubo. Described briefly, the disease commences with a trivial papule on some 
part of the genital area, e.g., the coronal sulcus in a man, and this is followed 
by an indolent enlargement of the regional glands (usually the inguinal in the 
case of meti s and in women when the primary lesion is in the vulvar area) 
which is commonly the cause of the patient’s seeking medical advice. The 
glands suppurate and discharge through fistulous openings, and the condition 
is usually very intractable. It is important because it is apt to be mistaken 
at first for the indolent enlargement of glands associated with a primary 
syphilitic lesion, and later with chancroidal bubo or tuberculous disease, unless 
the medical attendant is experienced in tropical diseases, when he would recog- 
nize it as ‘climatic bubo’. 

It has now been shown that lymphogranuloma inguinale and climatic bubo 
are identical. It has also been shown that the elephantiasoid changes of the 
female genitals with chronic ulceration of the genitals and rectum called by 
the French ‘esthiomene’ and by the Germans ‘ulcus chronicum elephanti- 
astieum vulvas ani et recti’, as also 4 syphilome ano-reetal’ of Fournier, are 
due to the same cause, which may also result in anal stricture. The estab- 
lishment of the identity of all these conditions is largely due to the use of 
skin tests, a person suffering from L.I. showing a characteristic reaction at 
the site of an intracutaneous injection of Frei’s antigen, which is a sterilized 
emulsion of pus from buboes of persons suffering from L.I. (see Medical 
Annual, 1931, p. 92). When the bubo is due. to chancroidal infection the 
reaction is at the site of an intracutaneous injection of dmelcos, a vaccine 
made from Ducrey’s bacillus ( see Medical Annual, 1932, p. 92) which may 
be given at the same time. 

The nomenclature is unfortunate because the term ‘ lymphogranuloma 
inguinale ’ is apt to be confused with the nodular and serpiginous ulceration 
of the genitals known as ‘granuloma inguinale’ (see Medical Annual, 1933, 
p. 105). L.I. has hitherto been dealt with only scantily in text-books on 
venereal disease, and H. Stannus, in a monograph entitled “ A Sixth Venereal 
Disease ; Climatic Bubo, Lymphogranuloma Inguinale, Esthiomene, Chronic 
Ulcer and Elephantiasis of the Genito-ano-rectal Region ”, has performed a 
valuable service by collecting the known facts regarding it. The title of his 
work, “A Sixth Venereal Disease”, Is justified by the proof that it is con- 
tracted by venereal contact, and by the existence of five other diseases due 
to the same mode of infection — namely, syphilis, gonorrhoea, chancroid, the ' 1 ' 
genital infection by Vincent’s organism sometimes called ‘the fourth venereal 
disease’ and granuloma venereum or ulcerating granuloma of the pudenda. 
The thoroughness with which the author has treated the subject is testified 
by the fact that In 270 pages he has condensed the information contained in 
over 900 articles on the various conditions mentioned in the title of the book. 
The practitioner who has to deal with a condition at all resembling any of 
those mentioned above cannot do better than refer to this book. 

An excellent account of the disease has been published by H. F. De Wolf 
and J. V. Van Cleve. 1 After shortly reviewing the literature and describing 
the disease, they report having applied the Frei skin test to 1010 subjects, with 
positive results in 58 and equivocal ones in 11 . Of the 58 positive cases, 31 
were actually suffering from LX, 4 had been treated for it prior to 1930, 20 
had a history of it, and 3 had ano-rectal disease. Of 75 clear cases of chan- 
croid, 2 gave positive Frei reactions ; one of these was considered to have 
a mixed chancroid and L.I. infection, and the other, who had no bubo at the 
time, gave a history of a chronic inguinal adenopathy eighteen years previ- 
ously. The converse test for chancroidal infection ( Ito-Reenstierna reaction) 
was applied with dmelcos in a few eases, and gave positive reactions in 
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chancroid but not in L.I. In 84 cases of early syphilis the Frei test was nega- 
tive, and in 58 cases of gonorrhoea it was positive 4 times ; all of these 4 had a 
history of chronic inguinal adenitis. All the 8 eases of ano-rectal disease had 
stricture of the rectum which had hitherto' been attributed to other causes 
than L.I. ; they illustrate the importance of investigating anal and rectal 
stricture with L.I. in view. 

In an article on the relation of L.I. to ‘syphilome ano-rectal’ of Fournier 
E. de Gregorio 2 refers first to the view held by Fournier that a condition 
characterized by thickening of the lower portion of the rectum reaching gener- 
ally to the anal orifice, with nodules of various sizes, like haemorrhoids, in the 
perineal region, was due to syphilis, and then reviews the evidence identifying 
the condition with L.I. The condition is often characterized by fistula around 
the anus and communicating with the bladder, the vagina, or the rectum, 
while stenosis of the anal opening and lower part of the rectum is a common 
result. Fournier’s view as to the etiology was first supported and then began 
to be contested, some opponents at first favouring a chancroidal origin and 
others a gonorrhoeal, until the application of Frei’s skin test disclosed the true 
etiology. The author reports on 19 cases (6 previously published) in which 
skin tests with Frei’s antigen and with dmelcos were performed. With Frei’s 
antigen IT were positive, 1 doubtful, and 1 negative ; with dmelcos 15 were 
positive, 2 doubtful, and 2 negative. [With regard to the close similarity of 
these results with the two antigens, other evidence indicates that a patient 
who reacts with Frei’s antigen is suffering or has suffered, from L.I., and one 
who reacts with dmelcos similarly from chancroid. It can easily be under- 
stood that the subjects of these tests belong usually to a class that contracts 
a variety of venereal diseases. As between chancroid and L.I. in the etiology 
of 4 syphilome ano-rectal’ or 4 esthiomene ’ nobody would now have any hesita- 
tion in fixing on L.I. — L. W. H.] 

It is generally agreed that the elephantiasoid condition is produced by 
lymphatic obstruction. It is commonly thought that L.I. is more frequent 
in men than in women, but this is probably because in men it is the Inguinal 
glands which are most frequently affected, while in women, unless the primary 
focus is at the vulvar or the anal entrance, it is either the meso-reetal or the 
iliac glands that swell. This suggests that much L.I. in women goes undetected, 
a supposition which is supported by Gregorio’s tests of 53 prostitutes, of whom 
29 were positive with Frei’s antigen (39 with dmelcos). With regard to the 
relation of syphilis to ano-rectal stricture, the question is complicated by the 
natural frequency of syphilis in these women. The author would not rule 
out syphilis entirely, but relates a ease in which the ano-rectal condition 
appeared before the syphilitic infection. [Syphilis could conceivably add to 
an obstruction of lymphatics that was primarily due to L.I. — L. W. H.] 

M. B. Sulzberger and F. Wise 3 have recently suggested that the term 
‘Ivmphopathica venereum’ would be better than 4 lymphogranuloma inguinale’. 
Their article presents a sketch of the salient features of a disease which they 
think is fairly widely disseminated in U.S.A., but is not being recognized as 
frequently as it should be. A considerable amount of work or; transmission 
of L.I. to lower animals has been carried out, notably by Hellerstrom and 
Wassen and by Levaditi and colleagues, and recently C. Jonesco-Mihaiesti, 
A. Tupa, B. Wisner, I. Mesrobeano, and G. Badenski 4 have presented evidence 
that a certain proportion of monkeys inoculated intraperitoneally with L.I. 
virus (the virus appears to be a filter-passer) develop nerve symptoms somewhat 
resembling those of tabes, with, histologically, degeneration of sensory nerves, 
posterior nerve-roots, and columns of Goll and Burdaeh. [So far no such 
effect of L.I. appears to have been noted in man. — L. W. H*] 
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F. Koch 6 reports on experiments which indicate that guinea-pigs are more 
resistant to LX than are monkeys and mice. In the latter the infection is 
symptomless, and the author suggests that the mouse is likely to prove a 
useful animal for chemotherapeutic investigations. He was unable to repeat 
the positive results obtained by Hellerstrom and by Levaditi with LX material 
that had been passed through a Chamberland filter candle. 

References. — 1 Jour. Amer . Med. Assoc « 1932, Sept. 24, 1065 ; 2 Presse mid . 1932, 
Sept. 17, 1416; %Jour. Amer. Med . Assoc. 1932, Oct. 22, 1407 ; 4 Bull. de VAcad. de 
Mid. 1933, cix, 652 ; ex, 88 ; Comptes rend. Acad, de Mid. 1933, cxev, 1551 ; 5 Arb. 
a. d. IteichsgesundheUsamte, 1933, ixv, 581, 

MALARIA. Sir Leonard Rogers , M.B. , F.R.C.P . , F.R.S. 

Epidemiology and Prophylaxis. — M uch detailed work on the epidemiology 
of malaria in relation to mosquito carriers and its bearing on prophylaxis in 
different malarious countries continues to be reported, of which the following 
is the most important. In India G. C. Ramsay and J. de la M. Savage 1 
report further work in Assam, and they emphasize once more the great import- 
ance of A. minimus as almost the sole carrier in Assam, and the harm that 
may be done by encouraging its breeding by clearing jungle that is shading 
clear and slowly running water in which it breeds in the absence of shade. 
C. C. Harrison and G. C. Ramsay 2 deal on very similar lines with the neigh- 
bouring area of the Duars in North Bengal, and advocate planting dense shade- 
producing vegetation along narrow streams and drains and in exposed swamps, 
etc., and suggest abandoning the irrigation of rice fields around coolie lines, 
as the malaria here is mainly man-made through erroneous clearing of jungle 
along streams. In the Mingaladon cantonment near Rangoon in humid South 
Burma, M. Jafar 3 found A. maculipalpis to be the main carrier. Near Calcutta 
M. O. T. Iyengar 4 has worked out experimentally the malaria-carrying anopheles 
for the three varieties of the disease, and he found the effective infectivity 
rates among gametoeyte carriers to be 67*6 per cent for P. falciparum , 40 per 
cent for P . vivax, and only 21*2 per cent for the rarer P. malarhe . 

In the New r Ireland island of New Guinea E. A. Holland 5 reports that 
stocking all known breeding places of anopheles in thirty-two villages in a 
coastal area seventy-two miles long with the small larva-eating fish, Gambusia 
affinis , was followed by a reduction in the spleen-rate from 24*6 per cent in 
August to 4*2 per cent in the following July, while in untreated areas the 
rate fell in the same months only from 47*1 to 28*8 per cent. The season was 
an unusually dry one, so unfavourable to malaria. 

In Africa E. G. Gibbins* reports on anopheles carriers in Kampala, Uganda, 
where he has carried out very extensive feeding experiments. He confirms 
the great importance of A. costalis and A. funestus as by far the most prominent 
carriers, as four others incriminated were not encountered in more than one 
region each. He thinks that *4. funestus may play the more important part 
at certain seasons owing to acceleration in the development of sporozoits then 
as compared with that in A. costalis. In Freetown R. M. Gordon and others 7 
also found A. costalis and A . funestus the only important carriers, but they 
rarely remain in the same house for more than twenty-four hours. They 
report that a .great reduction in their prevalence has taken place in the last 
thirty years, mainly owing to drainage and other antilarval measures. 

A. W. Iredell 8 reports a reduction in malarial incidence due to mosquito- 
proofing barracks of Royal Air Force men in India. 

Clinical. — Further studies by cultural and enumerative methods are reported 
by R. Knowles and B. M. Das Gupta 9 in Calcutta, who found that quartan 
malaria does not show the tendency of the other two forms to spontaneous 
cure, but it has very prolonged afebrile periods with a low grade of blood 



MEDICAL ANNUAL 


291 


Malaria 


infection persisting and relatively large numbers of gainetocytes. In cases of 
malaria with black water-fever complication Qulnidine and Atebrin should 
be given instead of quinine. In all cases of malignant tertian malaria 0*01 grm. 
of Plasmochln twice daily for two days should be given to clear the blood 
of crescents. Atebrin in 0*1 -grm. doses thrice daily for four days is efficient 
in benign tertian and quartan malaria and also against the asexual stages of 
malignant tertian parasites. 

The diagnosis of malaria by thick blood-films is dealt with by R. Green. 10 
A thick drop of blood is spread over a half-inch circle and dried for some 
hours, but should be stained within twenty-four hours with Giemsa stain in 
buffered distilled or tap water, using 1 grm. of potassium dihydrogen phosphate 
and 2 grm. of di-sodium monohydrogen phosphate in a litre of water to have 
a pH value of about 7*0. 

H. €. Brown 11 reports on electric charge of the erythrocytes in bird malaria, 
which lie finds bears an inverse ratio to the parasite rate ; lie also finds that 
reduction in the charge in an infected bird influences the phagocytosis rate. 

Immunity in malaria is discussed at length by J. G. Thomson 12 in the light 
of studies of bird and monkey malaria, and he concludes that there is some 
evidence to support the view that protective antibodies do exist and that 
phagocytosis plays an important part in controlling infections in man. 

J. A. Sinton and H. W. Mulligan 13 record a note on intradermal reaction 
to malaria in monkeys, using an antigen made by digesting with papain a 
suspension of malarial parasites washed free from haemoglobin and injecting 
0*05 to 0*10 e.c. 44 either of the filtered digest or the redissolved deposit, which 
was obtained after this digest was added to a large excess of alcohol ”, In 
infected as compared with healthy monkeys the immediate reaction up to 
three and fifteen minutes was less, but the delayed reaction was more marked 
in three to four hours and reached its maximum in twenty-four hours, when 
absent or nearly so in normal animals. 

S. P. James, W. D. Nieol, and P. G. Shute 14 record the successful passage 
of Plasmodium ovale , Stephens, through A. maculipennis and transmission of 
the infection to man by their bites. K. P. A. Taylor 16 describes the presence 
of occult blood in vomit and the absence of abdominal rigidity as important 
clinical points in favour of a diagnosis of malaria as against acute abdomen. 
D. Anderson 16 in S. Nigeria found that the seasonal variation of the spleen- 
rate only gives a rough indication of the prevalence of malaria. N. H. Fairley 17 
reports a case of Plasmodium ovale infection contracted in West Africa. 

Treatment. — Plasmochln is being increasingly used in small doses for its 
prophylactic effects in destroying the sexual stages of the parasites in the 
Mood and so preventing their development in and transmission by mosquitoes. 
Thus tV. W. Chemesha 18 reports trials of the drug for this purpose in Ceylon 
labour forces by two methods. In the first all the community are dosed two 
or three times weekly with quino-plasmoehin for eight to twelve weeks during 
the period of the active spread of malaria, and in the second plan for very 
malarious areas where anti-larval methods are impossible, two doses a week 
are given all the year round. It is important to include infants, as in one 
instance the escape of some of them from treatment partially vitiated the 
results, but malaria was much reduced at a lower cost than the loss a severe 
outbreak of malaria would have caused. The doses used do not appear to be 
stated, although 0*01 grm. of plasmochln is mentioned as sufficing. 

N. G. Banerjee and P. Brahmaehari 1 ® report a ease in which hemoglobin- 
uria occurred during the treatment of malaria by atebrin and plasmochin. 
S. N. Sur, H. P. Sarkar, and K. M. Banerji 20 advocate the administration of 
plasmochin, 0*02 gnu. in adults and 0*01 grm. in children under 12, given daily 
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for three days, followed by Quinine, and they found the combination both 
effective in treatment and in preventing the blood of the patient being infective 
to mosquitoes, J. B. Rice 21 has tested the prophylactic value of plasmochin 
in Liberia by first treating the negro patients with 1 grin, of quinine and 0*02 
grin, of plasmochin for two weeks to eliminate old infections, and in a portion 
of them plasmochin was continued daily while they were subjected to the bites 
of A, eostalis infected with subtertian malaria, and others were kept as controls. 
It was found that a daily dose of 0-03 grm. of plasmochin for several months 
did not produce any untoward symptoms, and that a daily dose of 0*34 mgrrn. 
per kilo or more protected the persons taking it from infection, or 0*023 grm. 
(2*3 egrm.) for a man of 150 lb. weight, but smaller doses failed. 

J. C. Paterson 22 reports on the value of plasmochin in cases of blackwater 
fever and quinine luemoglobinuria. He found malarial parasites in the blood 
of (I out of 16 cases of blackwater fever (5 subtertian and 1 benign tertian), 
the parasites being abundant in three, in which he found plasmochin sufficed 
to control the infection until it was safe to give quinine. The drug was injected 
intramuscularly twice daily in 0*03 -grm. doses for two days and then given 
in tabloid form. 

P. F. Russell and R. L. Holt 23 report a field experiment in malarial 
prophylaxis with tablets of Chinoplasm (quinine 0*3 grm. and plasmochin 
0*01 grm.) in the Philippines on a plantation, and it was found that although 
two tablets a day failed to stop all infections it did prevent all clinical signs 
of malaria. K. Lindberg 24 in the Deccan, India, found that 0*02 grm. plasmo- 
chin twice daily for three days did not prevent malarial relapses, but it materi- 
ally reduced new infections. 

Atebrin has also been further favourably reported on as shown by the 
following records. A. L. Hoops 25 in the Straits Settlements found it to be 
simple, rapid, and more effective in preventing relapses than quinine. He 
gave 0*3 grm. (44 gr.) divided into three doses daily for five days, the 
15 tablets costing 2s., against 2s. 4d. for 1 oz. of quinine. In subtertian 
cases in addition 0*03 grm. (J gr.) of plasmochin was given daily divided 
into three doses of 0*01 grra. for five days, at a cost of Is., which was worth 
while to prevent relapses. R. Row and others 26 have tested atebrin in monkey 
malaria and found that it rapidly caused the disappearance of parasites from 
the blood, but failed to prevent their reappearance in a virulent form. A. J. 
Orenstein 27 in S. Africa treated eight malarial cases, selected as especially 
severe ones, with 0*1 grm. of atebrin and 0*01 grin, of plasmochin three times 
a day for four days with repetition of the course after a few days, with very 
satisfactory results, including one case in a pre-hsemoglobiimria state. O. D. 
Jarvis 28 reports on trials of both the new' drugs in the British Army malarial 
convalescents at Kasauli, India, and he records that of 106 benign tertian 
cases treated with 0*03 grin, plasmochin and 20 gr. of quinine daily for 
twenty-one days only 5*7 per cent relapsed. Of 5 cases of benign tertian and 
3 of malignant tertian treated with 0*3 grm. atebrin daily for seven days none 
relapsed, so it should be tested further. 

Careful trials of plasmochin and atebrin in numerous cases of malaria in 
South Africa, with a view to finding a reliable method of sterilizing the blood 
as regards malarial parasites, is reported by P. N. H. Labusehange, 29 who 
found quinine and plasmochin failed in attaining this object, and atebrin in 
the quantities recommended by the makers was not fully reliable. Better 
results, with about 60 per cent of cures over a period of three months, were 
obtained by giving two tablets containing 0*1 grm, each twice a day for five 
days, making a total of 2 grm., followed by four tablets once a week in a 
single dose to keep the blood free of both the asexual and sexual stages of the 



MEDICAL ANNUAL 


298 


Maternal Mortality 


parasites. No toxic symptoms were' noted and the yellow discoloration of 
skin is of no consequence. He advocates mass treatment during the malaria! 
season with such doses. P. J. Hanafiu 30 tested the value of plasmochin as 
a prophylactic during service conditions in a very malarious area of Burma, 
and he concluded that a daily dose of 0-02 grm. was too low, but 0-08 or 
0-04 grm. will probably be found to be efficient, and that 0-03 grm. would 
appear to be harmless when continued over long periods. The treatment of 
80 Ceylon malarial eases with plasmochin and quinine for seven to ten days 
is reported on by E. C. Spaar 31 with a relapse rate of 10 per cent ; he advises 
| gr. of the former and 15 of the latter daily as safe and effective. 

Wet another new synthetic drug, Tefeetren, combining quinine with acridine, 
is reported on by D. G. Soute. 32 It can be given as two 8-gr. tablets four- 
hourly or in cerebral cases in 2-1-c.c. ampoules four-hourly intramuscularly 
without much pain, and is stated to be more rapid in its action than quinine, 
and that it may inhibit the formation of gametes. Further trials appear to 
be indicated. 

Among the older malarial remedies, Hydro quinine Sulphate is reported on 
” ~ " *™' > ’ ~~ . doses daily for four days before the chill, and he 

to he equal to quinine. A. M. Robers and C. \V, 

- — ful treatment of a patient hypersensitive to quinine 

by Quinidine Sulphate to a total of 1*0 grm. in four days after smaller trial 
doses. J. P. Sanders and W. T. Dawson 35 record the use of the same drug 
in similar doses in 40 malarial cases with rapid cessation of fever, and in those 
followed up for one hundred days 57 per cent of benign tertians and 47 per 
cent of malignant tertians remained w r ell. J. C. Paterson 36 reports on Alkaline 
Therapy in blackw r ater fever, with a mortality of less than 17 per cent in eases 
showing an alkaline reaction of the urine at the onset or after alkalization of 
the urine by treatment. As Sodium Bicarbonate orally proved insufficient 
to produce this effect in 75 per cent of the eases, the drug was injected intra- 
venously with better results, but is probably of little value once uraemia has 
set in. 
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MALTA FEVER. (See Undulant Fever.) 

MATERNAL MORTALITY AND MORBIDITY. 

Beckwith Whitehonse, M.S., F.R.C.S . , F.C.O.G . 

The issue of the final Report of the Ministry of Health Committee 1 appointed 
to investigate the causes of maternal mortality has not unnaturally been 
follow'ed by the publication of various views, both . in support and criticism 
of the conclusions and recommendations contained in the Report. 
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In introducing a discussion at the Royal Society of Medicine upon the work 
of the Departmental Committee, W. H. F. Oxley 3 stressed the point that 
in 6000 maternal deaths which had been analysed by G. F. Gibberd and Arnold 
Walker, 1 one or more of four 4 avoidable * factors were disclosed in 48*8 per 
cent of the cases. These - primary avoidable factors’, which in Oxley’s opinion 
would probably have shown a still higher ‘ proportion had the information 
available to the Committee been more complete, are as follows : (1) An error 
of judgement in the management of the case ; (2) Omission or inadequacy of 
antenatal treatment ; (8) Lack of reasonable facilities for treatment ; (4) 

Negligence of the patient or her friends. The cases in which no departure 
from established practice could be recognized amounted to just over half of 
the total, and it is interesting to note that in this large category are included 
most of the cases of sepsis, some cases of eclampsia, and the majority of 
4 shock’, ante-partum haemorrhage, and pulmonary embolism. Oxley is of 
opinion that the routine midwifery service in Holland and Scandinavia is 
superior at present to that which obtains in Great Britain— a view based upon 
comparative studies of the maternity "work in the Netherlands, Denmark, and 
Sweden made upon the spot in conjunction with Miles Phillips and James 
Young. 1 For the five years 1925-9 the average maternal death-rate in Holland 
has been 2*98 per thousand, against 4-2 in England and Wales. 

In an Impartial review upon the Commission’s report, Sir Walter Fletcher 3 
raises the important point that the favourable figures in these countries may 
not be unconnected with the fact that in these particular areas rickets is rare 
and pelvic contraction correspondingly uncommon. With the gradual elimina- 
tion of this disease that is now proceeding in Great Britain as a result of 
improved standards of diet and living, Fletcher anticipates a gradual shift 
towards normality of the pelvic measurements. of British women, with a corres- 
pondingly lowered maternal mortality. The author also calls attention to the 
fact that 87 per cent of all the deaths are accounted for by sepsis, and observes 
that “it is hard to believe that any who read the evidence provided in the 
Report will take the responsibility of ignoring the strong recommendation of 
the Committee that the same precautions of using gloves and face-masks should 
be adopted during every labour as are thought indispensable now at every 
surgical operation. In the absence of face-masks, other precautions such as 
securing the absence of infected ‘carriers’, the avoidance of talk in the labour 
wards, and of bending unnecessarily over the patient become more imperative.” 
The fact cannot be overlooked that 18 per cent of all the deaths are due to 
sepsis after quite normal labour. The research work in progress or contem- 
plated which is noted in the Report may be expected to provide valuable 
information upon this special group of cases. L. Colebrook 4 has recently 
published important results from the research unit at Queen Charlotte’s 
Hospital dealing with the anaerobic forms of streptococci definitely associated 
in many cases with puerperal infection. These anaerobes appear to be chiefly 
endogenous in origin, and have escaped notice hitherto because they are missed 
in routine bacteriological examination unless anaerobic methods are used. 

A less optimistic view as to the future has recently been expressed by F. J. 
Browne, 5 who points out that although the number of antenatal clinics in 
England and Wales is now 1262 and antenatal care has been a routine part 
of obstetric practice for over a quarter of a century, the high hopes with which 
it was introduced have not been realized. The maternal mortality from all 
causes has not diminished within recent years. In 1911 the total puerperal 
mortality was 3*87 per 1000 live births, and in 1930 it was 4*40 ! Both as 
regards puerperal sepsis and eclampsia the mortality-rate has if anything 
increased. In order to obtain information on the causes of this persistent 
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high mortality Browne examined 33 recent annual reports of nine maternity 
hospitals of the highest standing, investigating the death-rate and causes of 
death amongst the ‘booked' cases only — i.e., amongst patients who presumably 
had received the best antenatal care in the country. ■ The results are interesting 
in that the death-rate per 1000' varied between 0*66 and 14-4, the average 
being in the neighbourhood of 2*3 to 3 * 7 . In an analysis of the causes of death 
amongst 173 patients, Browne notes 35 cases of easy uncomplicated labour 
or low forceps, made up as follows : sepsis 22 , shock 5 , post-partum haemorrhage 
4, embolism 1, various 3. This group the author regards as ‘unavoidable’. 
In 25 eases of ‘complicated labour’ he considers that 21 of the deaths might 
have been avoided, and criticises the antenatal care. , In 14 deaths from 
toxaemia of late pregnancy he is also of opinion that 9 might have been pre- 
vented. Clean uncomplicated Caesarean section accounted for 18 fatalities, 
15 of which are classified as ‘avoidable’. Induction of premature labour was 
followed by death on 8 occasions, all of which the author considers were 
preventable. Induction of labour is usually regarded, as the author says, as 
a very safe operation, and to-day is often somewhat lightly undertaken ; but 
these records show that it is not always so safe. 

The failure of antenatal care to prevent mortality is explained by Browne 
on the basis : (1) That it cannot yet prevent such causes of death as sepsis 
and post-partum haemorrhage after normal easy labour ; (2) That, whilst it 
it has diminished the incidence of complicated labour, it has led to an increase 
of unnecessary interference by the induction of premature labour and Caesarean 
section ; ( 3 ) That very little is being done in the average antenatal clinic to „ 
prevent eclampsia ; (4) The high mortality in maternity hospitals from the 
minor complications of labour appears to indicate the importance of adopting 
the principle of a resident whole-time obstetrician of senior standing — too much 
responsible work is at present being allocated to house officers without senior 
supervision § (5) Much of what passes under the guise of antenatal care both 
in and out of hospital is too irregular, too infrequent, too ill-organized and per- 
functory to deserve the name, and as at present conducted can never accomplish 
anything except to bring preventive midwifery into ill-deserved disrepute. 

The public antenatal clinic has also recently been criticized by J. S. 
Fairbairn 6 on the basis that, as now constituted, it is so frequently placed under 
the charge of a practitioner who has no responsibility for the patients during 
the natal and postnatal periods. Fairbaim observes, and very rightly, that 
those in charge under such conditions suffer from the grave disability of being 
unable to learn from the most compelling of instructors, their own failures. 
The justification usually given for the breaking of this universally accepted 
principle is that the establishment of such clinics was forced on the public 
health authorities by the failure of general practitioners and midwives to do 
the work adequately. This argument is no longer tenable — a fact which is 
further emphasized by the failure of over 1200 existing antenatal clinics to 
lessen the annual toll of maternal deaths ! 

One of the main recommendations of the Report of the Ministry of Health 
Commission is that a national maternity service shall be established. The 
carrying into effect of this sweeping change has been temporarily rendered 
impracticable as the result of financial stringency, but there can be little doubt 
that, unless a material change for the better takes place in the very near future, 
the question will again be brought forward and the necessary legislation intro- 
duced. Whilst a closer linking-up and co-ordination between all the sendees 
available is no doubt desirable, the question is asked by G. I. Strachan, 7 What 
will be the nature of the ‘supervising authority’ which such a service would 
entail? Should it be of a bureaucratic nature with an insatiable desire for 
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form-filling and inspections, the result on obstetrical practice is, in the opinion 
of Strachan, likely to be disastrous ! 

References. — 'Final Report of Departmental Committee on Maternal Mortality and 
Morbidity , 1930, London, H.M. Stationery Office; 2 Proc . Roy. Soc. Med . (Sect. Obst. 
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MEASLES, J. D. Rolleston , M.D . , F.R.C.P. 

Epidemiology. — P . Stocks 1 brings forward additional evidence from his 
investigations in certain London boroughs (St. Pancras, Battersea, and Pad- 
dington) in support of his hypothesis (see Medical Annual, 1930, p. 335) that 
In measles a temporary latent immunization occurs among the child population 
of densely populated areas, and that this may be the main factor responsible 
for bringing epidemics to an end and determining their periodicity. 

- Symptoms and Complications. — M. Tapia, J. Orensanz, and C. Biez 2 made 
a radiological study of the pulmonary lesions in 57 eases of measles, and found 
abnormal shadows in 31. The frequency of these changes appeared to be in 
inverse relation to the age and in direct relation to the gravity of the disease. 
The radiological changes were grouped in the following four classes : (1) 

Increase of the hilar shadow ; (2) Nodular shadows ; (3) Parenchymatous 
infiltrations ; (4) Cavities. The lesions represented by these radiological 

appearances sometimes occurred without giving rise to any clinical symptoms, 
and when symptoms were present there was no relation between their intensity 
and the extent of the pulmonary lesion. The lesions described always appeared 
very early and almost always during the acute stage of the disease, and in 
convalescence disappeared in the course of three to four weeks* The evolution 
of the lesions, the negative result of the tuberculin reaction, and bacteriological 
and pathological examinations excluded the possibility of tuberculosis. In 
the present state of our knowledge it is impossible to decide whether the lesions 
are due to the vims of measles alone or to associated organisms. The clinical 
interest of these investigations consists in the necessity of not mistaking an 
acute inflammatory process fox active tuberculosis. 

The relation of measles to tuberculosis is discussed from various points of view 
by H. Koch, 3 A. Magrin, 4 and J. L. Kohn and H. Koiransky. 5 Koch 3 main- 
tains that in a considerable number of eases measles tends to activate tuber- 
culosis, although this is not an invariable rule. - Young children and those who 
have recently become infected with tuberculosis run most risk from measles. 
Such eases should be inoculated with convalescent serum, as there is little likeli- 
hood of activation of the tuberculous process when the attack of measles has 
been attenuated. Magrin 4 made a study of 42 children who had contracted 
measles while under treatment for pulmonary tuberculosis, with the following 
results. In 23 no clinical or radiological evidence of aggravation of the lung 
disease could be found ; in 5 there was a temporary loss of w r eight and change 
in the general condition, without any local aggravation ; and in 14 there was 
a definite deterioration both of the general condition and of the pulmonary 
disease as shown by radiological examination. Magrin also collected records 
of 13 other children in whom measles roused a dormant infection into activity, 
causing a local diffusion of the disease with caseation, or generalization of 
tuberculosis by the blood-stream. Kohn and Koiransky 5 made a clinical and 
roentgenographieal examination of 20 children, aged from 10 months to 7 years, 
infected with tuberculosis who contracted measles. The cases were followed 
up for a period ranging from two weeks to twenty-two months. The clinical 
course and the roentgenographic changes in the lungs during and after measles 
varied. Six patients, of whom five were negroes, died. While maintaining 
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that too rigid conclusions should not be drawn from the roentgenographie 
evidence alone the writers hold that in young children measles in many cases 
contributes to the spread of the tuberculous process. 

. B. Benjamin and S. M. Ward 6 examined the leucocytic reactions in 46 eases of 
measles, including 20 cases in the incubation stage : 45 were children aged from 
9 months to 12 years, and 1 was an adult. During the incubation period the 
variations in the number of leucocytes are relatively slight. On the first day 
of the prodromal stage there is a sharp decrease in the number of lymphocytes 
and eosinophils, and an increase in the number of monocytes and polymorpho- 
nuclear neutrophils. At the height of the disease there is a diminution of all 
the white cell elements. Histological examination of a lymph gland from one 
patient showed that the development of the lymphopenia in measles was 
coincident with marked hyperplasia of the lymphoid tissues. 

L. J. M. Laurent 7 reports the case of a male infant, aged 8 months, who on 
the twentieth day of a mild attack of measles developed extensive purpura 
of the face, arms, and thighs without any haemorrhages from the mucous 
membranes. Examination of the blood showed : red cells 4,200,000 per cmm., 
haemoglobin 45 per cent, white cells 12,400 per e.mm., polymorphonuclears 
22 per cent, large mononuclears 10 per cent, lymphocytes 68 per cent, and 
thrombocytes 220,000 per e.mm. No improvement followed intramuscular 
injection of 40 c.e. of antistreptocoecal (scarlatinal) serum, but twenty-four 
hours after intramuscular injection of 50 c.c. of fresh eitrated blood from the 
mother the lesions ceased to extend, and in six days had completely disappeared. 
The case was remarkable for the comparative rarity of purpura as a sequel 
of measles, the absence of thrombocytopenia, and the rapid disappearance 
of the lesions after injection of the mother’s whole blood. 

A case of hemiplegia following measles is reported by L. Babonneix, Riom, 
and Wilrn. 8 The patient was a girl, aged 3 years, who on the eighth day of 
a severe attack of measles became eyanosed, had twitchings in the right arm, 
and fell into a deep sleep during which the right arm frequently twitched. The 
following day she was found to have right hemiplegia and aphasia. Contrac- 
ture subsequently developed in the right arm, but the issue of the case is not 
recorded. There was no evidence of inherited syphilis. The hemiplegia was 
probably due to encephalitis, as in most of the cases recently recorded. 

C. L. Thenebe, M. Hirshberg, and V. Cenci 9 record 6 cases of appendicitis 
which occurred among 371 eases of measles admitted to hospital in the course 
of ten years. The ages of the patients ranged from 5 to 6 years. Three were 
boys and three girls. One was in the prodromal and five in the eruptive stage. 
Operation was performed in each case and all recovered. The complication 
may be a mere coincidence, or foe due either to mechanical pressure upon the 
blood-vessels by the hyperplastic lymphoid' tissue in the appendix or to a 
possible relationship between streptococcus pharyngitis and appendicitis. (See 
also Medical Annual, 1933, p. 290.) 

Treatment. — J. B. Ellison 10 treated 300 cases of measles with a cod-liver 
oil concentrate of vitamins A and D in the form of Adexolin, 20 min. daily 
during the acute stage of the disease : 11 deaths occurred in this series as com- 
pared with 26 deaths in a control series of 800 cases with a similar age distribution. 
Pulmonary complications appeared to be less severe in the treated cases than 
in the controls, but no difference was detected between the two groups as regards 
the incidence of otitis media and skin lesions. 

References. — 1 Lancet* 1933, i, 1086 : *Bev. espan de Tuberc 1932, Nov. -Dee., 
537'; z Arch. f. Kinderheilk. 1933, xcviii, 129; ■ *These de Paris, 1933, No. 422 ; 
Aimer. Jour. bis. Child. 1932,, xliv, 1187 ; *lbid. 921 ; 7 Brit . J our. CMM. Dis. 1933, 
104 ; mull. Soc. de Fid. 1932, xxx, 222 ; *Arch. of Pediat 1933, Jan., 28; Med . 

Jour. 1932, ii, 708. 
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MECKEL’S D1VEETICULUM. John Fraser , Ch.M F.U.C.S.Bd. 

The clinical aspects and the pathology of Meckel’s diverticulum are the 
subject of an interesting paper by H. W. Hudson. 1 Last year a series of 32 
cases was reported ; the present contribution concerns 18 cases. It is recog- 
nized that a certain proportion of Meckel’s diverticula contain areas of mucous 
membrane similar to that found in the stomach, that they produce an acid 
secretion comparable to gastric juice, and that they are liable to ulcerative 
changes on a parallel to those encountered in the stomach. Hudson recounts 
his investigation of a boy aged 11 years in whom the diverticulum discharged 
as an umbilical fistula, and from examination of the fluid he was satisfied of 
the similarity of the discharge to gastric juice. He notes that when ulceration 
occurs it affects not the lining of the diverticulum but the mucous membrane 
at the neck of the diverticulum or the mucosa of the adjacent ileum. 

The paper includes a series of case histories typical of the clinical features 
to be anticipated in a Meckel’s diverticulum, and in discussing the operative 
treatment he recommends excision of the process, and condemns the procedure 
sometimes followed of inversion overstitched by a purse-string suture. • 

Reference.- — l New Eng. Jour. Med. 1933 , March 9, 525. 

MEDITERRANEAN FEVER. .(See Undulant Fever.) 
MEGALERYTHEMA EPIDEMICUM. (See Erythema Infectiosum.) 
MELANOSIS OF COLON. (See Colon, Melanosis of.) 

MENIERE’S DISEASE. (See Vertigo.) 

MENINGITIS, DIFFUSE SUPPURATIVE, OF NASAL OR AURAL 
ORIGIN. ' (See also Central Nervous System — Treatment of Infec- 
tions of.) F. !f r . Watkyn-Thomas , F.R.C.S. 

Treatment. — At present our treatment of eases of suppurative meningitis 
is carried out by various combinations of the following procedures : — 

1. Radical removal of the primary focus of infection. 

2. Drainage of cerebrospinal fluid, either (a) periodically by lumbar, occipital, 
or ventricular puncture, or (h) continuously by drainage of a cistern such as 
the cistema pontis by the translabyrinthine route, or of the cisterna magma. 
This may be combined with lavage from a lumbar puncture to the upper orifice. 

8. Immunization by (a) intrathecal injection of sera or chemical disinfec- 
tants, or ( b ) massive removal of cerebrospinal fluid and blood transfusion from 
an immunized donor, in the hope that the drainage of fluid may overcome the 
resistance of the choroid plexus, already made more permeable by inflam- 
mation, and so allow the antibodies to reach the subarachnoid spaces, or (c) 
intracarotid injection. 

All these methods have, occasionally been successful, and all usually fail. 
Probably, on the whole, the best results have been obtained in meningitis of 
labyrinthine origin treated by Labyrinthotomy and Translabyrinthine 
Drainage ; but even in these cases, where a radical excision of the focus is 
surgically easy and drainage can be maintained along the actual track of the 
infection, failures far outnumber successes. 

In a recent communication Otto Mayer 1 records observations which may 
be of the utmost importance in the treatment of these cases, A girl had- a 
cerebral abscess which burst into the lateral ventricle and caused, meningitis. 
The abscess cavity was filled with a radio-opaque substance, abrodil, in 
order to find the site of rapture. The first skiagram was taken with the patient 
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lying down, and showed abscess cavity, ventricle, and fistula all full of the fluid. 
The recumbent position caused such pain that she was allowed to sit up for 
the next skiagram, and, as she sat up, air entered the cavity and the ventricle ; 
this was followed by a free flow of cerebrospinal fluid, and the patient recovered. 
Encouraged by this, Mayer tried deliberate Intrathecal Injection of Air 
in two other cases. In one of these (a child of 4) meningitis followed four days 
after an operation for acute mastoiditis ; in the other meningitis was caused 
by a slate pencil driven up the nose, through the cribriform plate, and into the 
brain, where it was lodged. It is hard to think of more hopeless conditions, 
but both patients recovered. 

Mayer’s explanation is that the cerebrospinal fluid, altered by fibrinous 
exudate, tends to block up the drainage of the cisterns and ventricles and to 
form pockets of pus. It is a common observation that those of our patients 
who do recover always have a free and continuous flow of fluid. [This is well 
shown in successful cases of translabyrinthine drainage. — F. W. W.-T.] For 
this reason alone lumbar puncture may be dangerous unless there is an adequate 
secretion of fluid to dilute the exudate. If there is no such secretion, the fluid 
no longer circulates, absorption by the Pacchionian bodies and the perineural 
sheaths cannot take place, and the ‘water cushion’ on which the brain rests is 
abolished. 

Mayer’s method is very simple. Lumbar Puncture is done and the fluid 
is allowed to escape until it comes out in drops. Then 10 e.e. of 10 per cent 
Urotropine with 20 c.c. of Air is injected through the lumbar puncture needle. 
This must be done at least daily. Urotropine is used, not because of any sup- 
posed ‘disinfectant’ action but for its hypertonic effect. Hypertonic Saline 
may be used instead, but whatever hypertonic solution is used, the concen- 
tration must not be too high, or it may cause myelitis. [Only these three eases 
are reported by Mayer, but if on further trial similar results are obtained, this 
must be regarded as an advance in our method of treatment as important as 
West and Scott’s invention of translabyrinthine drainage in 1908, or -Jenkins’s 
first work on intrathecal lavage ten years ago. A similar ease is reported 
below. — F. W. W.-T.] 

P. D. Kerr is on, 2 In a discussion at the American Otological Society, pointed 
out that attempts to drain the meninges surgically failed because of the rapid 
closure of the incisions and the formation of adhesions. To avoid this he 
advised Kubie’s method of ‘forced drainage’. Dilution of the blood by intra- 
venous injection of hypertonic saline caused an immediate increase of cerebro- 
spinal fluid, and this increase could be accentuated by injection of posterior 
Pituitary Lobe Extract. Such an increase should wash out the exudate 
which blocks the perineural lymphatics and the perivascular spaces. He 
regards the cisterns above and below the tentorium and the region of the Sylvian 
fissure as the most important. For the tentorial cisterns he recommended 
obliteration and opening of the lateral sinus, and multiple incisions through 
the inner wall in order to drain the subarachnoid spaces. The fissure of Sylvius 
can only be drained after wide temporal exposure. 

Kubie, in replying, agreed with the theoretical conclusions, but pointed 
out that any large bony opening would allow a mass movement of the brain, 
which would quickly block the opening and obstruct drainage. He quoted 
a case (not one of Mayer’s previously described) in which an injection of a small 
quantity of air into the meninges had been followed by a free discharge of pus 
and recovery. 

W. P. Eagleton 3 studied, 867 cases of suppurative meningitis, of which 212 
were operated on and 68 recovered (18-5 per cent of all cases). According 
to Eagleton localized meningitis is surgically operable : (1) In the region 
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of the saccus endolymphaticvs ; (2) In the arachnoid extension into the 

internal auditory meatus and the cisterna pout is ; (8) In the subdural spaces 
of the anterior and middle fossae ; (4) In the cisterna basalts. An important 
section of the paper is a description of meningitis arising from the sphenoidal 
sinus . Some cases of pneumococcal infection cause septic infarction of the 
temporal bone. This travels by the petrosquamous suture and causes throm- 
bosis of the tympanic vessels with perforation of the membrane and discharge. 
Such eases are sometimes diagnosed as mastoiditis. 

The chemotherapy of meningitis has been studied by K. Beck, M. K. Beringer, 
and M. Gundel 4 with Urotropine, Septojod, Solgaaal, and Trypflavine. 
It was found that trypflavine injected into the lumbar theca bestowed definite 
bactericidal qualities on the cerebrospinal fluid. The writers suggest that 
early injection in the non -purulent stage of meningitis might be of therapeutic 
value. Unfortunately, G. Eigler and W. Geisler 5 attempted trypflavine 
injections in five cases of meningitis and on two monkey controls, and unhesitat- 
ingly' condemn the method. All the subjects died, and, post mortem, lesions 
of the transverse myelitic type were found in the neighbourhood of the injec- 
tions, which could not have been caused by the meningitis alone F. Gebenegger, 6 
on the other hand, reports some success with Solganal. It was tried on 
a ‘mixed' group of 14 cases. Two cases of lymphocytic, meningitis and 
two of suppurative meningitis recovered. One of the ‘lymphocytic 5 eases 
was probably tuberculous. Gebenegger thinks a further trial is justified, but 
remarks that pyrexia! reactions, hrematiiria, and suppression of urine have 
occurred after injection. 

Oral immunization against pneumococcal meningitis is discussed by J. A, 
Kolmer and K. W. Amano. 7 Rabbits were fed by a stomach tube with 
Vaccines of virulent I, II, and III type pneumococci, prepared in different 
ways. Doses were given every day for a week, and a week later the animals 
were inoculated with undiluted cultures of living cocci intra-tympanically or 
intra-eisternally, A series of imimmunized rabbits were inoculated with the 
same closes at the same time. It was found that from 25 to 100 per cent of 
the immunized animals survived (the lowest survival rate was that of animals 
immunized by heat-killed milk cultures of pneumococcus I). None of the 
controls survived the pneumococcus I and II infections ; 83 per cent of controls 
recovered from the pneumococcus III. The best immunizing vaccine was 
obtained from organisms killed with hydrochloric acid and dissolved in sodium 
taurocholate. It is suggested that, if time penults, patients with pneumo- 
coccal paranasal sinusitis and otitis might be prepared with vaccines before 
operation. 

In connection with Serum Treatment J. B. Cavenagh 8 reports a ease of 
pneumococcal meningitis cured by serum. An area of inflamed dura was found 
at the mastoid operation, but no evidence of extradural abscess. Type III 
pneumococci were found in the cerebrospinal fluid. Intrathecal injections of 
anti-pneumococcal serum effected a cure. 

F. Fuchs 9 reports a rare case of -post-operative diphtheritic meningitis. This 
followed an intranasal operation for antro-ethmoidal sinusitis. Meningitis 
followed on the fifth day, and Klebs-Loeffler bacilli were found in the cerebro- 
spinal fluid. The patient was cured by Diphtheria Antitoxin. 

Refbren ces. — 1 Wien. Min. Woch. 1933, £, 161 ; 2 Ann. of Otol. Rhinal, and Laryngol. 
1932, xll, 651 ; s 4«n. d^Oto -Laryngol. 1932, Sept., 957 ; *Milnch. med. Woch. 1933, 
Aug. 12, 1305 ; 5 Arch. f. Ohren Nasen- u. Kehlkopfh. 1933, cxxxiv, 201 ; 6 Wien. klin. 
Woch . 1933, i, 238 ; 7 Laryngoscope, 1932, xKi, 610 ,* % Jout . of Laryngol. 1933, xlviii, 337 ; 
9 Mormte.f. Okrmh&ilk . 1933, March, 310. 

MENINGITIS, MEN1MGOCOCCAL. {See Cerebrospinal Fever.) 
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MENINGITIS, TUBERCULOUS. Macdonald Critckleij , M.D., PJLC.P . 

Diagnosis. — 

The Tryptophan Test. — H. H. Lichtenberg 1 has found the tryptophan test 
in the cerebrospinal fluid of service in the diagnosis of tuberculous meningitis. 
Details of the technique are as follows : to 2 or A c.c. of spinal fluid, 15 to 
18 c.e. of concentrated HC1 and 2 or 3 drops of a 2 per cent solution of 
formaldehyde are added. The mixture is shaken and allowed to stand for 
four or five minutes. The solution is then layered with about 1 or 2 c.c. of 
a 0-00 per cent solution of sodium nitrite, and allowed to stand from two to 
three minutes. At the junction of the two liquids a delicate violet ring is 
formed if the reaction is positive, and a brown ring or none at all if negative. 
Readings should' be made in the daylight. Doubtful reactions should be 
considered as negative. The test is roughly quantitative, so that in advanced 
cases of tuberculous meningitis 1 c.c. or even 0*25 c.c. will give a distinct 
reaction. In doubtful eases it is advisable to use the full 2 or 3 c.c. of spina! 
fluid. Out of the author’s series of 78 fluids, a positive result appeared 
only in those eases where the diagnosis was confirmed at autopsy, or by 
inoculation of guinea-pigs, or by the demonstration of tubercle bacilli in the 
fluid. The test proved of value even in early cases, before characteristic 
clinical signs were demonstrable. None of those cases in which the test was 
negative subsequently developed further signs of tuberculous meningitis. 

Treatment,— -No malady is associated, with graver prognostic significance 
than tuberculous meningitis, and therapeutic endeavours are ordinarily 
entirely futile. The very occasional instance of recovery, indeed, merely seems 
to place under suspicion the original diagnosis. For these reasons, the recent 
publication of T. A. Jousset® arouses great, interest, for the author has had 
the most unusual experience of haying treated successfully no fewer than 15 
cases in which the diagnosis of tuberculous meningitis seems to be incontro- 
vertible. She has collected from the literature, up to 1982, 72 examples of 
cured tuberculous meningitis, where bacteriological confirmation' has been 
possible. It is noticeable, however, that in many of the examples there is no 
record of the time which has elapsed between the acute illness and the time 
of report. In 6 eases a fatal relapse occurred within one year. Where a note 
exists as to the duration of the 4 cure’, the most striking feature has been its 
brevity. One case was actually described as ‘cured’ after an interval of one 
month ; there were, however, two instances where the patient remained well 
for two and a half years and one for four years .(Wiese). In the author’s own 
series of cures, there were 15 patients aged from 5 to 36 years. Tubercle 
bacilli were isolated from the cerebrospinal fluid in every ease. Two adult 
patients succumbed to a relapse after intervals of three years five months, and 
two years eight , months, respectively. The thirteen others were alive after 
intervals ranging from sixteen months (2 cases), eighteen months (2 eases), 
twenty months (2 cases), two years (2 cases), twenty-seven months (1 case), 
thirty months (1 case), three years (1 case), to four years (1 ease). 

All cases were treated by s Al!ergine% a phosphatid extract made from 
special tubercle bacilli selected on accom.it of their properties of solubility. 
The bacilli are carefully sterilized at low temperatures. According to the 
author, allergine differs from other bacterial preparations, in particular tuber- 
culin, on account of three characteristics — namely, its colloidal properties, its 
thermolability, and its toxicity and allergizing power in healthy animals. 
Allergine, when injected subcutaneously in therapeutic doses, provokes a local 
reaction, a varying degree of general reaction, and a focal reaction. According 
to the author it is owing to the last-named that allergine is of therapeutic 
avail. Cases considered unsuitable for allergine are those old-standing phthisical 
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subjects in whom meningitis is a terminal event, and eases of meningitis 
which have been recognized too late and are already moribund, comatose, 
and incontinent. The author recommends that treatment with allergine 
should be started as soon as possible and without waiting tor the laboratory 
report on the spinal fluid. Should the clinical diagnosis of tuberculous liienin- 
gitis prove to be incorrect, no harm will have been done by the allergine. 
Mercury should never be prescribed to patients who are being given allergine, 
and in* those difficult cases where there is a question of syphilitic versus 
tuberculous meningitis, the initial treatment should comprise allergine rather 
than mercury. 

Dosage is an individual problem, but the initial dose recommended is the 
subcutaneous injection of 0*5 c.c. in an adult and 0*25 c.c. in a child. Within 
the following ten hours a lumbar puncture will be advisable on account of the 
reactionary increase in cerebrospinal pressure. Morphia also may be required 
at this stage. A second injection of allergine should be given forty-eight hours 
after the first, the dosage being either the same or even a little less than the 
original. No further injections are given during the next five days, but the 
allergine may then be prescribed every five days in doses of 0*25 to 0*5 c.c. 
until convalescence. Treatment should not be abandoned too soon at this 
stage, for relapses may occur. 

References. — x Am er. Jour. Dis. Child. 1932, xliii, 32 ; * Etude et Traitement de la 
Mining lie inhere uleuse, 1933, Paris, Masson. 

MENTAL DISORDERS. (See also Insanity, Sudden ; Psychotherapy.) 

MENTAL DISORDERS IN TWINS. H. Devine , M.D., F.R.C.P. 

A, J. Rosanoff 1 observes that we find in the medical reports of mental dis- 
orders in twins not only that the total amount of material reported is surprisingly 
scant, but also that interest has seemed to be directed almost invariably to 
cases in which both twins were affected ; and that often ■without special refer- 
ence to whether the twins "were monozygotic or dizygotic. In other words, 
this Mud of material has never been collected in sufficient amount and in such 
a way as to afford a real opportunity for comparing the two types of twins. 
Rosanoff has undertaken an investigation for the purpose of collecting a large 
enough number of cases of mental disorders in twins to be suitable for statistical 
treatment, at least in connection with the commoner groups of constitutional 
mental disorders. He has interested himself in cases in which only one of 
the twins is affected and not only in eases in which both are affected. In 
addition, he is interested in monozygotic as well as in dizygotic twins, including 
opposite-sex twins. 

The problem presents certain difficulties, the principal one being due to the 
fact that there Is no large collection of twins affected with mental disorders 
to be found in any one limited area. The aim of Rosanoff is to gather material 
from every part of the United States and Canada. Obstetricians report that 
approximately 1 birth in 80 is a multiple birth. There is, however, a high 
mortality among twins, and it is quite doubtful if we can expect to find, say, 
in the state hospitals more than 1 patient in 250 who has a twin brother or 
sister living somewhere and accessible to investigation. The writer has 
interested himself in eases of constitutional mental disorders, and also in 
alcoholism, drug addition, criminal careers, juvenile delinquency, and other 
serious social maladjustments , which' may occur on the basis of underlying 
psychiatric conditions. Accordingly, he has looked . for his material first of 
all in state hospitals, institutions for feeble-minded, and penal institutions ; 
and he expects to find some of it in classes for subnormal children in 
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public schools, among behaviour cases in the schools, and in child-guidance 
clinics. 

Up to the present Rosanoff reports on 127 cases (255 individuals, there being 
one set of triplets represented in this material). According to clinical groups 
these eases are classified as follows : 


CLASSIFICATION 


Monozygotic, both affected . . . . j 41 

Monozygotic, one affected . . . . j 7 

Same sex, dizygotic, both affected . . j IS 
Same sex, dizygotic, one affected . . j IS 

Opposite sex, both affected . . . . i 9 

Opposite sex, one affected . . . . 1 34 


Interesting comparisons may be made of different clinical groups — for 
example, mental deficiency and psychotic disease (including schizophrenia and 
manic-depressive psychoses). 


i 

; 

MONOZYGOTIC 

Dizygotic 

Same Sex 

! Opposite Sex 

Both One 

Affected . Affected 

Both One 

Affected ; Affected 

Both One 

i Affected ■ Affected 

Mental deficiency 
Psychotic disease 

19 0 

9 4 

6 7 

3 | 5 j 

6 ! 11 

1 ; 12 

i ! 


In the six cases of epilepsy both are affected in one pair of monozygotic 
twins, and only one is affected in each of the five pairs of dizygotic twins (same 
and opposite sexes). In the two eases of Mongolian imbecility both are affected 
in one pair of monozygotic twins, and only one is affected in the other pair 
which are dizygotic. One case of drag addiction in twins happens to have 
occurred in monozygotic twins, and both are affected. An interesting contrast 
seems to exist between cases of criminalism in adults and delinquency in children, 
especially if we include in the latter behaviour disorders which fall short of 
actual delinquency. In the children both twins are usually affected, whether 
they are monozygotic or dizygotic. To a somewhat lesser extent this is true 
of opposite-sex twins. In adults both twins are much more apt to be found 
affected in monozygotic than in dizygotic pairs. 

Considerable difficulty is experienced at times in determining whether a given 
pair of twins of the same sex is to be considered monozygotic or dizygotic. In 
fact, in a good many cases this distinction cannot be made with complete 
certainty. It seems inevitable that errors will be made in both directions. 
Rosanoff believes, however, that when sufficient material has been gathered 
in large enough amount for statistical treatment the percentage of error will 
not prove so great as to obscure or invalidate the conclusions. 

In the discussion of this paper M. Wolfsohn refers to a case of identical twins 
.exactly 14 years of age who became afflicted with manic-depressive psychoses 
of the same type and severity, who were placed in different mental hospitals 
about three miles apart and had had no communication whatsoever for three 
years, committing suicide in the same way within a short time of each other. 
Such a case is certainly a most striking example of heredity. From the phy- 
sical standpoint one can understand this when one considers that in growth 
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the chromosomes divide longitudinally and not vertically, so that one can 
conceive how all the inheritable factors are present in each and every cell 
Therefore when the cleavage occurs which results in two individuals instead 
of one, one would expect all the inherent characters present in one to be 
present in the other, even to the texture and convolutions and pattern of 
the brain. It is not to stretch one's imagination too far to consider that the 
same association trends would be present in both brains. Therefore the same 
innate tendencies to the same reaction type would result. 

Reference. — 1 Calif . and Western Med. 1932, Aug., 101. 

MBRALGXA. PARJ£STHETl€A a (See Neuritis of the Lateral Femoral 
Nerve.) 

MESENTERIC CYSTS. A. Rendle Short , F.R.C.S . 

E. W. Peterson, 1 of New York, reporting five eases operated on successfully, 
maintains that the condition is worthy of more attention than it has received. 
It is not very rare, can be diagnosed if thought of, and needs guidance as to 
treatment. Enucleation is the best operation if it is possible ; if not, it is 
usual to open and drain. This may leave a persistent sinus. As an alternative 
he suggests removing the greater part of the cyst wall, closing the incision in 
the mesentery, and bringing the remainder of the cyst into contact with the 
raw surface of the mesentery. J. O. Warfield, 2 of Washington, describes two 
successful cases in children, and gives the following table of published results 
since 1920, 


Operation 

Cases 

Cured 

; ! 

; Recovered i 

| ! 

Died 

Result 

UNKNOWN 

Enucleation . . 

56 

42 


5 

9 

Enucleation with resection 

22 

14 

1 — ! 

6 

2 

Marsupialization ' 

15 

11 

f — 

1 

3 

Drainage • 

5 

2 

| — 

3 

— 

Aspiration 

4 

— 

; a j 

1 

. — 

Laparotomy . . ■ 

| 24 

8 


5 

9 

Autopsy 

i 3 

— 

! - ! 

3 

' 


The cyst is often too large or too small for confident diagnosis, but it may 
be suspected when there is a rounded, smooth, not tender, and quite mobile 
cystic swelling in the abdomen. It is more painful than other abdominal 
cystic tumours. 

References. — Winn, of Surg. 1932, Sept., 340 ; Hbid. 329. 

MESENTERIC INFARCTION. ■ A. Rendle Short , M.D., F.R.C.S. 

That this condition is not so hopeless as is generally believed is shown by 
a report of three . eases recovering after operation (Julian Smith, 1 of 
Melbourne). In one the bowel was judged to be viable, and nothing* was 
done ; in a second an ileostomy was made above the congested coils of 
intestine, and pain controlled by morphia ; in the third 9 ft. of ileum were 
resected. 

€. Clave! and V. Melnotte, 2 of Lyons, warn against the statement in the 
text-books that these cases pass blood per rectum. In moribund patients it 
may be seen ; in cases that are capable of operative cure the signs are those 
of acute intestinal obstruction. They record a successful resection. 

References. — 1 Australian and N. Z. Jour . of Surg. 1933, Jan., 309 ; 2 Presse mid. 
1932, July, 1190. 
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MIGRAINE. Macdonald Or itchier}. M.D . , F.R.C.P. 

Within the past two years various papers on the subject of migraine have 
testified to the obscurity still attached to this interesting and common malady. 
Thus there have appeared analyses of series of personal eases by R. H. Elliot 1 
and by M. Critchlev and F. R. Ferguson. 2 There has also been published a 
detailed survey of the literature of the subject by FI. A. Riley d Several other 
contributions have been made to particular aspects of the semeiology or 
treatment of migraine. 

Elliot’s paper dealing with a personal series of 300 cases of migraine 
emphasizes the diversity of symptoms in different people. In the author's 
experience headache was primarily unilateral, in only 55*66 per cent ; nausea 
with or without vomiting occurred in 74-66 per cent ; hemianopia was present 
in only 18*33 per cent ; while zig-zag or fortification signs were seen in 25 per 
cent and always indicated a markedly severe type of migraine. A very inter- 
esting account is given of various hallucinatory experiences as narrated in the 
Bible and other early historical writings, and evidence is brought to suggest 
their migrainous nature. The mystical drawings of the Abbess Hildegard, 
made in the beginning of the twelfth century, are particularly suggestive. 
Discussing the possible mechanisms of migraine, the author envisages the 
attack as a vasomotor storm of constrictor nature. In his opinion the most 
common releasing factor is to be found in an error of refraction. Meticulous 
correction of refractive errors and of muscle imbalance is the key to the cure 
of migraine, and must not be omitted from the other adjustments of the 
physician in the domain of environment and dietary. 

Critchley and Ferguson regard migraine not as a clear-cut and isolated 
disorder, but rather as a symptom which can appear in a person of a specific 
constitution as a response to many different circumstances. This migrainous 
constitution is a transmissible characteristic and is very widely spread through- 
out the community. According to the morbid circumstances which evoke 
overt symptoms we may speak of ocular, cerebral, metabolic, allergic,, biliary, 
psychogenic, and endocrine types of migraine. The classical triad of headache, 
followed by vomiting, and preceded by teichopsia, is not the sole criterion of 
migraine, and the diagnosis can and should be made in cases where part only 
of this triad is present. Numerous and atypical forms of migraine occur, and 
in this way migraine would constitute one of the commonest maladies 
encountered in practice. Among the atypical varieties of migraine the authors 
mention : (1) Status kemicranicus , 3vhere one attack follows another without 
a complete interval of freedom ; (2) Migrainous neuralgia, where attacks of 
severe facial pain accompany or follow the typical attack ; (3) Migraine 
equivalents , where an episode of psychical — less commonly physical — disturb- 
ance replaces an attack of migraine ; and (4) Migraine major , which includes 
severe and dramatic attacks, wherein the patient is severely prostrated or 
debilitated, or where epilepsy, syncope, or unconsciousness forms a part of 
the migrainous attack. The authors also discuss persistent paralytic manifesta- 
tions which may develop in a case of long-standing migraine. These include 
persistent hemiparesis or hyposesthesia, persistent hemianopia, oculomotor 
paralysis ( — migraine ophthalnioplegique), persistent mydriasis or miosis, and 
persistent scotomata (Harrison Butler 4 ). From their clinico-pathologieal 
studies of the migrainous seizure they emphasize two interesting features : 
(I) The finding of a low cerebrospinal pressure during the attack ; and (2) The 
frequent occurrence of a low blood-sugar level at the commencement of an 
attack. 

Biliary Migraine. — An association between migraine and disorders of the 
biliary apparatus is no new idea, and French writers in particular have 
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attempted to inculpate the gu 11-biadder in the causation of classical migraine. 
More recently, fresh studies have clarified the position somewhat. In his 
Goulstonian Lectures C. E. Newman 5 drew attention to the resemblance of 
migraine to the symptoms of so-called dyskinesia of the gall-bladder, a nervous 
disorder of tonus, and to the suggestive value of atropine in both conditions. 
Still more recently, T. C. Hunt" 15 has investigated eases of bilious migraine. 
Out of 2T eases where vomiting was a particularly marked feature, in 19 there 
were abnormal findings by biliary drainage (70 per cent), and 9 out of 18 eases 
{50 per cent) gave abnormal cholecyst ographic records. Evidence of stasis in 
the gal’, bladder was found in 7 out of 27 patients examined by biliary drainage. 
Hunt found that a higher proportion of migrainous patients as a whole show 
evidence of gall-bladder disorder than normal subjects. Local gall-bladder 
disease or dysfunction, he concluded, is not a cause of migraine, but may 
occur as the result of repeated migrainous attacks, or of some primary under- 
lying hepatic or constitutional cause. Some hepatic dysfunction may be a 
cause of migraine in certain cases. The primary lesion in many eases is 
a subacute hepatitis, resulting from the absorption of toxins or bacteria from 
the bowel or other sources of infection. Such hepatitis may allow the passage 
of organisms into the gall-bladder, causing chronic cholecystitis or the forma- 
tion of gall-stones, and may be unrelieved by the removal of the diseased 
gall-bladder unless the source of infection is also attacked. 

Abnormalities around the Sella Turcica. — A certain number of writers 
have envisaged in the migraine attack the results of temporary swelling of 
the pituitary body, exerting pressure on adjacent structures (Iveyl, Fiavec, 
Leopold Levi, Kast, Timme). Little or no evidence had been brought forward 
to support this hypothesis until E. D. Paulian 7 demonstrated periosteal abnor- 
malities at the base of the skull in 5 eases, most marked around the clinoid 
processes. To these changes he attached importance in the causation of the 
migraine. W. Timme,® a year later, also spoke of finding radiological abnor- 
malities around the sella turcica, especially ossification of the interclinoid 
ligament. In 1932, A. P. Thomson 9 reopened the question by finding in 17 
out of 25 patients, with intermittent headaches occurring at the time of 
menstruation, radiological evidence of abnormal ossification around the sella, 
in 9 cases there was complete ossification of the interclinoid ligaments, and 
incomplete ossification in 2 others. He believed that this feature was associ- 
ated with a stronger development of the diaphragma sella. 

This last work obviously suggests several important questions : (1) Are 
the author's eases examples of migraine ? (2) How often does this bony 
abnormality occur in normal subjects ? (3) How often does migraine occur 
without abnormal radiological appearances around the sella ? (4) Does inter- 

clinoid ossification necessarily indicate a well-developed diaphragma sella: 1 ? 
(5) Does such an interclinoid ossification and/or a well-developed diaphragma 
sell® interfere with any possible expansion, of the pituitary body ? and (6) 
Is there any factual relationship between compression of the pituitary body 
and the causation of migraine ? Some of these queries can be answered. 
By those who regard migraine as a symptom-complex of frequent occurrence, 
Thomson’s eases of intermittent headache would be certainly regarded as 
migrainous. We already possess sufficient evidence to say that interclinoid 
ossifications may occur in non-migminous subjects, and also that menstrual 
migraine can occur without radiological abnormalities around the sella. 
Whether this change is more frequently met with in association with migrainous 
subjects is not yet clear, There is no obvious reason why interclinoid ossification 
should Indicate a well-developed diaphragma sell®, and such ossification alone 
certainly does not interfere with any possible expansion of the hypophysis. 



MEDICAL A NNUM - 


307 


Migraine 


Lastly, the relationship between compression of the pituitary body and the 
production of migraine is quite unproved and is indeed improbable. 

If it can be shown, as it may well be, that bony anomalies around the eiinoid 
processes are present in a striking proportion of eases of migraine, other 
adjacent structures besides the pituitary may be more intimately associated 
with the migrainous symptoms. 

Hydrocephalus and Migraine . — Among the many speculations which have 
been made to explain the cause and mechanism of migraine, there is one which 
has frequently been copied from one text-book to another. This is the theory 
of Spitzer as to the role of chronic or intermittent hydrocephalus. It is 
perhaps insufficiently stressed that this hypothesis is also entirely without 
anatomical support. 

Migraine and the 5 Periodic Syndrome ’ of Childhood. — B. Schlesinger 
and W. G. Wylie 10 point out that the classical symptoms of migraine or of a 
bilious attack — as occurring in an adult — are apt to be represented in childhood 
by recurring attacks of extreme clinical diversity. To describe these paroxysmal 
affections the authors have coined the term ‘the periodic syndrome \ Within 
this group belong such disorders as attacks of headache, vomiting, fever, and 
abdominal pain; various diagnostic labels are often attached — ‘biliousness', 

* migraine ‘feverishness’, or ‘cyclical vomiting’. Other manifestations of the 
periodic syndrome occur less frequently : dizziness, faintness, tinnitus, blurred 
vision, and attacks of unconsciousness. The first appearance of any of these 
variants of the periodic syndrome naturally provides a problem in diagnosis, 
but their recurrence should serve to indicate their nature. Symptoms of the 
periodic syndrome first appear before the age of 3, and tend to disappear after 
the first decade. They often reappear in adult life as migraine. From their 
series of 80 cases the authors have noted several interesting clinical and bio- 
chemical features. Elevation of blood-pressure has been observed in associa- 
tion with attacks of headache and giddiness. The patients are often of slim 
build, quick, active, alert, and ‘highly strung’. There is often a family 
history of allergic disorder, rheumatism, asthma, migraine, and biliousness. 
The treatment proposed by the authors includes a Diet low in fat and rich in 
carbohydrates. Glucose in a dosage of 2 to 4 drachms thrice daily, though 
commonly prescribed, is often disappointing. Refractive errors, tonsillar 
sepsis, and protein sensitivity (as revealed by skin reactions) should be treated 
secundum artern. To ensure regular action of the bowels, a Bicarbonate, 
Rhubarb, and Senna Mixture is advised thrice daily. For the relief of 
severe headache, Luminal or Thyroid in small doses is suggested. 

Treatment. 

It is perhaps most useful to describe the therapeutics of migraine under two 
heads — namely, treatment between the attacks, and treatment of the attack 
itself. Of the former, the adjustment of faulty dietary is important ; avoid- 
ance of excessive mental fatigue and stress ; of physical overexertion ; of 
eyestrain ; of prolonged confinement in hot stuffy atmosphere ; of irregular 
habits ; of states of hunger as well as of overeating. Special attention must 
be paid to the full correction of errors of refraction, however slight, and to 
ocular imbalance. This care forms, indeed, an essential part of the manage- 
ment of the migrainous patient. 

Special measures are indicated in the various types of migraine. In the 
bilious varieties, Hunt recommends Bile Salts, given as capsules of sodium 
glycoeholate in doses varying from 2 to 20 gr. thrice daily ; or the proprietary 
preparation Decholin (1 to 6 tablets daily after food) may be prescribed. For 
the menstrual types of migraine, various ovarian or placental preparations are 
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recommended. Thus Theelin injections (1 c.c. or 50 rat units) may be given 
three times during the week preceding the menstrual period (Thomson). Or 
Emmenin Complex (Glaxo) | to 1 drachm twice a day (except during the 
inenstrual period) may be prescribed. Other endocrine preparations are at 
times employed, the most efficacious probably being small doses of Thyroid 
(| gr. three times a day). Perhaps the most generally useful drug, however, 
is Luminal given in the form of to 1-gr. tablets twice daily. D. G. Dicker- 
son 11 has treated a series of seven cases of migraine by trephining the skull on 
the side of the headache and legating and Resecting a part of the Middle 
Meningeal Artery. In three of these cases operation was performed for the 
relief of symptoms after head injury, and the incidental relief to the migraine 
was noted. In all seven eases striking improvement followed operation. 

For the treatment of the attack itself, the patient should not attempt to 
4 work off’ his symptoms, but should lie down at. once in a darkened room. 
Food is usually refused, but a prompt dose of Glucose or Barley Sugar may 
at times be efficacious in cutting short a mild attack. In a few instances the 
attack can be aborted by the Production of Vomiting, but such are unfor- 
tunately in the minority. As a rule, strong analgesic drugs are the only means 
of relief. There is considerable individual variability as to the drug, but 
among the more useful are Pfcenacetin 15 gr. with Caffeine 5 gr., Compral* 
(one-two tablets), and Vegan! nf (one tablet). These drugs may be repeated if 
necessary at the end of half an hour. Hunt draws attention to the value of 
Adrenalin Injections (10' min. of a 1-1000 solution) in the relief of an attack. 
C. Dejean 12 has lately advocated an injection of Acetylcholine 0-1 grm. as a 
means of cutting short an attack, particularly in those types of migraine ’where 
teichopsia and scintillating scotomata are prominent. 

RisfE'EKNCES. — 'Post-Grad. Med.Jcur . 1032, viii, 328, 363, and 449 ; 2 Lancet , 1933, i, 
123, 182; ''‘BulL Neurol. Inst. New York , 1932, ii, 249; 4 Brit. Jour. Ophthalmol. 1933, 
xvii, 83 * Lancet, 1933, i, 841 ; n Ibid. ii, 279 ; 7 Peris med. 1925, xv, 110 ; & Brit. Med. 
Jmtr . 1926, ii. 771 ; 9 Lancet, 1932, ii, 229 ; m Brit. Jour. Child. Dis. 1933, xxx, 1 ; n Jour . 
Nerr. and Merit , Dis. 1033, lxxvii, 42 ; Vi Pteme med. 1932, Dee, 24, 1950. 

MOUTH AMD TONGUE, CANCER OF. 

Sir W. I. de C. Wheeler , F.R.C.S.I. 

J. Fraser 1 deals with this subject exhaustively, and illustrates the site inci- 
dence of malignant disease of the buccal cavity (Fig. 73). The maximum 
Incidence occurs In the decade between 75 and 85 years. Thus it is likely that 
cell instability increases as age advances, so that a stimulus which in younger 
■tissue would pass unnoticed now induces the change that results in malignancy. 

Treatment. — With regard to treatment, it may be divided into : (1) Excision 
of the tumour by scalpel or diathermy together with a radical dissection of the 
related lymphatic field. (2) Radium or X-ray treatment of the local area, 
combined with radical dissection of the lymphatic field. (3) Radium or X-ray 
treatment of both the local and lymphatic areas. It is always a problem 
whether a tumour should be excised first and the glands afterwards or vice 
versa when operative treatment is contemplated. If we are to judge the 
operation from the standpoint of recurrence, the fewest recurrences were 
encountered in cases where' a one-stage combined operation was performed. 

Fraser appears to favour Radium treatment for local growth, and when 
the surface lesion is healed the glandular tissue on the affected side is dissected. 
It is probably particularly dangerous to practice glandular dissection during 
the early stages of radium application to the local lesion. Ten days after the 


’“Bayer Products Ltd., Africa House, Kingsway, London, W.C.2. 
fW. R. Warner & Co, Ltd., 300' Cray’s Inn Road, London, W.C.l. 
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first glandular dissection, tissues of the opposite side are removed. In the 
course of the dissection 30 to 40 mgrm. of radium are introduced underneath 
the posterior portion of the. digastric muscle. 

H. S. Stacy 2 discusses buccal carcinoma and its treatment. He mentions 
that a positive Wassermann test does not necessarily exclude carcinoma. Some- 
times there is a doubt about the diagnosis of chancre of the lip, and it may be 
necessary to place reliance on the negative effect of several weeks’ treatment 
on antisyphilitic lines. Actinomycosis must be remembered. 




Fig. 73. — Site incidence of malignant disease of the buccal cavity. 

(By kind permission of ‘ Annals 'of Surgery ’.) 

In cases of Up cancer Radium is superior to excision in its cosmetic 
effects ; in curative value it is probably its equal. When the lesion is not 
a large one there is no virtue in replacing the scalpel. When radium is 
indicated, it is given in doses of 800 to 1000 mgrm.-hours in needles ; a larger 
dose may be indicated. 

Stacy thinks that in the case of the tongue when the lesion is early, wide 
Excision is indicated. The second stage of the operation is performed two 
or three weeks later, when the deep cervical glands and those of the digastric 
triangle are cleaned out. He does not perform a one-stage operation. He 
agrees with those who think that glands should be removed second, not 
first. 

In the more extensive tongue lesions he thinks it wise to use Diathermy, the 
glands being removed by operation. For tonsil and palate tumours surgery 
with the scalpel is practically excluded. In such cases diathermy, by its 
destruction and fibrosis, causes a marked delay in the spread of the growth 
and it relieves pain. In all cases glands are removed by dissection unless 
they are extensive and fixed, when massive doses of radium are employed. 

References. — l Ann. of Surg . 1932, Oet., 488 ; Med, Jour . of Australia , 1933, May 
6, 549. 

MUMPS. J. D. Bolleston, M.D., F.R.C.P . 

Symptoms and Complications. — In view of the rarity of pancreatitis in 
mumps and especially of fatal cases of this complication, the case recorded 
by E. James 1 is of interest. The patient was a boy, aged 7 years, who was 
admitted to hospital moribund ten days after the onset of an apparently 
mild attack of mumps. The main symptoms were restlessness, repeated 
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blood-stained vomiting, and a rapid, feeble pulse. The abdomen was not 
distended, and there was no complaint of pain or tenderness. Death took 
place soon after admission, and the necropsy showed the macroscopic and 
microscopic appearances of acute pancreatitis. No other gross lesions were 
found. 

The association of mumps with diabetes , though rare, is well known in that 
mumps may occasionally be followed by diabetes, presumably as the result 
of pancreatitis. H. Hirsch-Kaufmann 2 now records examples of the reverse 
sequence. The patients were six children, aged from 3 to 11 years, who con- 
tracted mumps while under treatment for diabetes. Two were treated by 
synthalin and the rest by insulin. In no instance did considerable or permanent 
diminution of sugar tolerance arise as the result of the attack of mumps. As 
in every other infection, even a mild cold, the diabetic patient is liable to 
develop a transient impairment of metabolism during mumps, but after the 
attack has subsided equilibrium is soon restored. 

J. Donnelly and J. B. Oldham 3 record a case of mumps complicated by 
appendicitis. The patient was a boy, aged 7 years, who in convalescence from 
mumps developed epigastric pain and vomited. A diagnosis of pancreatitis 
was at first made, but as marked tenderness and rigidity subsequently developed 
in the right iliac fossa, it was changed to acute appendicitis with perforation 
and peritonitis. On laparotomy suppurative peritonitis was found and a gan- 
grenous and perforated appendix was removed. Recovery w T as uneventful. 
Similar eases have been reported by Simonin (1903), Talaguier (1909), Rosenow 
and Dunlap (1916), Benassi (1925), and Sandler and Finne (1932). 

€. Magi, 4 who had previously recorded tw r o cases of glomerular nephritis in 
brothers convalescent from mumps, now reports his observations on ten cases 
of mumps in patients, aged from 4 to 20 years, in whom he carried out tests of 
renal function. In every case the results of the dilution and concentration 
tests proved perfectly normal with the exception of one case in which the con- 
centration test showed a subnormal result. Seven days later, however, a 
perfectly normal result was obtained. Magi comes to the conclusion that 
glomerular nephritis is only a rare sequel of mumps, due to the infective nature 
of the disease in subjects who show r a special predisposition as regards their 
renal system. 

P* W. Paddock 5 reports two cases of mumps with meningitis in identical 
twin brothers, one of whom contracted mumps three weeks before the other. 
The symptoms in both eases were similar, viz., vomiting, headache, nuchal 
rigidity, and Kemig’s sign. The cerebrospinal fluid in each case escaped under 
slight pressure on lumbar puncture, was sterile, and showed a lymphocytosis, 
as did also a blood-smear. The symptoms rapidly subsided "after lumbar 
puncture in each case. 

Prophylaxis.— H. CambassMes 6 injected 22 children who had been exposed 
to mumps with from 10 to 20 c.c. of Convalescent Serum subcutaneously, and 
only four subsequently contracted the disease. He also gave injections to 18 
other individuals, mainly students, and only one developed a very mild attack 
of mumps. .The serum was also used in the prophylaxis of mumps orchitis 
as follows : 172 men suffering from mumps were given from 12 to 40 c.c. 
of convalescent serum, and only 6-97 per cent developed orchitis as compared 
with 23-29 per cent among 176 controls. Better results were obtained with 
a dose of 40 c.c. than with the small dose of 12 to 19 c.c. at first used. 

Treatment.— Martiny 7 has found that the oral administration of minute 
quantities of powdered Lead triturated in lactose and placed on the tongue 
every hour, except during meals and at night, aborts the disease in twenty-four 
hours and causes a rapid disappearance of pain and swelling. The treatment 
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lias no effect on mumps orchitis, but no patient who had been treated by lead 
developed this complication. The treatment proved quite harmless. 

(See also Testis and Appendages, Surgery of — Orchitis of Mumps.) 

References. — l Brit. Med. Jour. 1933, i, 1130; KJahrb.f. Kinderhcilk. 1933, cxxxix, 
82 ; 3 Brit. Med. Jour. 1933, i, 98 ; 4 Clinica Pediatrica , 1933, xv, 744 ; *Amer. Jour. 
Dis. Child. 1932, xliv, 565 ; «Ann. d'Hyg . publ. 1933, xi, 83 ; ?Bull. Soc. de TUr . 1933, 
xxxviii, 72. 

MYOPIA. Sir Stewart Duke-Elder , M.D., F.R.C.S. 

Some years ago, Duke-Elder drew attention to the effect of work involving 
eye-strain upon the incidence and increase of myopia in young adults. This 
is a subject of very considerable importance to the general practitioner ; and 
an interesting corroborative paper is now published by M. Rohner. 1 The 
statistics cover examinations of 11,251 recruits from live cantons and the city 
of Zurich, Switzerland, for the year 1924-5. The patients were about 19 or 
20 years of age, and were grouped both as to occupation and degree of 
refractive error. The myopic subjects were classified in four groups, according 
to the degree of myopia ; up to 3, from 3 to 6, from 6 to 9, and more than 9 
diopters. Comparison of the city- and country-bred revealed a higher per- 
centage of persons with myopia among the former, 8*6 per cent as compared 
with 3*6 per cent. Students, teachers, tailors, watchmakers, and mechanics 
doing finer degrees of close w r ork showed from three to four times the percentage 
of myopia found in farmers and persons of similar occupation. The author 
concludes that the frequency of myopia is characteristic of the more cultured 
group, which consisted of individuals more subject to eye-strain. This finding, 
of course, indicates the danger of excessive close work for progressively myopic 
children. 

Reference. — 1 Schweiz, med. Woch. 1932, Ixii, 706. 

NASAL SINUSES, DISEASES OF. F. W. Watkyn-Thomas, F.R.C.S. 

Suppurations of the Nasal Sinuses. 

4 Ten Commandments for Sinus Sufferers ’ — M. J. Mandelbaum 1 has laid 
down commandments which are so simple and so practical that they are quoted 
here in extenso. He reminds us that these conditions are often far more than 
a simple local infection. Exposure to heat or cold, excessive atmosphere 
dryness or moisture, local and general resistance, ‘familial catarrhal dyscrasia’, 
sensitivity to specific organisms, and many other unknown factors may all play 
an important part, and, as he rightly says, the sufferer is too willing to lay all 
the burden of his cure on the doctor. Again and again he found that a ‘set- 
back’ or an acute exacerbation was due to some one simple cause, and so he 
has a printed card which is supplied to all patients with sinusitis. The ‘ com- 
mandments ’ a re 

“ 1. Do not wet your hair on leaving your home in the morning, particularly 
in cold weather, as sudden chilling can cause congestion of the nose, resulting 
in a sinus attack. If you must use something to keep your hair in place, use 
plain petroleum jelly or one of the many excellent preparations now on the 
market for that purpose. 

41 2. Do not swim or dive, especially the latter. They are dangerous pastimes 
for sinus sufferers as well as those suffering from ear trouble. They may bring 
on acute attacks in those predisposed and in chronic sufferers brag on acute 
recurrences. 

44 3. Do not get wet feet , as ‘catching cold’ may bring on an attack of sinus 
trouble. Wear thick soles in cold weather and rubbers in wet weather. Thin 
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paper-like soles of evening slippers may be fashionable for debutantes but are 
also friendly to undertakers. 

“4. Do not smoke ot drink during acute sinus trouble. Those susceptible 
to such attacks and chronic sufferers as a rule should indulge very moderately. 
Better yet, not at all. 

“ 3. Do not go without a hat except in the midsummer months and not even 
then too long in a very hot sun. Uncovered heads in fall, winter, or early 
spring, needlessly subject thousands to attacks of sinusitis and. other respiratory 

diseases. 

44 6. Do not stay in a draught either while asleep or awake. Most people who 
catch cold easily and especially those subject to sinus trouble are susceptible 
to air currents. Running out of a hot room into the cold open air without 
a covered head and a proper weight overcoat just for a moment not infrequently 
induces a severe head cold, and lays the foundation for a sinus attack. Going 
into the open air in cold weather while perspiring is likewise to be condemned. 

44 7. Do not over- indulge in food, as too much food overloads the bowels. An 
overloaded colon in many individuals is a source of reduced vitality and lowered 
resistance. Dally action of the bowels is important in sinus sufferers, as thus 
a large amount of swallowed nasal discharge is swept out of the intestinal canal. 

“8. Do ml take cold shower baths in the morning , particularly in cold weather, 
unless you protect your head with a rubber cap. If you must do so, do not 
leave the house before your body is warm. Better still, bathe before retiring. 

44 9. Do not wear summer underwear in the late fall, winter, or early spring. 
Animals grow thicker .hair in the cold months, and shed it in the warm months. 
Humans cannot, so we must change the weight of our underwear according to 
the season. 'Wool or woollen mixtures in various weights should be worn for 
the cooler periods. 

44 10. Do not neglect your general health, as the condition of your mind, nerves, 
skin, teeth, stomach, Intestines, etc, all indirectly influence your sinus condition. 
Health constitutes the proper functioning of every bodily organ, not only 
individually, but is that finely balanced co-ordination of each of the many 
bodily systems in relation to each other, and to the whole. Lowered general 
health can in the susceptible induce sinus' disease, and, vice versa, sinus disease 
can affect the general health.” 

{Reverse side of card.] 

44 To restore your nose to a healthy condition involves a double responsibility ; 
the doctor's and your own. With the proper co-operation of both, satisfactory 
results may be expected. 

“ Medical as well as home care is but a part of the treatment necessary for 
improvement. Attention to the hygienic details listed on the reverse side of 
this card is equally important. 

4 ‘ In many cases where supposedly permanent relief has been attained, the 
breaking of these ‘commandments' has resulted in an unexpected attack. 

4 * Our local climate with its violent weather changes may suddenly induce 
an occasional sinus attack, despite the most scrupulous attention of doctor 
and patient. Such recurrences, however, are usually easily controlled. 

“Faithful observance of these rules will materially assist you in avoiding 
unnecessary future attacks, brought on by weather conditions or other causes,” 

Osteomyelitis Complicating Sinusitis,— Osteomyelitis is perhaps the 
most dreaded of all the complications of nasal sinusitis. Fortunately it is not 
common., but when it does occur the prognosis is of the utmost gravity. H. P. 
Mosher and D. K. Judd,® in an analysis of seven cases of osteomyelitis of the 
fiontal bone complicating frontal sinusitis, review the problem fully. They 
point out as a start that osteomyelitis of the tipper jaw seems to be amenable 
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to conservative surgery. In such cases the majority of the patients have 
recovered when surgical intervention has been limited to removal of diseased 
bone and sequestra. Unfortunately the results of osteomyelitis of the frontal 
bone are very different ; of the 7 patients on whom the authors report, 3 died. 
[In two of these cases no autopsy was permitted, but it seems clear that the 
patients died of meningitis. In the third case a limited post-mortem examina- 
tion was allowed and a large extradural abscess with thickening of the dura, 
infiltration and oedema of the piarachnoid, and oedema of the brain was dis- 
covered. No cerebral abscess was found. Taking these results with the high 
temperature and papilloedema, a suppurative encephalitis seems the most 
likely cause of death. — F. W. W.T. J 

In all cases Staphylococcus aureus was the infecting organism. All the 
patients were young, the oldest 36, the others from 11 to 24, which supports 
the view that the more vascular aijd open diploe of the young is more liable 
to spreading infection. In all these cases osteomyelitis was proved to be 
present at the first operation, but it certainly can follow any operation which 
exposes raw surfaces of the bone to direct invasion, however small the opera- 
tion may be, either in acute or chronic cases. The infection spreads more 
easily through spongy bone, but, as D. McKenzie 3 has shown, spongy bone 
is not necessary for the spread. It can spread through the thin hard bone 
of the ethmoid and lachrymal and of the orbital plate. Probably there are 
two routes of spread, by direct infection through the mucosa to the underlying 
walls, and by thrombophlebitis through the vessels of the periosteum and 
Haversian canals. 

It has been said that the suture lines can act as a barrier, but in adult life 
the diploetic veins communicate across the sutures, and even in children infec- 
tion can spread from bone to bone by vascular channels. The infection is 
rarely limited to the bone, but progresses along the dura, periosteum, and 
scalp at nearly the same rate. The dura is soon inflamed, and when the inner 
table gives way an extradural abscess is formed. The authors state that 
the extradural abscesses in their cases did not extend beyond the limit of the 
infected bone. [This finding is of particular interest when we compare 
the condition with the extradural abscesses which sometimes follow zygo- 
matic mastoiditis and may be found some distance away from the nearest 
infected bone. — F. W. W.-T.] 

Two facts stand out strongly : (1) (Edema means infection of the medulla 
and of the periosteum, and they ran a parallel course. The extent of the 
oedema is a practical guide to the limit of infection of the medulla. (2) Micro- 
scopic sections show that if the X-ray shows bone necrosis the surrounding 
bone is infected for an inch to two inches beyond the area of necrosis. (Edema 
is the first sign ; the X-rav shows necrosis, not infection, and the positive X-ray 
signs may not appear until seven to ten days after the oedema. A week spent 
after the appearance of oedema, waiting for X-ray evidence, is a week wasted. 

Treatment. — “ Osteomyelitis writes across the patient’s brow not only the 
diagnosis but the treatment.” The authors are in full agreement with 
McKenzie that the treatment must be early and radical. They agree, too, 
that operation for osteomyelitis must be from above downwards — that is to 
say, it must be started in normal bone well above the infected area, so as to 
avoid contact infection of the healthy diploe. For practical purposes the limit 
of the oedema corresponds to the limit of bone infection, so the removal of bone 
must be started well above the limit of the oedema, and, as it has been shown 
that infection spreads far in advance of necrosis, at least two inches above 
the level of necrosis. The authors rightly say that 4 now or never 1 should 
be the surgeon’s attitude at the first operation. With each secondary operation 
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the patient's chances are diminished. His resistance is increasingly lowered 
by infection and the danger of intracranial complications steadily increases. 
If both frontal sinuses are infected, the whole area must be excised, and it is of 
the utmost importance that the. inner table should be removed as freely as 
the outer adequately to expose the dura. Mosher remarks that it is not 
difficult to separate the longitudinal sinus from the bone if we start at the 
upper limit of the frontal sinus where the longitudinal sinus is only a fibrous 
cord. McKenzie uses a curved skin flap with the convexity upwards, but 
Mosher prefers two triangular flaps with an incision in the mid-line and a cross 
incision above the eyebrows. He lays great stress on the lateral extension of 
infection into the external angular process of the frontal. 

Attention is drawn to the great value of Blood Transfusion in these cases. 
The authors advise that a donor for transfusion' should be in readiness at all 
operations for osteomyelitis. 

Use of Local Agents to Increase Tissue Immunity in Sinus Mucosa. — 
R. A. Fenton 4 groups local measures for such a purpose as physical and chemical, 
and, from the pharmacological point of view, into those altering the surface 
tension of the cells in the mucosa and those having bactericidal powers. 

Cold , by ice-bags and cold packs, may often be a valuable aid in cases where 
orbital inflammation from the fronto-ethmoidai region is anticipated ; but it 
has the grave disadvantage that it may increase the neuralgic pains, and 
possibly, by constriction of the vessels, it may diminish the local reaction 
dangerously. In some cases undoubtedly a quiet sinusitis may flare up after 
exposure to cold. 

Meat has disadvantages of another kind. The careful use of ‘infra-red’ heat 
lamps may give great relief to pain ; but excessive heat, just because it increases 
the circulation and local reaction, increases swelling and exudation and so 
increases obstruction and pain. The membranes affected are enclosed in 
rigid-walled cavities, and compensatory distension is not possible. Therefore 
diathermy, which has considerable penetration, should only be used under 
the most careful and skilled control. 

Irradiation was first tried by Thost, thirty years ago, and for a time the 
method was popular, as it was said to cause shrinkage of polypi in ethmoiditis 
as well as to relieve pain. The method has since been seriously criticized, and. 
Fenton warns us that it may have retarding or even destructive effects. X rays 
destroy lymphocytes which are essential for mucosal healing, and endarteritis 
and fibrosis are frequent results of prolonged irradiation. If so, it cannot be 
said to raise the tissue immunity. Radium bombardment may cause necrosis 
and sequestration of the turbinals and ethmoidal walls. 

Introduction of medicaments into the sinus cavities may be carried out by 
direct injection either by puncture or through a natural ostium, or by the 
displacement method of Proetz, which was described in the last volume of the 
Medical Annual (p. 311). [Apparently Fenton shares in the doubts expressed 
by Hodgson as to the efficacy of the method, to which reference was made in 
the same article. — F. W. W.-T.J 

A discussion on the action of various substances' on the mucosa is perhaps 
the most valuable part of the work. For' all cells the chlorides of sodium, 
potassium, and calcium are necessary. For special activities other salts are 
needed. Ciliary activity, which is necessary for normal sinus function, is 
paralysed by sodium Iodide and is inhibited by sodium chloride ; on the other 
hand, it is increased by the salts of magnesium, barium, and calcium. Increased 
permeability of the capillaries in inflammation is helped by calcium. Prepara- 
tions from which free chlorine can be released are far too irritating to the 
mucosa. 
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The question of surface tension is most important. Hypotonic solutions 
impair resistance by abstracting salts from the tissues ; too strong solutions 
damage the growing cells. Oils are far better than colloid solutions — gums 
and jellies — which inhibit ciliary action. 

Mercurochrome and metaphen can only be used for short periods because 
of their irritant effects. Besredka’s ‘mass vaccines’ have been extensively 
tried, but they seem useless for streptococcal infections, although sometimes 
valuable against the staphylococci. They have the grave disadvantage of 
uncontrolled dosage, and occasionally serious ‘negative phase’ effects have' 
been reported. 

Fenton concludes : “ Too often the sufferer from accessory sinus disease is 
suffering from lowered resistance which is due to- causes not at all local in 
origin. It is folly to expect increased immunity from purely local measures, 
whether physical, medical or surgical, unless the general or constitutional basis 
is altered for the better.” 

Malignant Diseases of the Nasal Sinuses. 

In the last number of the Medical Annual (p. 19) the present writer 
stated that in malignant disease of the nose “ the weight of opinion was inclin- 
ing towards rav treatment in preference to surgery.” This position has been 
rendered untenable by the publication of L. G. Ohngren 's 5 monograph Malignant 
Tumours of the Maxillo -eth m oida l Region. This is the most complete study 
of the subject that has ever been issued. In ten years (1922-31) 187 cases 
of malignant maxillary tumours were treated by Ohngren in Professor 
Holmgren’s clinic at the Sabbatsberg Hospital in Stockholm. A few of these 
cases came from other countries, but far the most of them from Sweden. The 
collection of such a large series of cases in a country with a population of six 
million is explained by admirable organization. All patients with suspected 
tumours of the sinuses were sent from every hospital in the country to 
the Sabbatsberg, and special arrangements were made with the local 
authorities — the village magistrate or clergyman in outlying parts — for the 
supply of free railway passes so that the patients could return for periodical 
examination. 

Statistics show 7 that the incidence in men and women is roughly equal, that 
there is a rapid increase in the frequency of the tumours in the fourth and 
fifth decades of life, and a rapid fall after the sixth decade. The type of 
tumour was carcinoma in 145 cases, sarcoma in 29, and ‘malignant mixed 
tumour’ in 13. Squamous-celled carcinoma, with or without cornifi cation, was 
the most common growth. Ohngren has not included in the series any cases 
of “ sarcoma-like tumours originating from the bony system, the malignancy 
of which may be questioned”. The ‘malignant mixed tumours’ include, all 
tumours with salivary gland structure. Ohngren does not definitely commit 
himself to one or other of the views on their etiology, but on the whole he 
regards them as epithelial rather than endothelial in origin. 

Of the whole series all but 38 (20*1 per cent) were treated by operation, 
with or without radiation. These figures must be contrasted with those of 
Gordon New, 6 where, of 168 cases, 71 (42*3 per cent) were regarded as 
inoperable. 

In his classification of growths for clinical purposes Ohngren uses an 
ingenious scheme constructed on site, histological malignancy , and metastases. 
Tumours below and in front of a plane drawn through the inner canthi down 
and back to the mandibular angles (‘malignancy plane’) are by their anatomical 
position less rapidly able to reach inaccessible points than tumours above and 
behind the plane. These are further subdivided into medial and lateral. Of 
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these the most; harmless are the anteroinferior medial, and the most dangerous 
are the postero-superior medial, which can easily and quickly reach the cribri- 
form plate and the meninges. 

His histological groups for malignancy are in ascending order : (1) Basal- 
eelled carcinoma and adenocarcinoma arising from mixed tumours, myxoma- 
tous sarcoma, and papillomatous carcinoma ; (2) Squamous carcinoma with 
moderate cel I -polymorphism and abundant mitoses, basal-eelled carcinoma not 
arising from mixed tumours, and the majority of sarcomata ; (3) Carcinoma 
of immature type with marked cell-polymorphism, and melanosarcoma. 

Treatment. — The method of treatment is a resolute Excision of the 
Growth by Diathermy, with or without radium and X-ray irradiation. For 
this excision a diathermy machine of a special kind is needed, as the whole 
operation from start to finish is done without any knife incision or dissection. 

3. With a low current, high voltage, and very high frequency the tissues 
can be "split* with so little coagulation that they can be sutured safely after 
the operation. This is "elect rot omy’, and is used for making the incisions in 
the skin and superficial tissues. 

2. With lower frequency and a stronger current raw surfaces are coagulated 
and bleeding arrested, but the portion of the wound so treated must not be 
sutured. ’This is *coagulotomy*. 

3. With a strong current of low voltage with both terminals in the wound 
we have "boiling* of the tissues (electro-coagulation), which is used for the 
destruction of the tumour and the division of bone (e.g., of the palate or 
of the walls of the antrum). This "boiling’ should not be carried to the point 
of carbonization during the operation, or the full deep effect of the heat will 
not be obtained, but when the operation is over Holmgren advises carboniza- 
tion of the raw surface by a still stronger current in order to obtain a dry 
gangrene of the surface, which will then not be so readily infected. [ " Figura- 
tion,’ or unipolar sparking carbonization, is rarely used now at the Sabbatsberg 
Clinic.] 

A point on which Ohngren lays great stress is that we must be prepared to risk 
considerable deformity by excision of infected or adherent skin. The first essen- 
tial to success is absolute destruction of the growth, the second is absolutely 
free drainage. For this reason he freely excises the palate, as has been recom- 
mended by Douglas Harmer 7 on the same grounds. The gaps are afterwards 
repaired by more or less extensive plastic operations. Ohngren uses the "tube 
flap’ of Gillies. He now takes his flap from the back of the shoulder, not from 
the chest, as he has found the skin of the shoulder richer in fibrous tissue. 
With such a flap he has repaired the defect in the palate as well as in the cheek. 
Forehead flaps are sometimes used for repair of the lids, and the raw surface 
of the forehead is repaired by a Thiersch graft. 

: As a supplement to this operation by electro-surgery, in the majority of 
cases (94) Radium has been inserted into the cavity, and in many cases deep 
Roentgen Treatment has been added, sometimes as a pre-operative measure. 
In 2!) cases electro -surgery was used alone ; in 21 electro-surgery with pre- 
and post-operative radiation, but without insertion of radium. The figures 
at present seem to show that the cases treated by electro-surgery alone did 
quite as well in the long run as those in which the combined methods were 
used, but, as Ohngren very fairly points out, these were, on the whole, the least 
malignant cases, so at this stage judgement must be suspended as to the value 
of ray treatment as an adjuvant. 

A few practical points must be considered :• — . 

As a rale Ohngren ties the external carotid at the time of operation. The 
ligature should be above the origin of the superior thyroid, in order to prevent 
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thrombosis down to the bifurcation, with the risk of embolism of the internal 
carotid. 

Post -operative cerebral complications, in Ohngren's opinion, have been 
increased by the use of radium. This applies to cerebral oedema and abscess, 
but not to meningitis, which is usually a direct spread from injury. 

Injuries to the eye, if early, are probably the result of the excessive heat 
necessarily used at the operation ; if late, of the radium treatment. 

Late haemorrhage (two months after operation) usually occurs in the 
sphenoidal region and sometimes from the cavernous sinus. It is suspected 
that this is a radium necrosis. Chest complications are rare, and only one 
case of embolism occurred. Erysipelas, on the other hand, is difficult to avoid, 
especially in areas exposed to radiation. 

The total results show that five years after commencing treatment 80*8 per 
cent of patients are absolutely symptom-free. Of those who have not yet 
reached the five-year interval, 44 per cent are free after two years, and 40 per 
cent after three years. These are by far the best results yet obtained over 
a long period and a large number of eases moreover the proportion of patients 
rejected as ‘inoperable’ is so low as to prove that no special selection has been 
used. The findings must be accepted as absolutely fair. 

References .— 1 1 Laryngoscope, 1932, xlii, 710; -laid. 1933, xliii, 153; z Jour. of 
Laryngol. 1927, xlii, 293 ; \ Tour. Amer. Med . Assoc. 1932, Dec., 2247 ; s Acta Oto - 
Laryngol. 1933, Supplementum xix ; * Arch, of Otolaryngol. 1926, May 26, 461; 7 The 
Semon Lecture , 1931. 

NATIONAL HEALTH INSURANCE PRACTICE. 

E. Kaye Le Fleming , M.A . , M D. 

Before the passing of the National Health Insurance Act of 1911 only a 
very small proportion of the industrial population of this country made any 
provision for medical treatment in time of sickness, nor could the provision 
so made claim to be sufficient or satisfactory. Hitherto the State had been 
content to provide for the destitute, but the growing need for an improved 
health service and the recognition ' of the economic value of the health of the 
industrial population was rapidly commanding attention. Hence the great 
aim of the Act was to make provision for the medical treatment (both 
remedial and preventive) of the whole industrial population, and to quicken 
the interest of the community as a whole in the value of health. 

Such a general statement is advisable before referring to the more strictly 
medical issues which affect, the profession and which is the main purpose of 
this article. It is not possible to estimate with accuracy the numbers either 
of the insured or the doctors engaged in the service. There is a constant flow 
of insured both into and from the scheme, and a doctor may practise in an 
area where his name appears on two or more Insurance Committee lists. The 
most reliable computation would place the number of the insured at rather 
more than 19.000,000, and the doctors at more than 19,000 — roughly one 
doctor to a thousand insured. 

National Health Insurance has now been established for more than twenty- 
one years in this country, and it is a remarkable fact that little or no attention 
has been given to this subject in Medical Education. The newly qualified 
practitioner will not only engage in general practice without having had 
instruction or advice from anyone who has had experience in general practice, 
but will find himself entitled to contract with the State for attendance on a 
large section of the population without any knowledge or experience of what 
the service means. ** ' 

Before considering the conditions of this work it is worth while recalling 
the system of contract practice which exjsted before the passing of the National 
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Health Insurance Act of 1911, and upon which the Government scheme was 
in some measure founded. 

Medical attendance for their members was provided by the Friendly Societies 
and Clubs by contract with individual doctors on a capitation basis. The rate 
varied In different districts, but was extremely low. The reasons which made 
this work most unpopular with general practitioners were many, but the most 
important were the totally inadequate remuneration and the ruthless domina- 
tion of the doctor by the Friendly Society official. Contract practice of this 
kind had therefore a very bad reputation in the eyes of the profession, and 
the introduction of the Insurance Act was at first looked upon with great 
distrust. Apart altogether from the question of adequate remuneration, it 
was considered by many to be a big step towards a whole-time salaried State 
Medical Service which would divide the profession into two classes, the panel 
and non-panel doctor, greatly to the disadvantage of the former. Objection 
was also taken to the interference of the State in even a part-time service. 

Time has shown those fears to have been groundless. The remuneration 
has varied, but has long steadied to a fairly reasonable level. The large 
majority of general practitioners are engaged in the work, and there is no 
no difference in standing between them and their fellow-practitioners. The 
organization of the profession, at first, weak but now highly efficient, has 
secured certain principles which make the existing system above all comparison 
with the old type of contract practice. These are : freedom from Friendly 
Society control ; adequate remuneration ; and free choice as between doctor 
and patient. 

Insurance practice, therefore, at first prejudiced by the evil repute of the 
form of contract practice which it superseded, has steadily improved in effici- 
ency and reputation, and is now an accepted and welcome part of the routine 
of most general practitioners. With these brief introductory remarks let us 
turn to a general survey of the conditions of service. 

In the first place it must be remembered that the Minister of Health is 
responsible in Parliament for the administration of the Act, and has charge 
of the supervision and control of the service. For administration purposes 
the country is divided into separate areas, and in each county and county 
borough there is an Insurance Committee charged with the local administration 
of medical benefit. On this Committee sit representatives of the approved 
societies, the insured, the doctors, and the local authority. In addition the 
Act requires to be set up in each area a Panel Committee of qualified doctors, 
of whom three-fourths (in Scotland two-thirds) must be insurance doctors, 
elected by the insurance doctors of the area. This Committee is available for 
consultation by the Insurance Committee on points affecting the medical 
service under the Act. Every registered practitioner has the inalienable right 
to enter the service, unless his name has been taken off the list as the result 
of disciplinary action, or he has given an undertaking to the Ministry not to 
apply. 

The doctor who wishes to undertake insurance practice has only to write 
to the clerk of the Insurance Committee of the area (or areas) in which he 
practises to ensure that his name will be entered on the list, and all necessary 
information on administrative details given him. For information on his 
medical duties, and for advice and help in the same, he should write to the 
secretary of his Panel Committee, who will always be found ready to give him 
assistance. As soon as his name is on the list any insured person who wishes 
to be attended by him may (subject to certain rules affecting insured persons) 
bring his medical card for signature. The card duly signed is forwarded by 
the doctor to the Clerk of the Insurance Committee, when the name will be 
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entered on his list of patients and the card will be stamped with the doctors 
name and returned by the clerk to the patient. The doctor’s remuneration 
is paid to Mm quarterly on the basis of the number of patients on his list on 
the first day of the quarter. 

The Contract of Service. — On entering the service the doctor contracts 
to give his patients the attention and skill that is expected of a general practi- 
tioner. It is in fact up to now a general practitioner service only, and the 
relation between patient and doctor is exactly the same as in private practice. 
In so far, however, as he has under his contract to perform certain adminis- 
trative duties, there is a measure of supervision of his work in this respect by 
medical officers of the Ministry of Health, specially appointed for this purpose 
and called Regional Medical Officers. His actual treatment of his patients 
in a medical respect will never be questioned unless a complaint arises against 
him. He will be required by the Insurance Committee to notify the times 
at which his patients may attend his surgery, and satisfy the Committee that 
such times are reasonable and sufficient to ensure a satisfactory service. The 
terms of service define the medical treatment required to be given as : “ All 
proper and necessary medical services other than those involving the applica- 
tion of special skill and experience of a degree or kind which general practi- 
tioners as a class cannot reasonably be expected to possess.” 

The insured person, unless too ill, or in an emergency, is required to attend 
the doctor’s surgery for advice and treatment at the stated times, and he is 
also required to obey the instructions of his doctor as to treatment. But when 
his condition requires it the doctor must visit and treat a patient at any place 
where he may be at the time, if that place is within the district in which the 
doctor has undertaken to visit insured persons. 

The doctor is also under obligation to attend any person who claims to be 
insured , whether on Ms list or not. In the absence of proof of claim to insurance 
benefit by production of a medical card the doctor is entitled to make a charge, 
but must do so on a particular form provided for the purpose. 

Though not entitled to withhold treatment at the time, the doctor may 
refuse to take a patient on his list by giving proper notice to the Insurance 
Committee. If, however, all the doctors in any area so refuse, the individual 
is allocated to a particular doctor by the Committee. Such allocation may 
be made in practice for one year at least on a system of rotation. The insured 
person, by giving proper notice, may change his doctor at certain times, or at 
any time either by consent of both doctors concerned, or if he moves out of 
the area of practice of the doctor on whose list he is. 

Drugs and Appliances. — The insured person is entitled to receive “ proper 
and sufficient medicines ” as part of his Medical Benefit. In addition to the 
ordinary drugs and medicines he may obtain such dressings and appliances 
as are listed in a special schedule. These are generally prescribed by the 
doctor and dispensed by the chemist, to whom payment is made under a 
tariff. 

'When a rural doctor dispenses for his private patients he may be required 
to dispense for insured patients for whom access to a chemist is difficult. For 
the convenience of those doctors who wish to use it, a National Formulary 
is provided. This is of a comprehensive character, but there is no compulsion 
to use it. 

Prescribing. — The doctor is free to prescribe any drugs, etc., “requisite 
for the treatment of the patient,” but is expected to be reasonably careful to 
avoid extravagance in this respect. The drug fund for meeting the cost of 
dispensing is ample but not unlimited, and it is as easy to be extravagant in 
prescribing as in, for example, eating and drinking. The ordering of expensive 
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proprietary preparations instead of less costly remedies of reputed analogous 
effect illustrates this point. Every prescription is eventually examined by a 
pricing bureau, and by this means the number and average cost of a doctor's 
prescriptions is known. Should this average cost be markedly in excess 
of the average in his area, a particular doctor's methods will call for 
examination. 

In the first instance a Regional Medical Officer will call in an informal way 
to explain the situation or hear any explanation after the doctor lias received 
a statement of the facts which appear to indicate extravagance, and the matter 
may rest at that. Should, however, a doctor continue to prescribe in a manner 
deemed extravagant, lie may be surcharged. But before any surcharge is 
made lie will be given an opportunity of contesting the complaint of extrava- 
gance by justifying his conduct before his peers, namely the Panel Committee 
of his area. 

Some amount of ill-informed comment on, the subject of excessive prescribing 
has from time to time appeared in the public press. Attempts have been made 
to justify the statement that the panel patient can only expect cheap and 
inferior medicines, and that the doctor who tries to do his best for his patient 
is handicapped by fear of' the charge of excessive prescribing. Very little 
experience of the actual facts is necessary to falsify this criticism. Any doctor 
who prescribes on reasoned lines has nothing to fear in this respect. It should 
be remembered, however, that most doctors start practice with very little 
knowledge of the cost of the remedies they prescribe, and the supervision 
exercised is both necessary and reasonable. Convincing evidence on the latter 
point is the fact that In, 1931, of 14,840 doctors in England and Wales, four 
only were surcharged for excessive prescribing. 

Certification. — Under the Act it is the duty of the doctor to give certificates 
in a prescribed form of incapacity for work by reason of ill health if requested 
by the patient. These certificates are the evidence on which payment of 
sickness and disablement benefit are made to the patient. The certificates 
are given without charge and must be given with proper care, and in accord- 
ance with the regulations. The certificate being addressed to the patient and 
given to him (or her) avoids any possible infringement of professional secrecy. 
So far as the doctor is concerned, the certificate becomes the property of the 
patient, who is free to make what use of it he chooses. 

Not. only is it important that the insured person who is genuinely incapable 
of work should receive certificates, but it is equally important that they should 
not be issued unless the practitioner is satisfied that the patient is in fact 
incapable of work. The certificate is in the nature of a cheque drawn on the 
funds of the approved societies. 

Bax certification is a serious charge which has been made against panel 
doctors In general by reason of the increased claims for cash benefit in recent 
years. This charge has been vigorously denied and other reasons for the 
increased claims put forward. In any case the need for the strictest care in 
issuing certificates cannot be too strongly emphasized. The certificates, 
including the first certificate of incapacity, the intermediate ones, and the 
final certificates, are printed on special forms which state that the patient was 
examined on the day on which they were given. In certain cases in which 
such a certificate cannot be truthfully signed, an alternative voluntary form 
can be used. The novice in Insurance practice cannot be too careful in observ- 
ing the regulations governing the issue of certificates. Inaccurate certification 
is looked upon as a very serious offence. When in doubt whether he should 
continue to issue certificates of incapacity, a doctor may submit a reference 
to the Regional Medical Officer. 
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Records.— The doctor is required to keep and furnish records, on the 
official forms, of illnesses, with clinical notes of his patients. These are private 
documents and are only seen by the medical officers of the Ministry and the 
doctors in whose charge they rest. 

As soon as a patient’s medical card has been stamped with his doctors name, 
Ills record card is supplied to his doctor. On this must be recorded in brief 
any visit or consultation, the nature of the complaint, and the clinical notes. 
The records are inspected from time to time by the district Regional Medical 
Officer, who reports to 'the Ministry. This part of the panel doctor’s duties 
has been much objected to by the profession on the ground that it serves no 
good purpose, and is a tax on his time when he is most occupied. The fact 
remains that he has contracted to keep them and is paid for the duty. The 
necessary entries can be made very briefly, and, if the duty is carried out in 
a systematic way, need be no great tax on time or patience. Furthermore, 
the records so kept are a most useful reference, both to the doctor himself and 
to any other doctor w r ho at a further date may have the care of the patient. 
Here again, laxity will in the end lead to trouble and should be avoided. 

Remuneration. — The method of payment is per capita of the insured 
population. An estimate of the number of insured persons is first made by 
the Government Actuary. A sum of money arrived at by multiplying this 
number by the Capitation fee is set aside as the Central Practitioners’ Fund. 
This sum is divided into local area funds on a calculated basis. The capitation 
fee has been subject to variation, but as the result of a Court of Inquiry in 
1924 the sum of nine shillings was decided upon. This amount has been 
subject to the 10 per cent cut of recent years, and, when economic conditions 
allow, the restoration of the 10 per cent will take place. There are those in 
the profession who claim that the figure should be raised on account of the 
increase in the amount of work done in response to the growing tendency of 
the insured to seek advice, and for other reasons. Equally there are those 
outside the profession who consider the remuneration too high, and the cost 
of the service disproportionate to its utility. The main point from the public 
point of view is that present conditions attract a good class of practitioner 
with a resulting good service. The doctor who dispenses for his patient receives 
in addition a capitation fee of two shillings and three pence. Alternatively 
he may elect to be paid per prescription under the same tariff as the chemist. 

There is also a mileage fund for patients living at a distance from the doctor, 
the method of allocation of which is decided upon locally. Special remunera- 
tion is also provided in rural districts where the conditions of service are 
unusually difficult. 

Disciplinary Action. — The purpose of the Act is to provide a good general 
practitioner service to the insured, and on the Minister of Health is placed 
the duty of seeing that this is secured. For this purpose there must be 
machinery, not only for supervision, but also for investigating any complaints 
that may arise, and for such disciplinary action as may be necessary. 

A general supervision is exercised by medical officers of the Ministry 
appointed for the purpose. The Regional Medical Officer visits the insurance 
practitioner, notes the conditions under which he carries on his practice, and 
inspects record cards. His object is to assist the doctor in every possible way 
to carry out his terms of service, and he should be looked upon as an adviser 
rather than an inspector, as a help rather than a critic. Regional Medical 
Officers also examine patients referred to them for consultation or as to their 
capacity for work. The disciplinary machinery, at first instituted to deal 
with infringement of the terms of service, gave rise to much discontent and 
threatened to interfere with the smooth working of the service. As a result 
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of this dissatisfaction the present system was devised after long and careful 
collaboration between representatives of the profession and the Ministry, in 
every stage of the investigation as detailed hereafter, the medical profession 
itself takes an important part. Experience lias justified the wisdom of the 
change and. the success of the existing method, which works well and has 
entirely removed the discontent which previously existed. 

Should a complaint be made against a doctor, the method of investigation 
is carefully laid down and must proceed on definite lines which ensure that 
the accused will receive fair play. The .Medical Service Sub-committee of 
the local Insurance Committee, consisting of an equal number of doctors 
and lay members, with an independent chairman, must first investigate the 
complaint. The hearing is private, and legal representation is not permitted 
on either side. After the hearing a report is presented to the Insurance 
Committee containing a statement of facts proved, inferences of fact 
properly deduced therefrom, and a recommendation as to action considered 
desirable. 

The Sub-committee may also draw attention to previous reports and recom- 
mend that they be taken into account. The Insurance Committee must 
accept as conclusive the Sub-committee's findings of fact. Having adopted 
the report and decided to recommend what action, if any, should be taken, 
it is forwarded to the Ministry. The accused has the right of appeal against 
any decision of the Insurance Committee, other than a recommendation that 
lie be removed from the panel. In the latter case a special judicial inquiry 
must be field. 

In the absence of appeal, the Minister, before deciding that any sum of 
money is to be withheld, affords the practitioner an opportunity for making 
representations in his defence, either orally or in writing, but he may not at 
.that stage raise any question as to the facts established. Again, in cases in 
which professional negligence is the issue, before the amount to be withheld 
Is decided, the case copies before an Advisory Committee. This consists (in 
England and Wales) of the Chief Medical Officer of the Ministry or his deputy, 
two other medical officers of the Ministry, and three Insurance doctors chosen 
by the Ministry from a panel nominated by the Insurance Acts Committee of 
the British Medical Association. The decision of the Minister after receiving 
the report of this Committee is final. 

In any system of service where disciplinary machinery is required, a test of 
the efficiency of the system is the extent to which the machinery is put into 
use. Judged by this standard the National Health Insurance system comes 
out well. In 1982 the number of cases in which remuneration was withheld 
for Infringement of the terms of service was 109, and the total amount with- 
held £1015. These facts, in a service embracing 15,860 doctors in England, 
Scotland, and Wales, attending 15,000,000 patients at a total remuneration 
of £6,055,000, speak for themselves. 

Organization .—The Interests of doctors in insurance practice are carefully 
watched by the Insurance Acts Committee of the British Medical Association. 
This Committee is recognized by the Ministry as the negotiating body of the 
profession. Once a year at least a conference of representatives of all panel 
committees is held, and to this conference the Insurance Acts Committee 
reports, as the executive body of the conference. 

The Insurance Acts Committee, while keeping a jealous eye on the rights 
and Interests of the doctors, co-operates in every way with, the Ministry in 
efforts to improve the efficiency of the service. 

Advisory. — The doctor who is considering the question of engaging in 
insurance practice can look forward to fair remuneration for his services : 
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remuneration, moreover, paid quarterly in amounts that can be anticipated, 
and without any book-keeping. If he gives his patients honest service on 
the lines of his private patients of the same class, he will be troubled with no 
more interference than the occasional visit of a Regional Medical Officer. The 
most likely source of trouble in his administrative duties will be in connection 
with certification, the keeping of record cards, and the rendering of certain 
prescribed reports. Simple care and honest work are all that is needed to 
avoid criticism. 

If lie is wise, he will recognize from the first that, though the treatment and 
prevention of disease is a very important duty, it is equally important to 
fulfil the administrative duties which are part of his contract and for which 
lie is paid. This class of work cannot be done efficiently without system and 
method. It is well worth while to consider carefully the proper organization 
of the work. Certificates, prescription forms, record cards, and other docu- 
ments kept in their proper place, patients examined systematically, adequate 
surgery and waiting-room accommodation, all mean a saving of time. All 
doctors know the value of saving time. The saving of a fraction of a minute 
in seeing twenty or more patients soon runs into a substantial total. 

Conclusion. — The Insurance Act has been in operation for more than 
twenty-one years. It is the first big scheme of preventive medicine applied 
to general practice. In the opinion of most competent judges its results have 
exceeded the most optimistic hopes of those who helped to place it on the 
Statute Book. 

The fears of the profession who at first opposed it have been falsified, and 
it is firmly established in the health machinery of the country. Evidence of 
its success is claimed in its smooth working, increasing popularity, and the 
general improvement in the health of the nation. There are not wanting those 
who take the opposite view. These point to the high cost of the scheme in 
proportion to its utility, and concentrate on any unfavourable evidence. ' What- 
ever view is held, there can be no escape from one important conclusion — any 
degree of success or the reverse must in the main lie at the door of the profession 
who engage in the work. 

By this criterion will the reputation of the general practitioner be judged, 
and from this verdict there is no escape. The present writer has no fear of 
the issue if those responsible for medical 1 education, and the profession as a 
whole, recognize the full significance of the system and give it the attention 
and support which it deserves. It is hot yet possible to appraise the situation. 
We are still too near the beginning of thi$ stage in medical history to see things 
in clear perspective. The inter-relationship of current events must await the 
verdict of the future. 

Meanwhile it is significant that the establishment of the National Health 
Insurance system coincides with a great advance in the concern of the public 
in health matters. At the same time the intelligent interest of the individual, 
both in the prevention and treatment of disease, and a distinct advance in the 
reputation and importance of the general practitioner, are noteworthy. 

Those who maintain that these changes are not only coincident but closely 
connected may point to the Insurance Act as a great and important common 
factor. How great and how important time alone will prove. Meanwhile on 
the profession as a whole lies the heavy responsibility of making this great 
health service an ever-increasing success. The measure of its response to 
this demand will be the measure of its reputation in the estimation of 
the public. 


NEPHRITIS AND NEPHROSIS. {See Renal Diseases.) 
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NEURALGIA, TRIGEMINAL . Geoffrey Jefferson , M.S., F.R.C.S. 

W. E.. Dandy 3 has become a very strong advocate of the treatment of 
trigeminal neuralgia by Division of the Sensory Root in the Posterior 
Fossa. He reported his first 88 cases treated thus in 1929, and at the time 
of this later communication he has operated upon 250 cases. The cerebellar 
route has, he thinks, many advantages over the classical temporal approach, 
and lie has now had a series of 150 cases without a death. The operation 
is done by making an opening beneath the tentorium on one side, evacuating 
the cistema magna, and gently retracting the cerebellar lobe. Further cerebro- 
spinal fluid having been evacuated, the fifth root comes almost at once into 
view, and as much as may be necessary is divided. Dandy thinks that merely 
a partial section is enough to abolish pain, and speaks of cutting one-half and 
even as little as one-tenth of the root, leaving the patient cured of his neuralgia 
and with unaltered sensation in the skin of the face. This statement has been 
greeted with considerable scepticism, and he now states that he has had four 
recurrences, but only four. He believes that keratitis is less common after 
section of the root in this situation, but since his divisions are subtotal this 
may well be the reason rather than the absence of trauma to the nerve-fibres 
to which he actually attributes it. It is quite true, of course, that trauma 
to the trigeminal fibres is very slight in this method, as they are cut as soon 
as seen. The risks of damage to other structures in the posterior fossa are 
theoretically by no means inconsiderable, and have deterred other surgeons 
from adopting the cerebellar approach as a routine. Dandy states that a 
petrosal vein barring the exposure of the nerve by passing between the superior 
petrosal sinus and the cerebellum is only met with about once in fifteen cases 
and can easily be dealt with by electrocoagulation. 

In the discussion which followed Dandy’s paper, C. H. Frazier spoke of his 
own experience with the temporal route. He had divided the sensory root 
720 times and considered that in the hands of the majority of surgeons it was 
the safer of the two possible approaches. His own mortality was 0*2 per cent. 
It should be pointed out that Dandy had met with 18 unsuspected tumours 
in the lateral recess in his series of 250 cases, and this certainly is a strong 
point in its favour. As for safety, he is himself convinced that it is an entirely 
safe procedure and he carries it out under local anaesthesia in half an hour, 
and he has done it in fifteen minutes. 

Wilfred Harris 3 is still of the opinion that Alcohol Injections by his own 
technique or by that of Harfcel are much to be preferred to operation. He 
adduces figures in support of his contention, and states that he can produce 
localized anaesthesia according to the position of the needle point in the 
ganglion and, the amount of alcohol injected. It is obvious that there can 
be no certainty about this, but it must be admitted that there are many cases 
in which it is the correct method, particularly in the aged. Ganglionic alcohol 
injections are, however, often extremely difficult, and it is only justified in 
the hands of those as expert as Harris himself, and these are very few. 

W. Brauecker, 3 of Hamburg, describes his experiences with alcohol injec- 
tions. He favours infiltration of the ganglion with the needle point in the 
foramen ovale but not pushed up into the ganglion proper. He thinks ■ it 
unwise to attempt to destroy the ganglion with alcohol and that it is not 
necessary to do so to obtain a therapeutic result. There is no doubt that 
recurrence will be met with fairly frequently after these conservative injections, 

K. H. Bauer, 4 , of Gottingen, spoke of 15 cases cured' by percutaneous 
Ele etr o - coagulation of the Ganglion, but most surgeons will oppose this on 
the grounds of danger to surrounding structures. 

In the reviewer’s opinion it is impossible to generalize on the treatment of 
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trigeminal neuralgia. Each case must be considered individually, and it 
should be left to the surgeon to decide which method is the best one for each 
person. The physician who does injections himself will naturally advise injec- 
tion for all cases. The surgeon trained in neurological work will have a 
natural bias for open operation ; but he can at least vary his method to suit 
his patient, and inject some, operate on others. The point that Dandy brings 
out about unsuspected tumours in the lateral cerebellar recess is an important 
one in favour of the cerebellar route, if it is supported by a like experience in 
other clinics. But M. J. Cooper 5 speaks of Frazier having discovered 3 tumours 
of the Gasserian ganglion in 300 neuralgia operations, and could find only 4 more,: 
altogether out of 5000 cases, mainly neurological necropsies at the Philadelphia 
General Hospital. This is, assuredly, not quite the same thing, for Dandy 
is referring to tumours in the lateral recess rather than those of the ganglionic 
envelopes in the middle fossa, which are distinctly rare. Everyone is agreed 
on that point. 

References of Surg. 1932, Oct. 787 ; Writ. Med. Jour. 1932, ii, 87 ; 
3 Zentralh.f . Chir . 1932, Dee., 2962 ; ‘Ibid. ; *Amer. Jour. Med. Set. 1933, March, 315. 

NEURITIS OF THE LATERAL FEMORAL NERVE, 

Macdonald Critchleij , M.D., FJLC.P. 

The clinical manifestations of anterior crural neuritis have recently been 
described (Medical Annual, 1932, p. 320 ) ; neuritis of the lateral cutaneous 
branch alone is by no means uncommon, and constitutes an interesting clinical 
picture. O. Sittig 1 has recently dealt with this particular affection, basing 
his remarks upon 49 cases observed over the period 
1922-33. Neuritis of the lateral cutaneous nerve of the 
thigh is often spoken of as 4 meralgia parwsthetica', 
though in Germany it is also termed i Bernhardt' s disease \ 

The chief symptom consists in parsesthesiae or pains in 
the territory of the lateral femoral nerve, viz., on the 
outer side of the leg, beginning just below the iliac 
crest and extending downwards to a point above the 
knee. In breadth it extends from the mid-line of the 
thigh anteriorly, outwards over the lateral aspect, and 
on to the posterior surface for a short distance. The 
parsesthesise comprise feelings of pins-and-needles, tin- 
gling, and numbness. The pains are described as burn- 
ing, twitching, or pricking. Sometimes pain does not 
appear until the patient has been standing or walking 
for a while. Pain and parsesthesiae may occur in com- 
bination or separately. On examination one usually 
finds some reduction in sensibility over the outer side of 
the thigh (Fig. 74). Painful pressure-points may be 
demonstrable, and L. Preti 2 found in his case a palpable 
cord-like infiltration of the nerve with nodules. 

The disease is commoner in men than in women. Sittig 
found the right side affected in 27 cases, the left side in 
14, while in 8 cases the affection was bilateral. 

Etiology. — From the literature it would seem that alcoholism, trauma, 
pregnancy, spondylitis, infections, rheumatism, phlebitis, myositis, and pes 
valgus may all be of etiological significance. Sittig, from his own experience, 
draws attention to the etiological significance of abdominal operations. In an 
article published in 1928, 3 he had described 12 eases of neuritis of the lateral 
femoral nerve, among them 5 after appendieeetomy. Since then he has 



Fig. 74. — Showing area 
of reduced sensibility in 
neuritis of the lateral 
femoral nerve. (By kind 
perm iss ion of ' M ed ical 
Fress and Circular'.) 



Neuritis of Femoral Nerve 


826 


MEDICAL ANNUAL 


seen 8 others ; In all these 8 eases the affection was on the right side. The 
patients said that they had noticed immediately after operation, or on 
the second day, a dead feeling in the outer side of the right thigh. Besides 
the 8 cases of neuritis after appendieectomy, Sittig had observed the neuritis 
after operations in 7 other cases (fibroids, 1 ; extirpation of kidney, 2 ; 
'herniotomy, 1 ; abdominal tumour, 1 ; tubal pregnancy, 1 ; cholecystectomy, 
1). A previous rheumatic disposition appears to be important in the etiology. 

Treatment. — As a rule no treatment is called for. Sittig recommends 
Inunctions, Analgesics, Electrotherapy, Dia-thermy, and Pyretotherapy* 
One ease responded well to Novocain infiltrations. Other authors have recom- 
mended perineural infiltration with an isotonic solution of Antipyria with 
Isoalkalin. In some severe or obstinate cases, resection of the nerve has been 
recommended. 

References, — 1 Med. Press and Circ. 1933, July 26, xiii ; ~Iii forma med. 1912, iv, 

S3; KWed. Aim. 3928, No. 6. 

NEWBORN, DISEASES OF. 

Beckwith Whitehouse, M.S., F.B.C.S . , F.C.O.G. 

Asphyxia Neonatorum. — In a report on 66 cases of asphyxia neonatorum 
investigated in relation to its causes, and treatment by prolonged artificial 
respiration. I). P. Murphy and J. V. Sessums 1 observe that maternal narcosis , 
forceps operation , and breech delivery were responsible for 42, or 63*6 per cent, of 
the respiratory difficulty : 30 of the infants recovered, and of the 36 which 
did not survive, cerebral injury was subsequently proved in the case of 19. 
There were only 9 spontaneous vertex deliveries in the entire series, 86*5 per 
cent of the total requiring some form of operative interference. It is important 
to note that the mortality of the infants delivered by the breech was twice 
that of those delivered by forceps. Another interesting part of the report 
■deals with the importance of maternal narcosis as a factor in the causation 
of asphyxia in the newborn. Although it did not account for any actual 
mortality, the authors regard narcosis as the most common single cause of 
respiratory difficulty. No other cause could be determined other than the 
use of morphine sulphate (gr. J- to J to f), scopolamine (gr. ^ to sodium 
amytat (gr. -J), or magnesium sulphate (50 per cent 2 c.c.) in the case of' 16 
infants asphyxiated at birth. Murphy and Sessums, in view of these findings, 
advise that the use of narcotics, such as those mentioned, be reserved for the 
earlier part of labour and not given later , especially if operative delivery is to be 
employed. Otherwise, the influence of the narcotic upon the baby may be just 
sufficient to throw the balance on the wrong side, even though every effort is 
made to save the child’s life. 

Prolonged artificial respiration by means of the 1 Drinker ’ Respirator 
apparatus advocated by D. P. Murphy 2 is considered to be distinctly beneficial 
and in all probability life-saving. The respirator has no injurious effect upon the 
infant and Is gentle in its action. The apparatus is shown in Plate XXXV 111 . 
The infant is placed in an air-tight container with its head protruding from* 
the end of the apparatus through a well-fitting rubber collar. The head is 
thus exposed to the room-air. By means' of an electrically driven air-pump and 
valves, changes of negative air-pressure are induced, and these are made to 
alternate rhythmically with the atmospheric pressure. When negative pressure 
is applied, air at atmospheric pressure enters the lungs, and the chest expands. 
When the former returns to normal, the elastic recoil of the chest produces 
expiration. 

The results of treatment in the case of the 66 infants are reported as follows : 
15 children failed to breathe at any time, though the hearts of three were 
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known to be beating' after birth ; 5 breathed before but not after treatment 
had been commenced ; of the remaining 46, in whom breathing was established. 
39 finally developed an adequate degree of respiratory activity, but of these 
9 subsequently died in hospital, leaving a net survival rate of about 45 per cent. 

Hemorrhages in the Newborn. — Statistical investigation shows that for 
every 1006 babies bom alive, about 30 die during the first ten days of their 
existence. The chief cause of these neonatal deaths is intracranial haemorrhage. 
Thus B. Fischer 3 found haemorrhage visible to the naked eye in 65 per cent of 
566 brains which he examined. Similar figures are published by J. N. Cruiek- 
sliank 4 and F. C. Irving, 5 but it must not be thought that bleeding in the new- 
born is confined to the cranial cavity. Extravasations of blood of varying 
size w T ere found by A. Capper 6 in relation with the lungs, gastro-intestinai 
tract, spleen, liver, and skin in over one-half of 150 neonatal deaths which he 
investigated by autopsy. The prevention of such bleeding lias recently been 
studied by R. J. Heffernan. 7 Neonatal haemorrhages* this author states, are 
broadly divisible into two groups, traumatic* and spontaneous. The former 
can only be prevented by better obstetrics, and the application of the dictum 
4 Aon vi, sed arte ’ (De Lee 8 ). Delivery through an incompletely dilated cervix, 
difficult high forceps operations, faulty application of forceps, improper trac- 
tion and pressure in breech extraction, the injudicious use of pituitary extract, 
not uncommonly cause tears of the falx cerebri or tentorium cerebelli with 
rupture of blood-vessels and haemorrhage. Heffernan 7 thinks that the incidence 
of intracranial ‘ bleeding of some degree, not necessarily fatal, in all newborn 
babies may be conservatively estimated at 26 per cent. This high figure is 
reached by the inclusion of the comparatively large number of children who 
develop haemorrhages, intracranial and otherwise, following an easy forceps 
operation or a normal spontaneous delivery. 

New light has been thrown upon this interesting group by the w T ork of 
F. C. Rodda 0 on the coagulation of the blood of infants. Rodda found that 
the average coagulation time in normal infants is seven minutes and the aver- 
age bleeding time three and a half minutes. Prolongation of coagulation and 
bleeding times from the first day, and increasing from the second to a maximum 
on the fifth day, was observed in the majority of cases. Evidence of haemor- 
rhage usually occurred when a prolonged bleeding time accompanied a prolonged 
coagulation time. W. P. Lucas 10 has demonstrated that this defect is the result 
of a diminution in the prothrombin element during the first few days of life. 

Working on this basis, Heffernan 7 during the past four years has adopted the 
routine prophylactic Injection of Whole Blood, and claims it to be a harmless 
procedure and of definite value in reducing the incidence of all haemorrhages 
of the newborn : 20 c.e. of the mother’s blood taken from a basilic vein are 
injected into the loose tissues under the baby’s scapulae, 10 c.c. on each side. 
In 800 hospital and private patients, including 562 forceps operations (!) (385 
low, 151 mid, and 26 high) and 91 breech deliveries, the gross foetal and neonatal 
mortality was 2-5 per cent. Excluding 7 deaths due to prematurity in children 
born before the seventh month, the corrected neonatal mortality is 1 per cent. 

The author defends the large proportion of forceps deliveries in his series 
with the observation that “ a low forceps and episiotomy, in trained hands, 
lessen the strain of delivery to mother and baby ”, an opinion by no means 
universally shared ! 

References. — *Surg. Gynecol, and Obst. 1932, Oct., 432 ; 2 Jour. Amer . Med. Assoc. 
1939. xev, 335 ; Amer. Jour. Obst. and Gynecol. 1931, xxi, 528 ; 2 Schweiz, mod. Woch. 
1924, v, 905 ; 4 Laneet, 1923, i, 836 ; $New Eng. Jour. Med. 1930, Sept. II, 499 ; & Amer. 
Jour. Die. Child . 1928, Feb., 262, March, 443 ; Ubid. 1932, Aug. IS, 293 ; & Obst. and 
Gynecol. (Practical Medicine Series), 1924; 9 Amer. Jour. Die. Child. 1920, xix, 269 
*lbid t 1921, xxii, 525. 
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NOISE. F. If. Watkyn-Thomas , F.B.C.S. 

During the past lew years public attention has been increasingly drawn to 
the irritations of noise. More than ten years ago E. Escat 1 remarked that 
14 there is no organ in which public and professional hygiene takes less interest 
than the organ of hearing, and one would say that our engineers had pledged 
themselves to overwhelm the ears not of factory workers only but of all town- 
dwellers, by the most harmful and injurious acoustic stimuli ; for my own part I 
know of several eases of labyrinthine deafness brought on by the use of a tedious 
‘Klaxon". Here there is a real danger to the public of which the Academy 
of Medicine should feel it their duty to warn the competent authorities.'’ 

On the other hand, in a recent publication of the “Industrial Research 
Board ”, F. C. Bartlett and K. G. Pollock 2 remark that “the alleged physio- 
logical and psychological effects of noise have frequently been made a subject of 
drastic; comment in more or less popular ■writing They find that “ noise 
may under certain conditions exercise a disturbing effect on human efficiency, 
though probably to a less degree than is commonly supposed to be the case ”, 
and further qualify this remark — “ when all kinds of popular statements about' 
the baneful effects of noise are prevalent, it becomes very easy for any person 
who is ‘off colour’, or who fails to adapt himself to his social group, to make 
noise the butt of his grievances If such an opinion could be accepted it 
would abolish our problem. Unfortunately Dan McKenzie 3 * 4 so thoroughly 
demonstrated the inadequacy of their experimental methods and the fallacy 
of their conclusions that the work cannot be regarded as of much help. 

For many years it has been known that subjecting the ear to continuous 
stimulation by certain notes causes degeneration of well-defined areas of the 
organ of Corti. The best-known experiments are those of Wittmaaek, Yoshih 
and Siebenmann (principally on guinea-pigs and rabbits), and the position of 
the degenerations (roughly speaking the higher the note the nearer the area 
of degeneration is to the base of the cochlea) was so constant that it has been 
brought forward in favour of the ‘resonance’ theory of hearing. Beck and 
Holtzmann found that animals subjected to noise experiments lost appetite 
and weight, but quickly recovered when the noises ceased. 

Turning to human patients, Habermann examined post mortem the cochlea s 
of several patients who had suffered from ‘occupation deafness’ during life, 
and found not only a- degeneration of the sensory cells of Cortes organ, but 
also an ascending degeneration of the auditory nerve. The classic work of 
Ritchie Rodger in this country (published in 1915 and 1023) is on boiler- 
makers' deafness. Rodger found that loss ' of hearing to the tuning-forks 
corresponds roughly with the tones of the general causal sound. It is only 
.after men have been many years at the work that the high and low limits are 
affected. Since then much work has been done. Weavers' deafness has been 
investigated by Solger, who found a steadily increasing loss of bone conduction, 
and in this country by McKelvie 5 , who found that of 1011 weavers examined, 
24*8 per cent had some form of deafness and 6*7 per cent had nerve deafness. 
This group of nerve deafness eases is the important one from our point of 
view. No cases were found in subjects employed for less than ten years, and 
the rise began after twenty years. E. Katzehmann® deals with miners' deafness. 
When the work -was done with crowbars and hammers there was a recognized 
‘miners’ deafness but this was rare, and ■was found principally among men 
working above ground with the ‘separator’, which made a terrific clatter. 
Since the introduction of motor machinery there had been an increasing deafness 
among the underground workers. The deafness is a nerve deafness, with loss 
of high tones, diminished hearing for tuning-forks, and loss of bone conduc- 
tion. There is also severe tinnitus, but no vertigo. Katzehmann believes 



MEDICAL ANNUAL 


329 


Obesity 


that this deafness is due more to the cumulative effect of the constant vibration 
of the compressed-air drills than to the noise, although noise plays a part. This 
suggestion is very important. We have always believed that only the middle 
and" upper tones could produce an * occupation deafness’, and v. Eiekem’s 
experiments prove that low tones cannot cause deafness by air conduction. 
If Ivatzchmann’s view is right, low tones, with their deep and ample vibrations, 
should be able to cause deafness by bone conduction. 

K. Wittmaackb 8 believes that he has produced degeneration of Corti's 
organ by low notes conveyed by bone conduction. Guinea-pigs were kept on 
metal sheets which were struck at constant intervals with a hammer. The note 
produced was about fifty-seven double vibrations per second. These results are 
not yet fully proved, but they certainly support the opinion of Katzchmann. 

The possibility of vibration causing deafness by bone conduction adds 
enormously to the difficulties of preventing noise deafness. It is possible to 
cut off the middle tone noises by carefully packing the external meatus with 
wax. Unfortunately this will not protect the cochlea against the highest 
notes or noises of great intensity, and no kind of ear protection is of any 
practical use against sounds carried by bone conduction. It has been shown 
by N. Losanov* that any nasal obstruction or accessory sinus disease increases 
the liability to noise deafness, and here the sufferers can be helped to some 
extent, but it seems clear that the only real remedy for an increasing danger 
must be by legislation. The most damaging street noises, for example, are 
those of high pitch such as some kinds of motor horn, or clattering machinery 
producing overtones, or those of great intensity such as street drills or * back- 
firing ’ cars. For office workers and town-dwellers generally some most useful 
work has already been done by Bagenal and Barnett 10 in a paper on the reduc- 
tion of noise in buildings. It is to be hoped that such work will be continued 
in the interests of the community as a whole. 

Note. — In discussions on noise the term decibel units is frequently used. 
One decibel is taken as the least intensity of sound at which any given note 
can be heard, and a scale is constructed of so many decibels to describe the 
intensity above this threshold value for any sound of the same pitch. It is 
a convenient method but very rough and ready, and must not be taken as 
scientifically accurate. Strictly speaking the decibel scale is a useful way 
of comparing different intensities, and nothing else. 

References. — l Monographies oto -rhino -laryngologiques Internationales, 1922, No. 6 : 
-Two Studies on the Psychological Effects of Noise ; 3 Jour, of Laryngol. 1933, xlviii, 110; 
i lbid. 452 ; 5 Ibid. 603 ; 6 Zeits. f. Laryngol. 1931 , xx, 353 ; 7 Arch. f. Ohren Nmen 
u. Kehlkopfh . 193 1, exxx, 143; H Ibid. 1932 , cxxxiii, 181 ; 9 Acta Oto -laryngol. 1931, xiv 
34 ; 10 Dept. of Scientific and Industrial Research, Building Research, 1933, Bulletin 14. 

OBESITY. ’ W. Langdon Brown , M.D.. F.R.C.P . 

Llewellys Barker 1 classifies the causes of obesity thus : — 

I. Obesities of Endocrine Origin : — 

1. Dystrophia adiposogenital is — the well-known Frohlich's syndrome. 

2. Hypothyroid obesity. 

3. Hyperinsular obesity. 

4. Hypogonadal obesity. 

5. Hyper-interrenal obesity. 

6. Adiposis dolorosa (Dercum's disease). 

IX. Obesities of Neural Origin : — 

1. Hypothalamic lesions. 

2. Lipodystrophia, in which fat is confined to the upper half of the 

body and markedly absent from the lower half. 

3. Unilateral obesity. 
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It is clear that some of these may overlap. Thus in the obesity of hypo- 
pituitarism it is probable that the hypothalamus is also sometimes involved, 
while in Dereum's disease the pituitary appears to be the endocrine gland 
primarily at fault, and the emotional and organic nervous signs which often 
accompany it suggest involvement of the cerebral structures lying over it. 
Anything which disturbs the relationship between the post-pituitary and the 
hypothalamus may lead to marked obesity. 

It is going too far to maintain, as some do, that all cases of obesity can be 
cured by diet alone, since the word ‘cure’ implies that the *patient is left in 
normal health, whereas starvation of a patient with some forms of endocrine 
obesity leaves him weak but still possessing much watery fat. In these 
circumstances, J. M. Jones's statement that “every form of obesity represents, 
in the last analysis, an increase of caloric intake over caloric output ” assumes 
an academic rather than a practical importance. 

Diet. — To revert to Barkers paper, he advocates the following principles 
in the dietetic regime of obesity : it should ensure a negative energy balance, 
but include enough protein (especially animal protein) to avoid nitrogenous 
loss and to contain all necessary varieties of amino-acids ; there should be 
enough bulk in the diet to aid in satiety and to avoid constipation ; there 
should be an ample supply of vitamins, and' the water and salt intake must be 
regulated (a point which is often overlooked), and the personal preferences with 
regard to diet should be considered as far as possible. Naturally the patient's 
full co-operation is essential. 

The following diet has been found successful by Ethel Browning 2 for obesity 
in women. It contains only 900 calories, and therefore definitely involves 
under-nutrition. 

Breakfast : Tea or coffee with milk, but no sugar ; starch-reduced bread 
(one roll = seventy calories) ; one pat of butter ; grape fruit, orange, or apple. 

11 a mi. : Cup of marmite, or clear soup, or beef essence. 

Lunch : One egg, or piece of cheese, or steamed fish ; one roll with one pat 
of butter, and green salad with tomato and dressing of olive oil and vinegar, 
or green vegetables ; any raw* fruit, or stew r ed fruit without much sugar. 

Tea : Tea with milk, but no sugar ; dry toast or biscuits, one pat of 
buffer. 

Dinner : Clear soup ; lamb cutlet or lean steak or veal (3 oz.), grilled, or 
white fish steamed or grilled, or chicken ; green vegetables (two if liked) ; no 
potatoes ; fresh fruit salad, baked apple, etc. ; small piece of cheese, one roll 

or dry biscuits. 

At bedtime : Glass of hot water with juice of one lemon. 

References .—'Calif, and Western Med. 1932, Aug., 73 ; -Med. Press and Giro. 1932, 
Nov, 23, 427. 

OCCUPATIONAL DISEASES. (See Dermatitis Venenata ; Toxic- 
ology. ) 

» 

OMENTAL TORSION, A. Handle Short , M.D . , F.R.C.S. 

Some interest has been aroused in this condition, which was discussed in 
the Medical Annual for 1932 (p. 330). The reviewer has since had 2 cases 
in his own practice. R. IT. Wallace and R. H. Miller 1 relate 8 examples, 
which showed pain, tenderness, and usually a palpable lump. All did well. 
C. E. Farr and R. F. Raehmann 2 add 7 more. 

References. l Xew Eng. Jour. Med. 1933, April, 831 ; *Ann. ofSurg. 1933, May, 76G. 
OPHTHALMIA NEONATORUM, ( See Conjunctiva, Diseases of.) 
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OPTIC NERVE, DISEASES OP . Sir Stewart Duke-Elder, M.D., P.R.C.S, 

Retrobulbar Neuritis . — An interesting paper by W. L. Benedict 1 on 
retrobulbar neuritis is of importance in showing the small part played by sinus 
disease in the causation of this condition, and the great importance of dis- 
seminated sclerosis. Benedict points out that the term ‘retrobulbar neuritis'’ 
may lead to confusion in trying to visualize the lesion. It implies that its 
situation is between the globe and the ehiasma, when, as a matter of fact, the 
lesion often lies in the ehiasma, or posterior to it in the optic tracts or radia- 
tions. This faefc^ does not prevent operations upon the nasal sinuses being 
carried out. Changes in the visual fields are not often found even in rather 
extensive diseases of the sinuses ; nevertheless, in cases of retrobulbar neuritis, 
rhinologists are often urged to operate upon ethmoid and sphenoid sinuses in 
which they can find no disease. Any connection between sinus disease and 
retrobulbar neuritis becomes much less credible when one considers the vast 
numbers of cases of severe suppurative sinus disease without visual symptoms. 
The transmission of inflammation from the sinuses to the optic nerve, either 
by direct extension, through the blood- or lymph-stream, or by toxins emanating 
from thickened mucous membranes, has received no convincing experimental 
corroboration. 

Etiology. — The etiology of 225 cases of retrobulbar neuritis at the Mayo 
Clinic was determined as follows : — 


Multiple sclerosis . . . . . . 155 

Pernicious anaemia . . . . . . 14 

Diabetes . . . . . . . . 14 

Alcohol and tobacco . . . . 28 

Syphilis . . . . . . . . 2 

Congenital amblyopia . . , . 4 

Familial causes . . . . . . 1 

Sinus disease . . . . . . 1 

Post-partum haemorrhage . . . . 1 

Plumbism . . . . . . . . 2 

Indeterminate causes . . , . 3 


225 

Of more than 500 definitely proved cases of multiple sclerosis observed at 
the clinic, disturbance of vision was given as the first symptom in about 15 per 
cent. In an additional 35 per cent to 40 per cent, disturbance of vision was an 
early development. In all cases retrobulbar neuritis was the symptom most 
commonly observed. In more than 60 per cent of these cases, intranasal sinus 
operations had been performed elsewhere because of visual disturbance. 

Treatment. — -The most successful form of treatment has been found to be 
Protein shock by intravenous injection of triple Typhoid Vaccine in increasing 
doses of from 25 up to 450 million bacteria, the injections being given three or 
four times weekly until vision has returned. If vision does not return within 
two weeks, the protein treatment is discontinued.' At the clinic Iodides are 
prescribed to be taken for thirty days after vaccines have been stopped. In 
comparing the treatment by means of foreign protein with the effect of opera- 
tion on the sinuses, it is evident that the improvement obtained is due to the 
same factor. It has been shown that the injection of typhoid vaccine 
materially increases the peripheral circulation, and it is probable that the 
resultant improvement in the circulation of the nerve restores its function. 
The same effect can be produced .by any agent which will Induce the same 
circulatory effect. Administration of Nitrates, Pilocarpine, and other drugs 
with a like action, has similar effects upon vision. 

Operation upon sinuses has two effects which have not been fully taken 
into account by those who advocate them for retrobulbar neuritis. Packing 



Optic Nerve , Diseases of 


382 


MEDICAL ANNUAL 


the nose with Cocaine and Epinephrine for anaesthetic purposes produces, 
first, ischaemia, and then congestion of the membranes. Following the opera- 
tion, the congestion of the mucous membrane continues until healing is com- 
plete. If the operation has been sufficiently extensive, there is commonly a 
rise of temperature from absorption of blood, which, in effect, is autovacci na- 
tion. These two factors are similar to the effects produced by the injection 
of foreign proteins, and the results are parallel. Operations upon the sinuses 
are followed by quick (visual) improvement, but often relapses occur shortly 
after operation because hypersemia has not continued long enough. By 
packing the nose once or twice daily with epinephrine and cocaine, and 
allowing the packs to remain in place for three hours, hypersemia can be 
induced for a longer time and is reported to be as effective as are operations 
upon the sinuses in. retrobulbar neuritis. A very similar conclusion — that a 
nasal cause of this disease is unusual, and nasal operation as a method of cure 
unjustifiable — is reached by von Hippel 2 in a similarly exhaustive paper. 

Tuberculosis of Optic Nerve -Causing Meningitis. — G. von Szabo 3 reports 
an interesting case of primary tuberculous infection of the optic nerve giving 
rise to tuberculous basilar meningitis. A girl aged 6 years had noticed failing 
vision in the left eye, without pain or inflammation, for four weeks prior to 
her admission to the hospital. A diagnosis of basilar meningitis of a. tuber- 
culous nature was made, and oedema of the left disc with retinal haemorrhages 
and yellowish-grey discolorations of the retina were observed. The patient 
died eight days later, presenting meningeal symptoms. Histological examina- 
tion of the globe showed the retina to be thickened by oedema to twice its 
size, the disc was prominent, oedematoiis, larger haemorrhages were seen in the 
deeper fibres, and migrating cells were present in the intra vaginal spaces. 
Four millimetres behind the lamina cribrosa the central vessels w’ere surrounded 
for a distance of 7 mm. by tuberculous granulations, containing epithelioid, 
round, and giant cells. Here the nerve-fibres were completely destroyed. The 
focus in the optic nerve was the primary lesion, as the meningeal symptoms 
developed over three weeks after the beginning of the failure of vision. Similar 
cases of an ascending meningitis, arising from the eye, are quoted. 

References. — l Proc. Meetings Mayo Clinic, 1933, March, 8; -Arch. /. Ophthalmol 
1932, cxxviii, 23; z Klin . Mortals* f. Aitgenheilk., 1931, Ixxxvii, 805. 

ORCHITIS, (See Testis, etc., Surgery of.) 

ORIENTAL SORE. Sir Leonard Rogers, M.D. , F.R.CJP., FM.S. 

In a paper on tropical ulcer as a deficiency disease L. J. A. Loewenthal 1 
refers to an observation of McCulloch to the effect that the blood-calcium is 
low in these cases and that the affection occurs almost exclusively in the 
poorest classes living on a deficient diet, -while in Uganda the disease is never 
met with in chiefs and their families, and rarely among the Baganda people, 
who are well-to-do and include meat and milk in their diet. The Uganda soil 
is known to be deficient in calcium, and the. lesions are those of tissue necrosis 
rather than of inflammation. These facts led the writer to treat eases of 
tropical ulcer with intravenous injections of 15 gr. of Calcium Chloride in 
10 c.c. of distilled water daily in adults and 5- to 7-gr. doses in children. 
The first result was the disappearance of all offensive odour in three to four 
days ; separation of the sloughs with the appearance of healthy granulations 
occurred within a week, and cleaning up of the ulcer within ten days without 
exception, followed nearly always by rapid healing from, the edge provided 
the patients remained at rest in bed. In 69 eases 52 per cent were cured 
or almost cured and 32 per cent more improved up to the time they 



MEDICAL ANNUAL 


Osteomyelitis in Children 


333 

remained in hospital. Further trials of this promising plan will be awaited 
with interest. 

C. Jamas 2 reports successful treatment of this affection by Excision of the 
ulcers followed by immediate Skin-grafting, which gave the best results, with 
complete success in 41 out of 45 cases, and excision with delayed grafting, with 
success in 4 out of 5 cases. The average time for complete healing was thirteen 
days by the first and seventeen days by the second method, -while in the ease 
of a small ulcer twenty-one days was required under medical treatment with 
hot permanganate of potash soaks followed by glycerin and hydrogen peroxide 
lotion and finally eusol. J. Zwolakowki 3 also deals with the treatment of 
tropical phagedenic ulcer by a number of applications, and he prefers 
cleaning the ulcers with oxygenated water on tampons and then covering 
the surface of the ulcer with a layer of Bismuth Subnitrate to a thickness 
of 1 to 3 mm. 

'References. — 1 Lancet , 1932, ii, 889 ; -Ibid. 1095 ; 3 Presse med . 1933, March 22, 460. 

OSTEITIS DEFORMANS . E. W. Hey Groves , M.S., F.R.C.S. 

In marked contrast to the closely allied condition osteitis fibrosa, osteitis 
deformans has so far refused to yield up the secret of its nature. In fact it 
may now be said that the normal calcium content of the blood and urine in 
Paget’s disease may be taken as the most definite distinction between it and 
osteitis fibrosa. No endocrine gland can be held to be responsible for its 
cause, though attempts have been made to implicate the pineal body. 

T. J. O’Reilly and J. Race 1 have made a careful examination and report of 
31 consecutive eases of osteitis deformans which have come under their care 
at Buxton. From this report certain facts of importance, especially in regard 
to diagnosis from other conditions, emerge. In 40 per cent both signs and 
symptoms were present which made the diagnosis obvious. In 33 per cent 
there were no signs of deformities, but only the vague symptoms of ‘rheumatic 
pain'. In 27 per cent there were neither signs nor symptoms, and the dis- 
covery of the condition only resulted from routine X-ray examination. The 
incidence of the disease in various bones in this group of cases is remarkable. 
The pelvis and lumbar spine were affected with much greater frequency than 
any other bones (*2C> and 24 respectively out of 31 eases). The importance of 
this lies in the fact that this disease may be the cause of the rheumatic pain 
for which the patient seeks relief. Unfortunately no treatment has yet been 
found which has any effect in modifying the course or relieving the pain of 
the disease. Probably Ultra-violet Light or deep X Rays will always be 
worthy of trial, but they give no certainty of relief. 

Reference . — x Quart. Jour. Med. 1932, Oct., 471. 

OSTEO -ARTHRITIS, (See Rheumatic Disorders, Chronic.) 

OSTEOMYELITIS, (See also Bones and Joints — Treatment of Infec- 
tive Conditions ; Nasal Sinuses, Diseases of.) 

OSTEOMYELITIS IN CHILDREN. John Fraser , Ch.M., FM.C.S.Ed. 

G. Pasehlau 1 believes that the osteomyelitis of early childhood, and particu- 
larly that occurring in the first year of life, has characteristics which distinguish 
it from a similar condition in later years. On a pathological basis the early 
or infantile type has the peculiarity that the lesion is localized on both sides 
of the epiphysial line — that it is, in other words, an epiphysial as well as a 
metaphysial lesion. This statement is open to criticism, because in the first 
year of life many of the epiphyses are either cartilaginous or possess a small 
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vissifie central nucleus, conditions which arc nor generally iceognized as favour- 
able to the development of infections, in so far as the clinical aspects arc 
concerned, the author considers that the osteomyelitis of early childhood is 
generally less severe and of shorter duration than are the forms which develop 
later. With regard to treatment, it is stated that in small children with 
uncomplicated osteomyelitis of the tubular bones incision of the subperiosteal 
abscesses and of the soft parts is generally sufficient. W hen the joints become 
infected, punctures and small incisions without insertion of drains give the 
best results. Careful nursing and nutrition are of the utmost importance, 
and if anaemia develops,, the injection of human blood may prove helpful. 

Cecil Wakeley 2 states that acute osteomyelitis is a disappearing disease, and 
he bases this conclusion upon the evidence afforded by the statistics of hospital 
records in the decades 1900-10 and 1920-30. He explains the lessened incid- 
ence by improvement; in the general health conditions and in the housing and 
sanitary arrangements of the people, and he does not consider that injury 
plays any real part in the development of the disease. In discussing treat- 
ment, lie recommends immediate operation in every case. If the infection 
is a spreading one, he advises opening up the diaphvsis to the extent of one- 
third of the circumference ; he does not approve of the operation of multiple 
puncture associated with Starrs name. No mention is made of scrum 
treatment, 

Refeeexc.es. — ^Manats. J. Kinderheilk. 1933, Jan. 13, 230; -Med. Press and Circ. 
1932, Aug. 3, 87, 

OSTEOPOROSIS, TRAUMATIC, E. W. Hey Groves , M.S., F.R.C.S. 

The phenomenon of decalcification of the bones associated with disease, 
infection, injury, and disuse has become very familiar to us by the revelation 
of the X rays : but its exact significance is still very difficult to interpret. It 
almost certainly implies that hyperemia of the bones has been present for 
some time, but it probably is the outcome of more than one factor. Bio- 
chemical. vascular, and nervous changes all -play their part. From a practical 
point of view, however, it is of the utmost importance to be able to recognize 
what morbid condition is indicated by any given ease of osteoporosis, and 
' further what, are the treatment and prognosis. The most remarkable work 
in this connection lias been carried out during the past, years by Leriche and 
his school, and, although we may not be convinced of the soundness of his 
theories, we are bound to admit the great significance of the facts he adduces 
in their support. R. Fontaine and L. G. Herrmann 1 have recently given .a full 
account of the cases of post-traumatic painful osteoporosis which have occurred 
in Le riche's clinic. They hold that the osteoporosis is the result of hype Hernia 
which is caused by the reflexes set up by the trauma. It occurs most fre- 
quently in the small bones in the neighbourhood of the wrist and ankle. The 
condition is characterized by four features: ( 1 ) Great muscular weakness; 
( 2 ) X-ray changes which first show a mottled and later a structureless appear- 
ance of the bones, indicating a disappearance of the trabecula? ; ( 3 ) Vasomotor 
changes, oedema, cyanosis, glossy skin, etc. (4) Great pain. 

A most striking difference between this traumatic osteoporosis and other 
conditions, 'e.g., tubercle or osteo-arthritis, which produce similar bone atrophy, 
is that the former Is in no degree improved by rest. In its most typical form 
if comes on after an injury of the wrist or ankle, which may be merely a wrench 
of the soft parts, an ordinary sprain, or a frank fracture. It in no "way 
improves by immobilization and it ■ is made worse by forcible movement. 
Guarded 'voluntary movement should always be encouraged. Left , alone, it 
tends to improve very slowly, and may remain as a cause of complete 
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disablement ‘for many years. After some time if leads to a fusion of the small 
hones of the hand or foot. 

Certainly the X-ray evidence is so striking that it is no wonder that such 
cases are usually diagnosed in the first place as tuberculosis. The failure to 
respond to rest should always raise a doubt, and point to the true significance. 

According to the Leriche school. Sympathectomy is the only treatment 
which avails anything. They quote no fewer than 22 eases in proof of their 
contention. Where possible a cervical or lumbar sympathectomy ought to 
be done. But a perivascular sympathectomy of the brachial or femoral region 
is always worth while both as an indication of the correct line of treatment 
and as a means of relieving pain for a time. (Plate XX XIX.) 

Reference. — l Ann. of Surg. 1933, Jan., 26. 

OVARIAN HORMONES. (See Sex Hormones.) 

PANCREAS, SURGICAL AFFECTIONS OF. 

A. Ren die Short , M:D., F.R.C.S . 

Rupture of the Pancreas. — C. S. Venable, 1 of Texas, describes five cases 
and gives an excellent review of the condition. The special danger after an 
injury of the pancreas is the liberation of an active juice containing trypsin and 
steapsin, which may erode the abdominal tissues. At the time of the accident 
the symptoms are collapse and pain, which may be of extreme severity, with 
pallor, blueness about the lips, cold sweat, and quick pulse. The upper 
abdomen is rigid and there is usually vomiting. By and by, . unless there is 
internal haemorrhage, the pain and collapse improve and the abdomen softens, 
until another train of symptoms appears. There is persistent pain, maybe 
intermittent, maybe constant, in the epigastrium and back ; this may suddenly 
stop when the peritoneal covering of the pancreas bursts and liberates the fluid 
into the lesser sac. The patient, if ambulatory, walks with a stoop, with his 
hand over the upper abdomen. There may be incessant nausea or vomiting 
from pressure on the pylorus and stomach. A tumour mass develops in the 
upper abdomen just to the left of the middle line, over which the stomach is 
flattened out. Tins is due to a pseudo-cyst ; it may take days, weeks, months, 
or even years to appear. In cases of complete rupture there is no period of 
well-being and the tumour comes up in a few days. In cases of incomplete 
rupture there are three stages : initial pain and collapse ; well-being ; tumour 
formation with vomiting and pain. In other cases, however, the picture is 
complicated by a severe intra-abdominal haemorrhage. 

Treatment. — The treatment should be operation during the period of well- 
being, to avert the present high mortality. The tumour mass is approached 
through the mesocolon, the abdominal cavity packed off, the fluid aspirated, 
the rent in the pancreas sutured with linen thread (catgut dissolves too soon), 
and a drainage tube inserted through the gastrocolic omentum. An Anti- 
diabetic Diet should be given ; 44 by a rigid antidiabetie diet the secretion 
may be made almost trypsinogen- and steapsin-free, while with the addition 
of proteins and fats they will reappear [The author apparently means 
a purely carbohydrate diet. — A. R. S.] The best protective for the skin 
against pancreatic digestion is Xeroform. Of the 5 eases related, 4 recovered 
after operation. 

Acute Pancreatitis. — C. A. Wells, 2 of Liverpool, found tenderness in the 
left costovertebral angle present in 4 eases out of 5 ; it is not a text-book sign, 
but appears to be useful. 

J. Jacoboviei, 3 of Cluj in Roumania, describes 14 cases treated by immediate 
operation, with 6 deaths. He considers drainage of the gall-bladder essential. 
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Readers of recent numbers of the Medical Ann cal will recollect that some 
Danish and German surgeons believe better results can be obtained by medical 
means in acute pancreatitis than by surgery. J. Hermann, 4 of Limburg, 
contributes an article entitled, 44 Ought one still to-day to operate for acute 
inflammation of the pancreas ? ” He answers in the negative, if the diagnosis 
is proved, as by a diastase-estimation in the urine. Better results can be 
obtained by injecting intramuscularly 10 -to 15 e.e. of the patient’s own freshly 
Defibrinated Blood twice a day,' and once a day 30 c.c. of 20 per cent 
Dextrose. G. De Takats and W. D. Mackenzie, 5 of Chicago, reporting on 30 
eases, with an operation mortality of 36 per cent, believe that an increase of 
diastase in the blood, which it is quite easy to estimate, is a very valuable clue 
to the diagnosis. In their cases the best results "were obtained by early 
operation, under twenty-four hours, or very late, over three weeks. They warn 
against doing anything during the initial shock period. If the diagnosis is 
certain, it is permissible to wait until abscesses need opening, or slough has to 
be removed. * A main object of operating is to drain the infected gall-bladder. 
H. J. Starling, 6 of Norwich, points out how' frequently a patient with acute 
pancreatitis, which may end fatally, gives a history of previous attacks of 
abdominal pain and more or less collapse, often with cyanosis. 

Pancreatic Calculi* — F. I). Ackman and A. Ross, 7 of Montreal, come to 
the following conclusions : — 

1. Pancreatic lithiasis is a comparatively rare condition, there having been 
only slightly over 100 eases reported. 

2. Whereas most of the earlier eases reported were from autopsy findings, 
the majority in the last fifty years have been successfully operated on. 

3. Epigastric pain of both dull and colic-like nature is the commonest 
symptom, but unfortunately there is no consistency in radiation. 

4. Steatorrhcea and diarrhoea attract particular attention in the sympto- 
matology. These symptoms, together with the occasional finding of calculi in 
the faeces, make the examination of the stools of great importance. 

5. Glycosuria of true diabetic character is a frequent finding late in the 
condition. It appears to be coincident with extensive destruction of the islets 
of Langerhans bv the fibrotie pancreatitis which occurs with this condition. 

11. Jaundice occurs often enough to lead frequently to the incorrect diagnosis 
of cholelithiasis. 

7. Correct clinical diagnosis i.s difficult, and though the Roentgen ray is of 
great value it may, as in the authors’ case, not be conclusive, while even at 
operation stones may be missed, particularly if single. A peculiar crepitus 
when multiple stones are present has been described. 

8. Surgical treatment has yielded very gratifying results from every stand- 
point. The mortality rate is less than 6*5 per cent. When properly treated 
the presence of diabetes mellitus does not constitute a contra-indication to 
operation. 

9. Characteristic pathological changes occur in the parenchyma of the gland, 
beginning as a chronic interlobular pancreatitis and gradually involving the 
whole gland in a fibrotie process, with resultant atrophy and loss of parenchyma. 
The islets of Langerhans are last to be involved. 

■ 10. The calculi are composed for the most part of calcium carbonate and 
calcium phosphate. These findings are suggestive of an inflammatory etiology. 

■ II. Associated pulmonary tuberculosis has been noted in a number of eases. 
The incidence of this is, however, probably not more than might be expected 
in diabetes mellitus generally. 

12. A typical ease is reported with a history of twenty-five years, and 
with the autopsy findings. Glycosuria was present during the last five years 
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of the condition and active pulmonary tuberculosis only during the last- 
six months. 

Hyperinsulinism and Hypoglycaemia. — Three American papers deal with 
this subject, by E. Starr Judd, F. N. Allan, and E. H. Rvnearson,® of the Mayo 
Clinic, E. Holman and O. C. Railsbaek, 9 of San Francisco, and Evarts Graham 
and N. A. Womack, 10 of St. Louis. - Quite a number of cases have now been 
recorded. The patient is usually middle-aged. He has a succession of attacks 
whenever he is hungry like those due to an overdose of insulin, promptly 
relieved by taking carbohydrate food. The symptoms may be sensations of 
weakness, unconsciousness, or convulsions, or lie may behave as though 
drunk. The diagnosis is proved by the low blood-sugar. At operation, or 
autopsy, a growth of the pancreas may be found, or overgrowth of the islet 
tissue. Eight cases have' been operated on at the Mayo Clinic ; three showed 
marked improvement after removal of innocent growths, or pancreatic tissue. 
Holman had a successful case, and Graham three others. On several occasions 
the surgeon has found two tumours in the pancreas. (See also Hypoglycemia.) 

References. — \Surg. Gynecol . and Obst. 1932, Nov., 652 ; 2 Clinical Jour. 1933, May, 
203 ; *Bull. et Mem,. Soc. not. de Cliir. 1933, April, 612 ; 4 Arch.f . klin. Chir. 1932, July, 
397; 5 Am i. of Burg. 1932, Sept., 418; ^Guy's Hasp. Rep . 1932, Oct., 269; 7 Surg. 
Gynecol, and Obst. 1932, July, 90; 6 Jour. Amer. Med. Assoc. 1933, July, 99; rj Surg. 
Gynecol, and Obst. 1933, March, 591 ; 10 Ibid. April, 728. 

PANEL PRACTICE, (See National Health Insurance Practice.) 
PARALYSIS, FACIAL. ' (See Facial Paralysis.) 

PARALYSIS OF RECURRENT LARYNGEAL NERVE. (See Recur- 
rent Laryngeal Nerve Paralysis.) 

PARATHYROID GLANDS, ■ DISORDERS OF. 

W. Langdon Brown , M.D.. F.B.C.P. 

Hyperparathyroidism. — It was only to be anticipated that once the 
connection between generalized osteitis fibrosa and parathyroid tumours was 
established, the disease would be found to be more common than had been 
previously realized. Invalid patients who have been sitting in chairs or lying 
in bed for years have been re-examined, and in a good many — one may suspect 
that sometimes in too many — cases the diagnosis of hyperparathyroidism has 
been made and parathyroidectomy has been performed. 

The success following the removal of parathyroid tumours has naturally 
encouraged surgeons to perform the operation for other bony conditions 
associated, with a raised blood calcium. H. Gaudier and G. Patoir 1 report 
relief in one case of osteo-arthritis with a blood calcium of 14 mgrm. per cent, 
but. in another case with a blood calcium of 13 mgrm. hardly any benefit 
resulted, though in both cases the blood calcium fell to normal. The para- 
thyroid tissue removed showed no significant change. 

Max Ballin'- reports instances, and reviews others, where the operation has 
been carried out not only for osteo-arthritis, but for Paget’s disease, juvenile 
bone changes resembling osteogenesis imperfecta, and for myasthenic condi- 
tions. Certainly the resemblances between Paget’s disease and osteitis fibrosa 
are more striking than the differences, but there is at the present time rather 
too much of a tendency to remove parathyroid tissue for many bony and 
muscular diseases of hitherto un known pathology. 

J . D. Camp, 3 from X-ray study of clinical hyperparathyroidism and the effect 
of injections of parathormone in animals, finds that a miliary granular osteo- 
porosis is the earliest bony change. He regards this as a valuable diagnostic 

22 
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measure, making possible the early detection of a parathyroid tumour, and 
the avoidance of operations on the glands in unsuitable cases such as osteo- 
malacia. P. Frugoni, 1 on the other hand, obtained entirely negative results in 
attempting to reproduce the syndrome of hyperparathyroidism by injections 
of Collip’s hormone into animals. 

H. Cohen and R. E. Kelly 5 report three cases of generalized osteitis fibrosa 
much improved by operation. It is interesting to note that an abnormally 
high serum calcium was not always found, though an increased excretion of 
calcium in the urine was always demonstrated. The phosphorus metabolism 
was invariably disturbed, but no constant relation between this and the calcium 
could be shown either before or after operation. Evidently the changes in 
the phosphorus are the more important. 

1'. Frugoni and R. Alessandri 6 report the first operation performed in Italy 
for this, while J. Hellstronv reports two eases treated by operation and one 
by X-ray therapy in Stockholm. He was favourably impressed by this latter 
treatment on the bony change, although the blood calcium remained as high 
as 14 in gnu. per cent. Hans Hanke 8 reports two fatal cases. 

Hypoparathyroidism. — For post-operative tetany P. Schultzer® recom- 
mends injections of parathormone in association with oral administration of 
calcium chloride and vitamin I). As soon as the blood calcium returns to 
normal the hormone injections are stopped and the level of the calcium is 
maintained by the other two remedies. He mentions that the injections of 
parathormone do not continue to have the same effect when used for a longer 
time than that stated, herein agreeing with the views expressed in the Medical 
Annual for 1033. R. Ellsworth, 10 while advocating 5 grm. of calcium chloride 
daily, rattier surprisingly noted the precipitation of acute tetany after viosterol. 

References. — l l Bull, et Mem. Soc . nat. de Chir. 1932, July 23, 1154 ; 2 Ann. of Surg. 

1932, Oct., 649 ; 9 Jour. Amer. Med . Assoc. 1932, Dec. 3, 1912 ; 4 Policlinico (Sez. Med.}, 

1933, March, 164; 5 Brit. Jour. Surg. 1933, Jan., 472; c Policlinico, 1932, Nov. 14, 
1767 ; 7 Acta. Chir. Scand. 1932, lxix, 237 ; *Arch. f. Min. Chir. 1932, Nov. 366 ; *Acta 
Med. Semid. 1932, Ease, i-ii, 15; u 'BuU. Johns Hopkins Hasp. 1933, Feb., 131. 

PARATYPHOID FEVERS. {See also Typhoid Fever.) 

J. D. Rolteston , MJ). S F.R.C.P. 

Symptoms and Complications. — According to A. Boczko 1 bacteriuria occurs 
in about 40 per cent of all cases of paratyphoid fever B. The organisms may 
be found in a healthy urinary system or in one that is already the seat of disease 
as the result either of congenital malformation or of a previous infection. 
Bacteriuria inav develop at any stage of paratyphoid B, but is most frequent 
when the temperature is beginning to fall or during convalescence. It is mainly 
due to the presence of renal abscesses of various size with secondary involve- 
ment of the urinary tract especially the pelvis. The abscesses are chiefly local- 
ized in the cortex, but they may also be found in the medulla. The bacteriuria 
may be transient when the abscesses are small and .few, continuous when they 
are large and more numerous, or intermittent when they burst at different 
times. The functional symptoms are very slight in spite of the secondary 
infection of the urinary tract, and the presence of nephro-pyelo-uretero-cystitis 
can only be discovered by cystoscopy and ureteral catheterization. Owing 
to various causes such as the number and virulence of the organisms, the 
condition of the urinary tract, or a superadded infection, the infective process 
becomes more intense and pyelocystitis develops. The acute stage lasts only 
one or two weeks, but convalescence is protracted. The prognosis as regards 
life is good, but should be reserved as regards the local condition. In obstinate 
cases the necessity of an operation such as nephrotomy must be considered. 

A. Lemierre and A. Bonnard 2 report a case of paratyphoid B complicated 
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by gas gangrene. The patient was a youth, aged 18, who on the sixth day 
of disease was given an intramuscular injection of 5 c.c. of camphor oil on the 
outer aspect of the thigh. A few hours later gas gangrene developed at the 
site of injection, and death ensued in less than two hours in spite of free incision. 
No autopsy was held, but the causal organism was found to be a bacillus of the 
perfringens group, the spores of which were probably in the syringe or needle 
used for the injection. 

A case of spontaneous pneumoperitoneum occurring in paratyphoid fever A 
is reported by P. Hander* in a man, aged 26$ who had a severe attack of para- 
typhoid A complicated by profuse intestinal haemorrhage. On the fifty-fourth 
day the abdomen became distended, the liver dullness disappeared, and there 
was slight muscular resistance on the right side of the abdomen. A few days 
later X rays showed the presence of pneumoperitoneum, which could only be 
due to intestinal perforation. There were no other symptoms of perforation, 
however, and the pneumoperitoneum disappeared spontaneously in about three 
weeks. This appears to be the only example of spontaneous pneumoperitoneum 
occurring in paratyphoid fever, but Fullsack in 1980 reported a fatal ease of 
typhoid fever in which spontaneous pneumoperitoneum, was diagnosed as in 
the present case by radioscopy. 

Diagnosis. — R. Olinesco and L. Busila, 4 who record two illustrative cases, 
state that in a malarial region where a laboratory is not available, it is very 
difficult to distinguish malaria from other infectious diseases presenting the 
two principal features of that disease, viz., fever and enlargement of the spleen. 
Their cases came from a district of Roumania where 50 per cent of the popula- 
tion are infected with malaria. The sole clinical symptoms were fever and 
splenomegaly, and it was only after repeatedly negative examinations of the 
blood that malaria was excluded and the possibility of another diagnosis was 
considered. The first case was that of a woman, aged 45, with enormous 
enlargement of the spleen, in whom the diagnosis of paratyphoid R was estab- 
lished by a positive blood culture and Widal reaction. The second patient 
was a boy, aged 10 years, in whom the diagnosis of paratyphoid R was also 
confirmed by a positive Widal reaction. Both cases made an uncomplicated 
recovery. 

A. G. Kuttner and H. D. Zepp 5 report seven eases of Salmonella suipestifer 
infection in children, aged from 7 months to 6 years, resembling paratyphoid 
fever. The source of infection was not discovered. The onset was usually 
abrupt with anorexia and fever. In the older children abdominal discomfort 
was noted. Vomiting occurred in 4, and epistaxis in 1. In none 'was diarrhoea 
a feature. All had low r white counts. The diagnosis in each case was made 
by isolation of B. suipestifer from the blood. All recovered after an illness 
of from two to four weeks. 

References. — l These de Paris , 1932, No. 288 ; et Mem. Soc, mid. Hop. dc 

Paris, 1932, June 13, 920 ; Hbid. 1028 ; 4 Spitalul , 1933, Jiii, 252 ; Johns Hopkins 

Hasp. 1932, li, 373. ' 

PARONYCHIA. (See Hand and Fingers, Infections of.) 

PATENT DUCTUS ARTERIOSUS. Reginald Miller , M.D.. F.R.C.P. 

The subject of patent ductus, arteriosus is apt to suffer neglect on the grounds 
that it is rare, that its recognition is difficult, and that as a whole it is too 
advanced a subject for the practitioner to need to study. Yet in fact it is 
by no means a great rarity, and its diagnosis, in the majority of instances, is 
a matter of extreme ease. The memorizing of a very few facts, or the careful 
study of a single case, will make the condition familiar ; nor is its recognition 
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unimportant, for by an erroneous diagnosis much unnecessary invalidism may 
be inflicted upon tiie patient. 

Undoubtedly the rarity of patent ductus arteriosus has been exaggerated, 
probably owing to its non-recognition. In a recent study of the condition by 
D. C. Muir and J. W. Brown 1 it was found as the sole lesion in 23 per cent of 
a series of 88 cases of congenital heart disease for the most part occurring In 
school children. C. B. Perry 2 diagnosed it in 6 per cent of a similar series. 

Physical Signs. — Every child is bom with a patent ductus arteriosus 
'which Is not associated with an audible murmur. As extra-uterine respiration 
is established, the ductus should close. Where it fails to do so, there develops 
a systolic murmur with its area of maximum intensity in the second left inter- 
space next to the sternum, and as this increases in strength it becomes accom- 
panied by a systolic thrill. This is not the characteristic murmur of patent 
ductus arteriosus, but is all that is present for the first few* years of life. Later, 
at a varying age, but probably not under the age of five years, there Is added 
to the systolic bruit a diastolic accompaniment. It is this biphasic bruit, 
produced in a dilated pulmonary artery, which is so characteristic. It is loud, 
often audible all over the chest, but with its area of maximum intensity and its 
accompanying thrill at the second and perhaps third left interspaces next the 
border of the sternum ; and it is prolonged throughout systole and diastole, 
and is lienee described as continuous, mill-wheel, machinery, etc. This peculiar 
murmur was first described by A. Gibson 3 in 1006. 

In addition to this pathognomic murmur there is a second physical sign 
characteristic of patent ductus arteriosus. This is called ‘Gerhardt’s triangle 
or ribbon of dullness*, and consists of an area which is dull to percussion 
above the third left rib close to the sternum. By this means the left border 
of the heart is carried upwards and inwards to the left sterno-clavicular 
joint. Gerhardt's triangle can easily be detected in a skiagram of the chest 
(Plate XL). 

Symptoms. — It is characteristic of patent ductus arteriosus that these very 
marked, and obvious physical signs are accompanied by no symptoms of cardiac 
insufficiency. Existing as the sole lesion in a case of congenital heart disease, 
patent ductus arteriosus may be disregarded and the patient allowed full range 
of activity. Some eases are said to be of frail physique and lacking colour, and 
indeed there is no reason why they should not be ; but where symptoms of 
breathlessness or cyanosis are said to be present they are due either to some 
associated lesion such as congenital pulmonary stenosis, or they are due to 
suggestion. It Is not to foe wondered at that, in the ease of a child, when every 
doctor either orders it straight to bed or prosecutes urgent inquiries on the 
subject of shortness of breath or blueness, the maternal solicitude will in time 
produce the expected symptoms. 

Diagnosis. — When fully developed the combination of the characteristic 
physical signs with an absence of cardiac symptoms makes the diagnosis of 
the easiest.. It can hardly be mistaken for a rheumatic heart lesion. Before 
the diastolic element of the mill-wheel murmur develops, patent ductus arterio- 
sus has to be differentiated from congenital pulmonary stenosis and patent 
interventricular septum. From the first it is differentiated by the presence 
of cardiac symptoms of some degree in pulmonary stenosis ; from patent 
interventricular septum by the fact that the area of maximum intensity of the 
systolic bruit is at a lower level, usually the fourth space, than in patent ductus 
arteriosus. Difficulty may also arise where a patency of the ductus arteriosus 
is complicated by the presence of other congenital cardiac maldevelopments ; 
but a careful examination of the abnormal thrills and murmurs, and an estima- 
tion of the degree of cardiac inadequacy present, will usually make the diagnosis 
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clear. In such instances it is useful to remember that thrills are. of more 
localizing value than murmurs, and that in eases of congenital heart disease 
the presence of a diastolic murmur usually indicates a patency of the ductus 
arteriosus. It is, of course, only where a patent ductus exists as the sole lesion 
present that its harmlessness can be ensured. 

References. — J Arck. of Dis. CMldh. 1932 , vii, 291 ; "Ibid. 1931 , vi, 265 ; 2 Med. Press 
and Circ. 1906, i, 572. 

PELLAGRA . Sir Leonard Rogers , M.D. , F.R.C. P.R.S . 

A good review of the current theories of the etiology of pellagra lias been 
recorded by Harriette Chick , 1 of the Lister Institute, in a lecture in the United 
States, where so much valuable research work on the subject has been carried 
out during the last decade or two. The infective theories are put on one 
side as wanting in any scientific basis and the dietetic theories alone are dealt' 
with, the difficulties in accepting them pointed out, and a suggestion to 
explain them put forward. The long-recognized close relationship with a diet 
largely consisting of maize is emphasized, and the work of Goldberger and his 
colleagues in explaining this relationship on the basis of the low protein value 
of maize as compared with wheat, etc., and the preventive and curative effects 
of the addition of meat, milk, and eggs, containing a richer variety of essential 
amino-acids, is given due -weight, but it is pointed out that Goldberger himself 
recognized that this theory did not account for all the known facts, and 
McCollum showed that whole-wheat and whole-rice proteins were about equal 
to those of maize in maintaining the weight of an animal. Moreover, the 
work of Thomas and others showed that animal proteins, including milk, do 
not possess a nutritive value much above those of vegetable proteins, so the 
maize-protein theory has not been supported by recent work, and Goldberger 
himself in his latter papers regarded a pellagra-preventive vitamin, which he 
called the 4 P-P factor’, as an essential deficiency in a pellagra-producing diet. 
Recent work on B 2 vitamin shows that it is identical with the P-P factor, 
and it is contained in yeast, which has been shown to be of great value in 
the prevention and treatment of pellagra without the addition of foods with 
high protein value. Moreover, work at Lister Institute has shown that 
vitamin is also present in liver, eggs, milk, meat, and green vegatables, so 
largely used in the dietetic treatment of pellagra, while it is relatively deficient 
in fruits, legumes, and cereals, including the endosperm of wheat, maize, and 
rice, so that this vitamin is most abundant in just those foods which are also 
rich in proteins of high biological value. 

A theory of vitamin B., deficiency as the sole factor in the causation of 
pellagra, however, broke down when the distribution of that element in cereals 
was studied by Aykroyd, and it was found to be present in larger quantity 
in whole maize than in over-milled rice and millet, while in the endosperms 
of each it was equal and in low amount, so that the absence of pellagra in rice- 
eating peoples, although they suffer from beri-beri, cannot be explained on 
this theory. There is the still older Italian theory of Lombroso that pellagra 
is due to toxins produced in maize by the action of moulds and other micro- 
organisms, while further the occurrence of the lesions on parts of the body 
exposed to the sun has led to the suggestion that maize might contain a photo- 
sensitizing substance analogous to that in buckwheat ; and Sabry in Egypt 
has recently suggested that intravenous injections of sodium thiosulphate may 
exert their beneficial results by neutralizing a toxin derived from ingested 
maize, and there Is an analogous theory' that beri-beri is due to eating damaged 
rice. Harriette Chick therefore put forward the suggestion that the known facts 
might be explained by the hypothesis that some toxic substance derived from 
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maize may he rendered innocuous by the action of the pellagra-preventive P-I* 
factor or vitamin B.,, as this would account for the curative and preventive 
action of yeast, liver, milk, and meat— ail of which are rich in this vitamin. 

The control of pellagra is also discussed by G. A. Wheeler and W. H. Sobrei, 2 
of the United States, where 98 per cent of the 7146 deaths in 1980 occurred 
in the southern cotton belt, where an increase has taken place with the bad 
economic conditions due to the fall in the price of cotton, with limitation of 
the kind and quantity of food crops and lack of availability of certain essential 
food-stuffs, especially in the spring, when the eases always increase. The 
disease is preventable by proper diet, as proved by Goldbergers success in 
reducing the annual pellagrous death-rate in the largest state asylum in the 
south from 6*2 to 0*1 per cent at a time when the total state deaths increased 
bv nearly 100 per cent. The endemic pellagra is largely the product of the 
modern one-crop system in the south of the United States, and the writer 
suggests that the remedy consists in either the home production of a wider 
assortment of foods by diversifying the crops and maintaining livestock and 
poultry, or by increasing the food-purchasing power of the people, and he 
points out that the chances are a thousand to one against finding pellagra in 
a home with a good garden and a cow or two, a few pigs, and poultry. 

References.—' 'Lancet, 1933, ii, 345; 2 Jour . Amer. Med . Assoc. 1932, July 9, 95. 

PEMPHIGUS. A. M. II. Gray, M.D., F.R.C.P . , F.R.C.S. 

M. B. Sulzberger and F. Wise 1 suggest a line of treatment for this formidable 
disease which, in their hands, appears to hold out some hope of a cure in certain 
cases. The basis of the treatment consists of: (1) Large doses of Arsenic; 
(2) Daily high colonic irrigations with large quantities of fluid containing either 
Bicarbonate of Soda or an Iodine preparation ; (3) Large quantities of 
Vitamin D ; (4) Salt-poor, protein-low, vitamin-high Diet ; and (5) Tricho- 
phyfcin or monilia Vaccine or both. In addition, local therapy consisting of 
Potassium Permanganate baths, Ichthyol ointments and lotions, etc., were 
used. Five cases are described, two of pemphigus vulgaris, two a combination 
of bullous and foliaceous pemphigus, and one of pemphigus vegetans. One case 
was apparently cured ; another after complete remission developed a severe 
recurrence after an abdominal operation and the patient was seriously ill. Two 
cases were markedly improved, and one case, after definitely improving, 
developed pneumonia and died. The authors make no claim for any scientific 
basis for their treatment ; they submit it merely as an empirical method which 
in the present state of knowledge seems to promise better results than those 
usually obtained in this disease. 

The treatment by Germania (Bayer 205 ) introduced for this disease by 
Veiel in 1931 has been used in a number of eases in Germany. R. M. Bohnstedt® 
quotes 21 cases of pemphigus and dermatitis herpetiformis reported up to the 
time of his paper, with only 2 cases in which no effect was produced by the 
drug. This author adds another 12 cases of pemphigus and 4 of dermatitis 
herpetiformis. Of the pemphigus cases, 7' of pemphigus vulgaris and 1 of 
pemphigus vegetans cleared up. One case of pemphigus vulgaris was improved. 
Of the 4 cases of dermatitis herpetiformis, 2 cleared up and 2 recurred within 
six months. The author gives the drug intravenously, beginning with 0*5 grm., 
then 0*75 and 1*0 grm. every two to three days, up to a maximum of 5 to 6 
grm. Occasionally second courses have been given after an interval. He has 
had no serious side effects from the drug, but a number of the eases show a 
rise of temperature, generally after the second injection, which falls again at 
the end of the cure. In some cases the first injection gives rise to an exacerba- 
tion of the bullae. Only quite bland local treatment is given. 
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K. Speier* calls attention to the bad prognostic significance ot* lesions in the 
mouth in pemphigus. In a series of 24 males and 29 females the percentage 
mortality in all eases is 50 for males and 51 for females. In eases where the 
mucous membrane of the mouth is involved the percentage mortality for males 
is 75 and for females 80. 

References. — l Med. Jour . and Record, 1932, July 20, 04 ; -Munch, med. Woch. 1933, 
April, 7, 522 ; Mbid. March 10, 383. 

PENIS, SURGERY OF. Hamilton Bailey , F.R.C.S. 

Carcinoma of the Penis. — Carcinoma of the penis appears to be common 
in the East (Nath and Lai 1 ). In Siam it forms 9-6 per cent, and in the Punjab 
4 per cent, of all cases of carcinoma. In the Siamese, who profess Buddhism, 
circumcision is not performed unless there are definite surgical indications. 
Those Indians who profess Mohammedanism carry out circumcision as a ritual 
during the 4th to the 9th year. In the Jews it is performed upon the 8th 
day. There is no ease on record of carcinoma of the penis in a circumcised 
Jew. T. P. Noble 2 asks : 41 Are the factors acting during the first four to 
nine years of life sufficient to modify the tissues so as to constitute the founda- 
tion for the development of cancer in later life ? ” In a study of 52 cases of 
this condition this author finds that the Inguinal glands, though usually 
enlarged, are rarely the site of secondary deposits. 

Vincent’s Angina of the Penis, — Vincent’s angina of the penis occurred 
in a patient of 24 under the care of IV. B. Tatum. 3 Two days after coitus a 
sore appeared on the glans ; the patient had also ulceration of the mouth. 
A smear from one of the buccal lesions showed Vincent’s organism ; likewise 
the smear from the penis. Treatment consisted in applying powdered Neo- 
salvarsan, and later the same drug was given intravenously. The lesions 
healed rapidly. His partner had been undergoing treatment for Vincent’s 
angina of the buccal cavity for several months. 

Diphtheria of the Penis. — N. E. Berry’s 4 patient was 45. The diphtheritic 
membrane, which had been present for a month, was so adherent that it could 
not be stripped off. After treatment, with Antidiphtheritic Serum, and 
incision of a peri-urethral abscess, the condition cleared up. 

Subcutaneous Rupture ©£ the Corpus Spongiosum during Coitus. — 
A married man aged 56 noticed sudden pain during coitus. Soon afterwards 
the penis became swollen, cold, and ©edematous distal to an angulation. 
There were subcutaneous haemorrhages, and bleeding occurred from the 
meatus. W. Halloran 5 made an incision and expressed blood-clot. The torn 
urethra and corpus spongiosum were then repaired with sutures. 

References. — 1 Indian Med , Gaz. 1933, March, 127 ; -Brit. Jour. Urol. 1933, Sept., 
242; -Med. Times , 1932, Jan.; *Brit. Jour . Urol. 1932, Dee., 349; * Minnesota Med. 
1932, Nov., 779. 

PERICARDIUM, AFFECTIONS OF. (See also Pyoperxcarditis.) 

A. G. Gibson , MM . , FM.C.P. 

A number of papers dealing with different aspects of pericarditis have been 
published in America and Canada. H. N. Segal! 1 writes an interesting paper 
on the detection of the murmur of acute pericarditis . It is a well-known 
clinical fact that the presence of pericarditis is often missed in the course 
of an illness. At times this may have made no difference to the patient’s 
chances, but at other times its discovery might have altered , the attitude 
towards ■ the disease in progress. ' Segall records a ease in which the friction 
mb of pericarditis was studied. During a period of nine days friction was 
not heard though examined for repeatedly. On the ninth day a loud to-and- 
fro leathery type of pericardial murmur was heard all over the sternum during 
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the time occupied by several heart-beats. It then disappeared and several 
repetitions of postural changes failed to elicit the murmur. On another 
occasion with the patient in the dorsal recumbent position the murmur was 
again produced for about ten seconds after shaking the patient from side to 
side half a dozen times in quick succession. A more gentle and equally 
effective method is to put the patient on his right side and to move him several 
times towards the dorsal recumbent and the prone posture. He remarks 
that the typical i cri de cuir ’ is not a sine qua non of the diagnosis of fibrinous 
pericarditis. Short soft to-and-fro murmurs, swishing, coarse, or rasping mur- 
murs may also be found. The murmur may be heard over a small area of 
the sternum or of the precordium, or everywhere over the area of cardiac 
dullness. It is extremely rare outside the cardiac area or over the back. It 
varies with the pressure of the stethoscope, and its changes in loudness and 
audibility are marked and sometimes sudden. This variability is an important 
item in diagnosis. 

The presence of even a large amount of pericardial effusion does not cause 
the murmur to disappear so long as there is fibrinous exudation of one or both 
surfaces of the pericardium anteriorly, and any procedure that causes the two 
surfaces to come into contact will produce friction. Other circumstances 
may bring out this friction murmur, such as deep breathing, coughing, 
sighing, yawning, or sneezing. It is therefore important to auscultate after 
any such act. The author also records Corrigan’s observation that the change 
from the recumbent to the sitting posture may bring it out. This, however, 
is a procedure not unattended with risk in acute cases. 

P. D. Camp and P. D. White 2 made a clinical study of pericardia / effusion . 
They refer to the work of Frangois-Franck in 1877, who demonstrated that 
fluid injected into the pericardial cavity hinders the entrance of blood into the 
auricles and causes stasis in the venae cavse and a fall of blood-pressure. Later 
work showed that in the paradoxical pulse which is present in this condition 
the change was mainly due to the action of varying intrathoracic pressure. 
The negative pressure during inspiration acting on the veins entering both 
right and left auricles produces a lessened amount of blood entering each 
ventricle. The pulsus paradoxus therefore appears in both pulmonary and 
systemic circuits. The statement of Cabot is quoted that 150 e.c. of fluid is 
the least amount that produces a change. No change occurs in the cardiac 
dullness until 400 e.c. are present. Out of a total of 1729 necropsies, 126 
(7*2 per cent) showed a pericardial effusion of 100 e.c. or more. These cases 
form the substance of the paper, and are examined both from the anatomical 
and clinical aspect. Pain was present in 24 out of 26 (92*8 per cent), dyspnoea 
in 68, orthopncea in 87, distended cervical veins in 5, pericardial friction in 8, 
distant heart sounds in 29, and pulsus paradoxus in 1. Forty-nine of the 
patients were examined by X rays and a correct diagnosis made in 1 case 
only by this means, but it was doubtful in 8 others. Including the cases 
in which X rays were not used, the diagnosis was made in 6 instances. It 
is obvious that much needs to be done in perfecting methods of diagnosis. 

H, L. Smith and F. A. Willius 3 also deal with pericarditis with effusion. 
The most reliable sign would appear to be the size and contour of the heart 
as determined by X rays. This consists of bulging at the lower angles of the 
cardiac shadows whither the fluid gravitates. Other signs are distant and 
muffled heart-sounds, diminution or obliteration of the apex beat, and com- 
pression of the left lung (Ewart’s .sign), though this may be present with 
enlarged heart as well as with pericardial effusion. Enormous effusions some- 
times produce compression of the oesophagus and trachea, with dysphagia and 
respiratory obstruction. Their conclusions from a study of 113 cases observed 
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post-mortem are that the presence of intrathoraeic disease is the main factor 
in the production of pericarditis ; especially is this so if the disease is infective. 

The same authors 4 write on chronic adherent pericarditis. They remark on 
the great difficulty of diagnosis and that the so-ealled characteristic signs 
exist in relatively few eases. Further, that the occurrence of other disease 
unrelated to the cardiovascular system may so dominate the clinical interest 
that attention is diverted from the pericardium, and that disease of the heart 
may satisfactorily explain the physical signs. Taking adherent pericardium 
in its widest sense, the etiology was determinable in 50 per cent of a total of 
73 eases. Rheumatic fever accounted for 21 per cent, intrathoraeic infection 
for 17*4 per cent, cardiac infarction for 6*2 per cent, and syphilis for 2*8 per 
cent. The pericardial sac was completely obliterated in 38 per cent, while 
in 8*8 per cent there were fairly extensive parietal adhesions to surrounding 
structures. Some portions of the pericardium were calcified in 10*4 per cent. 
Pericarditis does not seem to have any effect per se in causing hypertrophy, 
and this is true even of complete obliteration. In slightly over one-third of 
the eases complaints were mainly referable to the heart. Out of these, 3 
cases only were found of polyserositis. The heart was enlarged in 37 (50 per 
cent), and there was no characteristic syndrome. The etiological factors con- 
cerned are important in directing the clinical attention to the possibility of this 
lesion, especially the history of rheumatic fever, intrathoraeic infection, early 
cardiac infarction, and intrathoraeic cancer. 

H, R. Sprague, H. A. Burch, and P. D. White 5 refer to Fields syndrome 
of constricting pericarditis and recurrent ascites. This was found in 2*26 
per cent of 1900 necropsies at the Massachusetts General Hospital. In one 
ease a boy of 18 had had enlargement of the abdomen and ascites for four 
years. Another case, a woman aged 23, who died with congestive heart failure, 
had had painless ascites for eight years following mumps and whooping-cough. 
Seven years previous to death she had been operated upon at the Boston City 
Hospital, when the peritoneum was found studded with tubercles. At the 
necropsy the pericardium was found to contain cheesy matter, but no culture 
was made, and there was no sign of pulmonary or peritoneal tuberculosis. 
A third case, a man aged 29, had had pneumonia and pleurisy three years 
previously. The authors conclude that Pick’s syndrome depends upon 
tuberculosis. 

H. L. Smith and F. A. Willius 6 found among the patients in the Mayo Clinic 
16 proved cases of calcification of the pericardium. In one of these only was 
the diagnosis made during life from an X-ray examination. The common 
etiological feature was rheumatic fever, and tuberculosis was not present in 
any of the proved cases. Calcification is a sequel of extensive chronic adhesive 
pericarditis and is an end-result. 

References. — *Arch. of Internal Med . 1933, Jan., 62 ; 2 Amer . Jour. Med . Sc4 . 1932, 
Dee. 782 ; 6 Arch* of Internal Med. 1932, Aug., 192 ; Mbid. 171 ; 5 A T eu? Eng, Jour. Med. 
1932, Sept. 15, 483; *Arch. of Internal Med. 1932, Aug., 184. 

PERITONITIS . A. Rendle Short , M.D., F.R.C.S . 

Serum Treatment of Peritonitis, — This continues to attract considerable 
attention in Central Europe. Papers on the subject appear by a number of 
authors, including M. Gundel and F. Sussbriek, 1 of Heidelberg, II. Krabbel, 3 
of Aachen, E. Reich!, 3 of Vienna, A. Sehmeche!, 4 of Cologne, F. Proehnow, 5 
of Budapest, and H. Vincent, 8 of Paris. Various preparations are in use, 
notably anti-eolibaeiilary, anti-enterococcus, and anti-gas-gangrene sera. 515 A 
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favourite preparation in Germany is ‘Polyvalent Peritonitis-serum Hoehst*. 
and Vincent has put air anti-eolibaciliary serum on the market in France 
These may be given subcutaneously or by injection into the peritoneum, or 
both. Intravenous injection has led to a fatality, so is better avoided. Good 
results are claimed in conjunction with surgical treatment, in eases of early 
peritonitis, from appendicitis, and other causes. Schmeehel is not convinced 
of the value of serum therapy ; the others are. 

Encapsulating Chronic Peritonitis. — This is a variety of chronic peri- 
tonitis, of unknown cause, showing opaque white thickening of the peritoneum 
with thickening and puckering of the mesentery, perisplenitis, and perihepatitis! 
The main symptom is a recurrent ascites calling for repeated paracentesis. It 
was originally described by Fagge and Hale White. The Germans call it 
‘icing-sugar intestine'. H. B. Devine' describes two eases in which it led to 
acute intestinal obstruction owing to the formation of a tumour-like mass 
consisting of intestines and other viscera wrapped up in a tough- whitish 
adherent membrane (Plate XU). There are attacks of colicky pain and 
dyspepsia in the earlier stages, going on later to multiple stenosis. If the patient 
comes to operation, the- crucial problem is to seek a line of cleavage where the 
peritoneum is reflected on the intestine. This can be followed up and the 
bowel partially decapsulated and unravelled without much difficulty. Entero- 
anastomosis is only to be attempted as the last resort, as, if the intestine is cut 
into, the contractile membrane may turn the gut inside out. The condition 
got well spontaneously in one of Devine's eases. 

References . — Zeits f. Chir. 1933, May, 283; 2 Zentralb . f.Chir 1932 Nr 9n 
1754 ; 9 Wien. Min Woch . 1932, Oct., 1288 : *De-ut. Zeits . f.Chir. 1933, June, 636 • 6 Arch 
f. Min. Chir . 1933, Feb., 349; *Surg. (Synced. and Obst. 1933, Jan., 66* 7 Brit Tmi* 
Surg. 1932, Oct., 204. ' ’ 

PERITONITIS, PNEUMOCOCCAL AND STREPTOCOCCAL, IN 
CHILDREN. John Fraser , Ch.M F.R.C.S.Ed. 

The subject of peritonitis in children is discussed from the general viewpoint 

by S. I). Lazarus. 1 He contrasts three varieties of the disease pneumococcal 

streptococcal, and the secondary variety which results from a local area of 
infection. He emphasizes the true, but often imperfectly appreciated state- 
ment that a primary peritonitis, whether pneumococcal or streptococcal, is 
at first general and later local, while in the secondary varieties the reverse 
sequence occurs. 

Perhaps the main interest of his paper deals with the influence of nephrosis 
as a factor in the origin of pneumococcal and streptococcal infections of the 
peritoneum. It has long been recognized that a child who suffers from 
nephritis, and particularly one whose kidney error is associated with ascites 
is pliable to develop a pneumococcal or a streptococcal infection. Lazarus 
points out that relatively little is known regarding the factors which influence 
the development, and lie makes a plea for further work on the subject. 

The primary types of peritonitis formed one of the subjects of discussion 
at the Meeting of the British Medical Association in London in July 1932 
The subject was introduced by L. E. Barrington-Ward, and summaries of his 
paper have been published. 2 * 3 He recounted his experience of 20 eases of 
pneumococcal peritonitis and 22 eases of streptococcal peritonitis as observed 
oyer a period of fifteen years. The basis of the paper and the subsequent 
discussion might be said to centre round three questions : (1) How does the 
disease arise? (2) How may it be diagnosed? (3) How best may it be 
treated? In regard to the first query no definite answer was advanced 
though it was indicated that there is considerable evidence in support of 
two avenues the genital tract in female children, and a blood conveyance 
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secondary to respiratory infections. The problem of diagnosis presents many 
difficulties, and, as Barrington-Ward points out, a careful analysis of the 
clinical findings is perhaps the most reliable method at our disposal ; but in 
a certain proportion of cases doubt must necessarily exist, and in these the 
method of peritoneal puncture may afford important information. 

In this connection O. Loewe 4 recommends and practises a puncture through 
the posterior fornix of the vagina (Fig. 75). He regards this as safe, and 
more likely to yield positive results than the 
method of abdominal puncture. After all is 
said and done, however, abdominal exploration, 
if strictly limited in its extent, is in many 
eases the most satisfactory procedure. 

In so far as treatment is concerned, there is 
a growing feeling that, if the diagnosis of a 
pneumococcal infection is confirmed, the best 
course to adopt is to delay interference until 
the peritoneal inflammation has become local- 
ized, and to use intravenous Serum Therapy 
as a means of countering the general infection. 

This aspect of the question is stressed by B. Paz 
and D. Bobillo, 5 who recommend delay in 
operation until a period between the twentieth 
and twenty-fifth day. 

A. Brechot 6 reviews the problem in a most 
helpful article. After discussing the various 
clinical manifestations, he says, “ There is no 
clinical symptom which per se is of sufficient 
value to enable us to arrive at a trustworthy 
diagnosis” ; and his final conclusion amounts 
to this — that non-intervention is too risky, and Fig.-iz.— Showing the puncture' 

that the line of greatest security is to practise troehar and cannula in position, 

a right iliac exploration of a strictly limited cMru^ie Ztnfr(tlUaU 
extent. 

Barri ngton- Ward, in his address at the Meeting of the British Medical 
Association, made the statement that he had never witnessed recovery in a 
single instance of streptococcal peritonitis. That such a conception is unduly 
pessimistic is suggested by G. G. Bruce and M. J. Logie, 7 for they publish the 
ease histories of three children who made good recoveries following operation 
for acute general peritonitis of a streptococcal type. 

References. — l Amer. Jour. Surg. 1932, July, 70; -Brit. Med. Jour. 1932, if, 704'; 
* Lancet,. 1932, ii, 343 ; 4 Zentralb . f. Chir . 1932, Dee. 17, 3049 ; & Semana Med. 1932, 
April 28, 1316 ; *Med. Press, 1932, Sept. 21, 231 ; 7 Brit. Med . Jour. 1932, Feb. 18, 270. 

PERTUSSIS. (See Whooping-cough.) 

PHARMACOLOGY AND THERAPEUTICS. (See also Insomnia and 
the Use of Hypnotic Drugs.) Ivor J. Davies , M.D . , FM.C.P. 

Cinchophen. — J. S. Davis 1 (New r York) has studied 200 eases taking neo- 
cinchophen (toiysin) or cinchophen (atophan). No fatal results were observed 
in these eases, but 80 had some slight circulatory upsets. .None was jaun- 
diced, A preliminary study on the excretion of cinchophen and neocineho- 
phen preparations in human beings and dogs yielded the definite result that 
cinchophen develops a he vo rotatory activity in the urine. In human beings 
most of the cinchophen is excreted within three to six hours after ingestion. 
In the urine of animals taking neocinehophen no such substance has been 
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found. The superiority of neocinehophen for general clinical use appears at 
the present time a fair conclusion from the evidence of the literature and the 
author's eases. It is important to give a small initial dose to determine sensi- 
tivity. ,In reading the literature of the cinehophen poisoning eases, the author 
was struck with the number of cases whose toxic symptoms began after the 
drug had been discontinued and then recommenced. Thus one should be 
doubly cautious in again administering the drug. 

Xmmunotherapy. — L. P. Garrod 2 reviews the progress of recent develop- 
ments in immunotherapy and draws attention to three important new methods 
of immunization, each depending upon a different principle. Inoculation with 
living, but attenuated, bacteria is represented in the use of B.C.G. (Baeille 
Cahnett e-Guerin), a method still in the experimental stage, but offering at 
least some hope of immunization against tuberculosis . Inoculation with 
preparations of bacterial toxin has been shown to be capable of producing 
immunity to diphtheria and scarlet fever. The injection of serum from 
recovered human cases can be used at will either to prevent or to attenuate 
an attack of measles, and possibly to modify the course of other Infections. 

Preventive inoculation deserves a wider application in whooping-cough. On 
its appearance in a family or school, the remaining children may be treated 
with a B. pertussis vaccine with at least an expectation of mitigating the 
severity of the disease should they contract it. The same remarks apply to 
immunization against diphtheria and scarlet j ever . The ideal treatment of 
measles in a family’ where the day of exposure to infection can either be placed 
accurately or deliberately arranged is unquestionably to give convalescent 
serum on about the seventh day and thus secure a mild attack with subsequent 
permanent immunity’. Although these methods can be applied on a large 
scale only* by 1 * the action of public health authorities, their employment in 
individual cases or in small communities remains to a large extent the duty 
of the Individual practitioner, who may find in them the means of performing 
valuable service. 

Merourochrome.— W. F. von Oettingen and associates 3 (Cleveland) have 
made a comparative study of mercurochrome and other antiseptics. The 
following conclusions were draw r n from their investigation. It appears that 
mercurochrome, when once fixed on the surface of the tissue, develops no 
bacteriostatic action in contact with bacterial cultures. It penetrates only 
into the dead or dying mucous membranes of different organs, such as bladder, 
vagina, and digestive tract, and it may’ diffuse through the cornea when in 
contact for a sufficient period. It does not penetrate the living skin, but is 
fixed in the most superficial layers of the epithelium, and it does not penetrate 
or stain normal muscular tissue. It penetrates necrotic and dead tissue and 
stains them deeply and permanently’. The tissue toxicity of mercurochrome is 
relatively’ low, but the 5 per cent aqueous solution is distinctly injurious as 
Judged by excised ciliated mucous membranes. Mercurochrome cannot be 
relied upon to destroy bacteria that have, penetrated into the living tissue of 
a wound or of the skin, : it could do no more than disinfect the surface and the 
necrotic tissue. This limitation is shared more or less by all antiseptics, so 
that no substance can properly foe called a safe and certain wound antiseptic. 
No antiseptic takes the place of thorough cleansing and surgical treatment. 
When these are not practical, for ‘first aid’ or for very’ superficial wounds, 
antiseptics are probably’ better than no treatment at all. The antiseptic 
efficiency of mercurochrome is not outstanding, and for skin disinfection the 
aqueous solution Is distinctly’ inferior. The absence of irritation may be an 
advantage, especially with open wounds, and for prolonged treatment ; but 
its limitations should always be borne in mind. 
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Non-specific Protein Therapy. — G. W. Bray 4 (London) lias written a 
comprehensive article on non-specific protein therapy. The agents elaborated 
in the past fifteen years with the idea of flushing specific antibodies into the 
circulation are legion, and it is doubtful if any possess the special virtues which 
their manufacturers claim. They all have one point in common, the ability 
to cause a more or less febrile reaction, hence the term ‘pyrogenic therapy'. In 
their clinical application, familiarity with one or two agents and the practical 
accumulation of personal knowledge of the dose necessary to produce the 
desired reaction will prove more beneficial in a series of cases than meddling 
with many. The secret of their use lies in never using them when proved 
specific measures are available, and when employing them to commence early 
in the disease, give them, slowly, and use small doses at the start. Good 
prompt reactions can be obtained with typhoid vaccine intravenously, and 
moderate delayed reactions by the use of peptone or milk intramuscularly. 
At their best they are only of proved value in a limited number of picked cases 
of certain diseases, so that too much must not be expected of them. Never- 
theless, they may keep a patient interested whilst Nature cures him. 

The agents most commonly used are blood and sera, milk, peptone, typhoid 
vaccine, or the mixed typhoid and paratyphoid vaccine is. often used. It 
is in cases of arthritis that non-specific protein therapy is most commonly 
employed. In gonorrhoea and its complications, such as arthritis, prostatitis, 
epididymitis, and tubal infections,' non-specific therapy often proves, more 
beneficial than specific. In allergic conditions non-specific therapy has been 
used to advantage. Non-specific desensitization should only be employed 
when specific causes cannot be determined or their removal or injection has 
failed. Auto-iuemotherapy and auto-serotherapy are employed with advan- 
tage in urticaria and angioneurotic oedema , especially of the recurring type, 
and often they form the only treatment that brings any relief, and they are also 
useful in many other intractable dermatological conditions. In most of these 
skin affections non-specific protein therapy increases the susceptibility of the 
lesions to local, treatment and so hastens the cure. 

In general 'paralysis of the insane remarkable results have been obtained 
with typhoid vaccine or malarial therapy. In manifestation of the haemor- 
rhagic diathesis preference should be given to the use of human serum rather 
than’ horse serum. More recently non-specific therapy has been employed to 
produce vasodilatation in Raynaud's disease , thrombo •angiitis obliterans, and 
arteriosclerotic gangrene with gratifying results. The contra-indications to 
this form of therapy are described. The original article deserves careful 
perusal by the practitioner, who can by this means often obtain results in what 
are otherwise obstinate states. 

Oxygen. — -W. R. Potts, jun ., 5 makes a comprehensive critical resume of 
oxygen therapy and quotes from an extensive bibliography. He concludes 
that the interest in oxygen therapy has been of considerable magnitude during 
the past decade. It seems quite certain that oxygen therapy lias definitely 
established itself in our therapeutic armamentarium. In those conditions 
associated with easily recognized anoxemia and in the more obscure conditions 
as they are recognized, the use of oxygen must find its place. Our knowledge 
must Increase greatly before we can speak upon this subject with anything 
like finality. The time is at hand, however, when oxygen must be given a 
trial in serious heart and pulmonary conditions. That carbon dioxide will 
supplement oxygen seems possible, and a valuable supplement it bids fair to 
be. It is only possible to refer here to a few of the practical deductions drawn 
from Potts’s paper. The importance of avoiding the development of cyanosis , 
if possible, cannot be over-emphasized. The distribution of the cyanosis Is 
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of interest in that the most constant and frequent site was found to be in the 
ends of the fingers, especially under the nail. At present if is felt that the 
optimum concentration of oxygen is between 40 and 60 per cent. Any method 
which can supply a concentration above 80 per cent continuously and com- 
fortably is of value* The nasal catheter method which is universally available 
will, when properly employed, furnish up to 35 per cent. Its use should be 
continuous-— day and night — if this is necessary to keep the patient com- 
fortable. Keep the finger nails pink is a criterion described by one 
clinician. Slowing of the pulse occurs commonly, and is an indication that 
the rapidity of the pulse due to the anoxaemia is being relieved. The mass of 
the reports in the literature favour the early and continuous use of oxygen in 
pneumonia . It is evident from the reports that a high degree of anoxaemia 
in pneumonia is accompanied by a high mortality. In heart disease it would 
seem that, in the presence of low arterial oxygen saturation, while an old 
damaged heart cannot be repaired fully by oxygen, nevertheless much of the 
acute distress so often seen in cardiac* decompensation may be avoided to a 
large extent. During the time that digitalis, diuretics, and morphine are 
taking to produce their effects it may be possible to put these patients in 
relative comfort by the use of oxygen. 

The employment of oxygen in coronary thrombosis is of undoubted value. A 
concentration of 50 per cent has aided in maintaining an adequate oxygen 
supply to the tissues of the body until the heart has had an opportunity to 
recover from its functional disturbance. 

Reference Is made to the work done at the Mayo Clinic in the use of oxygen 
in surgical conditions . Judd states that there are certain types of operations 
in which pulmonary complications are more likely to follow, such as inter- 
ventions in the upper organs of digestion for cancer of the stomach, ulcer, 
gastro jejunal fistula, biliary obstruction, and operations on the pancreas. 
Effort has been directed towards the development of some hygienic or thera- 
peutic method that might minimize the possibility of post-operative pneumonia. 
It appears to them that since the use of the oxygen tent has been instituted 
they do not have in their service the incidence of pneumonia that they had at 
other times. It seems likely, however, that carbon dioxide will supplant 
oxygen to a large extent in the treatment of the post-operative complications. 

L. N. Katz, YV. H. Hamburger, and S. H. Rubinfeld* (Chicago) record their 
observations on the effects of oxygen therapy. A comparison of the effects of 
oxygen therapy on the circulation and respiration of a group of cardiac and 
6 noncardiac * patients was used as a check on the clinical impressions, and to 
determine whether these changes preceded, accompanied, or followed the 
clinical improvement. A modified direct venous pressure method is described, 
and also a simple clinical method of determining minute volumes of respira- 
tion. Oxygen therapy tended to decrease the vital capacity slightly. It 
caused no significant changes in arterial and venous pressure. An increase 
in the amplitude of the QRS complex and in the size and duration of the 
t wave was found in the majority of cases during exposure to an oxygen - 
rich atmosphere. Oxygen therapy was found to result in : (I) A slowing of 
the heart by causing a sinus bradycardia ; (2) A decrease in minute-volume of 
respiration ; and (8) An increase in the length of time the breath could be held, 

I>. J. Cohn, L. N. Katz, S. Soskin, and YV. H. Hamburger 7 (Chicago) studied 
the blood chemical changes of oxygen therapy, and concluded : The function 
of oxygen therapy is not to attack the underlying causes of the disease, but 
to give the patient the benefit of as high a blood-oxygen saturation as 
possible. It is conceivable, as was pointed out in a previous report., 8 that 
some of the benefits of oxygen therapy may be produced in other ways besides 
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the improvement of arterial anoxaemia. However, the major benefit of oxygen 
therapy is the increase in oxygen saturation of the arterial blood, thus relieving 
the arterial anoxaemia and its effects. 

E. P. Poulton 9 (London) describes a new form of bed-tent* for administering 
oxygen and carbon dioxide {Fig. '76), which presents the following new 
features : (I) Cooling and drying are effected by means of ice tins let in 
through the roof of the tent. (2) Ventilation is produced by means of an 
injector as described by Cecil and Plummer ; but the stream of oxygen with 



the ventilation can be varied, (3) C0 2 is administered by partially short- 
circuiting the CO._, absorption box. A clinical oxygen-measuring pipette by 
E. P. Poulton and J. W. Shackle is also described. 

Radium. — H. A. Colwell and S. Russ 10 (London) publish a timely article on 
radium as a pharmaceutical poison. In this country but little has yet been 
heard of the effects of radium as a poison, but in the United States poisoning 
by radio-active substances has been made the subject of at least two official 
publications by the public health authorities. They refer mainly to the 
employment of radio-active substances by unqualified practitioners and lay- 
men, but first they review the legitimate use of these substances, dealing 
secondly with some of the deleterious effects produced by their industrial use 
and internal administration under untrained directions. Attention was first 
drawn to the toxic effects of radium by H. S. Martland in 1925. The cases 
occurred among women employed in painting luminous watch dials at a factory 
in New Jersey, U.S.A.. and the first case was one of necrosis of the jaw which 
was at first supposed to be syphilitic ; subsequent cases occurred, and up to 
May, 1931, 18 deaths had been recorded among these workers. Investigation 
showed that the results, sometimes fatal, were due to poisoning by the radio- 
active materials used in preparing the luminous paint. The girls made a habit 


* Marketed bv Siebe Gorman & .Co. Ltd,, 187, Westminster Bridge Road. London, 
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of ‘pointing' in the mouth their brushes charged with the radio-active material. 
Osteitis, necrosis, and blood changes were among the conditions produced. 
Five patients developed bone sarcomata, some showing extensive metastatic 
deposits In the internal viscera. 

The point which is of especial Interest here is a comment by the same author 
upon the. sale of radio-active waters 41 for the cure of everything from ingrowing 
toe-nail and alopecia areata to the sexual impotence of senescency, high blood- 
pressure. chronic arthritis, and arterio-sclerosis ”. Reference was made to two 
specific instances where the unfortunate patients had been induced to swallow 
vials of mesothorium and radium for between one and two years. Both 
developed necrosis of the superior maxillae, and in one case there was almost 
complete sloughing of the bone. The presence of radio-activity in both of 
these sufferers was demonstrated and measured by physical methods. 

There is no doubt that the public here as well as in other countries is being 
exploited by being induced to buy ‘radium preparations’ which are in most 
cases devoid of any therapeutic value, and, what is far w orse, are likely to 'be 
Injurious to those that use them. The preparations are varied, and range 
from drinking-waters and pills to hair-restorers, soaps, and other toilet prepara- 
tions, as well as to confectionery, such as chocolate. The advertisements of 
these nostrums are usually framed in a manner to catch the eye, and involve 
the promised cure of a whole host of diseases. The first-named authors claim 
that all radio-active preparations designed for internal consumption or intimate 
tissue contact should (if their sale cannot be absolutely prohibited — and why 
not?) be clearly labelled 4 poison’ and generally made to comply with the 
regulations governing the sale of poisons. (See also Toxicology.) 

Urinary Antiseptics (see also articles Ureter, Surgery of ; Urinary 
Antiseptics) . — H. F. Helmholz 11 emphasizes the fact that in the treatment 
of urinary infections with Me then amine a great variety of results have 
been reported. The effectiveness of the drug is dependent on the splitting 
off of formaldehyde in an acid medium in an amount corresponding to the 
concentration of methenamine, the acidity of the medium, and the time for 
action. Treatment with this antiseptic without constant control of the pH 
of the urine is likely to be unsuccessful. 

E, Davies and J. C. Sharpe 13 (Omaha, Nebraska) have studied the clinical 
efficiency of Methenamine, Caprokol, Pyridium, and Acrifiavine in urinary 
antisepsis. The following summary is drawn from their investigations. 

1. As determined by antiseptic tests made before and after administration, 
pyridium, given in capsules to normal persons in unit maximum dosage 
(0*4 gnu.), colours' the urine. 

2. Caprokol (dose, 0*75 grm.), judged by the same standard, exerts an 
irregular and transient antiseptic action in about one -third of the four-hour 
samples. 

8. Methenamine (dose, 1 grm.) is incomparably more efficient than either 
pyridium or caprokol in causing the normal person to secrete urine which is 
antiseptic against both the colon bacillus and the staphylococcus. 

4. Acrifiavine (dose, 0*2 grm.) administered in capsules exerts an antiseptic 
action in normal urine against both the colon bacillus and the staphylococcus, 
which is uniform and consistent to a surprising degree. Urinary alkalinity is 
essential. ■ 

5. Acrifiavine (dose, 0*2 grm.) administered in shellac-coated pills is 
practically inert. 

6. Acrifiavine administered in capsules, although non-injurious in efficient 
dosage, causes unpleasant symptoms (nausea and catharsis) in a fair proportion 
of eases. 
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Z. Acriflaviiie. for the reason given, lias its definite clinical limitations. 
Clinical experience indicates, however, that this drug is of distinct value in 
selected eases, particularly those of acute infections of the urinary tract. 

Thus it will be seen in their tests that pyridium is practically inert, caprokol 
is slightly antiseptic, niethenamine .is quite efficient, and aeri flavine (in alkaline 
urine) is unfailing. 

\Y. B. Tatum 13 (Brooklyn, N.Y.) used pyridium in the treatment of 50 
eases of infections of the upper urinary tract successfully. It is an azo dye of 
the pyridine series and was given in doses of two tablets. 0*1 grin. (11 gr. ) each, 
three to four times daily. 

References. — 1 Amsr. Jour. Med. Sei. 1932, Oct., 555; 2 Practitioner , 1932, Oct., 

471; a Jour. Amer. Med . Assoc. 1932, July 9, 127; ^Practitioner, 1933, April, ’ 545 ; 
hi mer. Jour. Med. Sci. 1932, Nov., 616; 6 Ibid. Dee., 810; 7 Ibid . SIS; -Ibid. 810; 
8 Lancet , 1933, i, 244 ; w Ibid. 1932, ii, 221 ; 11 Jour . of Pediat. 1932, July, 73 ; n Jour. 
Amer. Med. Assoc. 1932, Dec. 17, 2097 ; WMed. Jour, and Record, 1932, Sept. 7, 207. 

PHARMACY AND POISONS ACT, 1933. 

G. E . Oates , M.D., M.E.C.P . , D.PJL 

This new Act brings about a complete reconstruction of the law relating 
to membership of the Pharmaceutical Society, to which all registered pharma- 
cists must now belong, and introduces a new scheme of discipline to be operated 
by a statutory committee. The use of the title ‘ chemist ’ or ‘druggist" by 
retailers is safeguarded. A Poisons Board is to he constituted, which will 
prepare a list of ‘poisons 1 . Those poisons in Part 1 of the list may not be 
sold otherwise than by or through the agency of a registered pharmacist, 
known as an authorized seller of poisons. The poisons in Part 2 of the list 
are those which are in common use for purposes other than the treatment of 
human ailments. Part 2 poisons may be sold not only by authorized sellers, 
but by unqualified persons such as grocers, seedsmen, etc. All this latter group 
of persons must be registered with the local authority. Generally speaking 
the retail sale of all the deadlier poisons is the exclusive right of registered 
pharmacists. Precise directions are given us to the labelling and dispensing 
of poisons. No obstacle is placed in the way of the dispensing of poisons or 
medicines containing such by medical practitioners to their patients for medical 
treatment, nor is there any difficulty likely to arise as regards the purchase 
of poisons for professional purposes by medical practitioners, or for use in 
hospitals, or for research purposes. No alteration is effected in the law relating 
to dangerous drugs. 

PHLEBITIS. (Nee Blood-vessels, Surgery of.) 

PILONIDAL SINUS. (See also Coccygeal Sinus; Cysts and Fistula;.) 

Sir W. I. tie C. Wheeler, F.R.C.SJ. 

This is a small opening in the skin at the level of the saero -coccygeal joint. 
The condition has been referred to as ‘postanal dimple 1 and ‘ post sacra I dermoid’ . 
Occasionally a tuft of hair projects from the opening. The -word ‘pilonidal 1 
is derived from pilus meaning hair, and nidus meaning nest. Pyogenic infec- 
tion of the sinus is not uncommon. The sinus ■ ends blindly in a sacculated 
pouch. Incisions into the inflamed sinus are not curative. Excision of the 
tract is necessary. 

M. Weinstein 1 describes the steps of the operation. After injection of a 
local anaesthetic, an elliptical incision is earned well beyond the sinus opening 
and all scars of previous operations. The skin is undermined in the manner 
illustrated (Plate XLJI , Fig. A) In this way the base of the excised tissue is 
much larger than the superficial skin-covered portion, The dissected mass 
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is stripped from the periosteum of the sacrum and coccyx in the mid-line and 
on the sides from the gluteal fascia {Plate XL1I, Fig. B). It is only by wide 
incision that prevention of recurrence can be assured. The wound is stitched 
with interrupted sutures, and a small drain left in the lower angle. 

F. Glenn 2 deals with the same subject and discusses etiology. He states 
that the active sebaceous and sweat glands fill the tract with irritating material ; 
once the continuity of the cutaneous lining is broken infection gains entrance 
and persists. The patient is seldom aware of the existence of these lesions 
until infection has taken place. Glenn recommends block excision and closure 
of the wound. Less than half the eases heal by primary union. He suggests 
the injection of the sinus tract with methylene blue. By this means it is pos- 
sible to make a block dissection beyond the extension of the dye. Glenn 
summarizes his observations as follows : (1) A review of the theories of the 
origin of pilonidal sinus is inconclusive. (2) The infected pilonidal sinus is 
of clinical importance. (8) A review of 120 cases is given. (4) Incomplete 
excision of the entire sinus tract and its arborization results in recurrent 
symptoms necessitating further treatment. 

References. — l Ann. of Surg. 1933, Jam, 80; -New Eng. Jour. Med . 1932, Sept. 22, 
544. 

PITUITARY ROBY, DISORDERS OP. 

W. Langdon Brown, M.D . , F.R.C.P . 

As in several recent years, the pituitary continues to supply some of the most 
interesting work in the endocrinology of the year. Much of this is detailed 
in Cushing's fascinating Harvey Society Lecture, 1 in which he reviews the ideas 
of dyspituitarism expressed twenty years previously in the light of our present 
knowledge. This gives a vivid picture of the progress made. He gives as a 
personal reminiscence the fact that in 1900 Frohlich and he were co-workers 
in Sherrington's laboratory at Liverpool when Babinski reported a ease, 
unknown to them, of the syndrome which now goes by Frohlieh’s name, and of 
which Frohlich published a description the next year. Babinski is therefore 
unquestionably entitled to full priority in regard to this syndrome. 

In order to maintain a clear path through the multiplicity of observations, 
they will be arranged under the different groups of cells in the pituitary believed 
to be associated with the respective findings. 

Anterior Lobe. — 

1. Chromophobe Cells. — R. Collin’s 2 claim that these are the mother cells of 
both the eosinophil and basophil cells has much in its support. It would also 
explain remarkably well certain clinical facts. Although both Babinski and 
Frohlich each described the adiposogenitalis syndrome in patients with a 
chromophobe adenoma (thereby impressing the profession with an unduly 
unfavourable view of its prognosis), it is now clearly recognized that much 
more benign and even temporary conditions of this kind occur. Some of them 
are merely instances of delayed development and show a normal -pituitary fossa 
in the skiagram. This is quite explicable if the chromophobe cells have merely 
delayed their differentiation into . the cells controlling growth and sexual 
maturity, since they have no secretory action themselves. 

Some authorities regard the ‘pregnancy cells’ described by Erdheim and 
Stumme as enlarged chromophobe cells arrested in their differentiation. Nor- 
mally the chromophobe cells form 52 per cent, the eosinophil 87 per cent, and 
the basophil only II per cent of the cells in the anterior pituitary, according 
to A. T. Rasmussen. 3 

Operations for chromophobe adenomas are undertaken largely to preserve 
vision, for the expanding lesion stretches and distorts the underlying optic 
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chiasma, and after its removal the compressed normal elements of the gland, 
in fortunate instances, resume their functional activity. Cushing does not 
believe that the adiposogenital symptoms brought about by such tumours 
are due to involvement of the mid-brain, because, unlike hypophysial duct 
tumours, they are not accompanied by polyuria. 

2. Eosinophil Cells. — The evidence that these cells are concerned with growth 
is steadily accumulating both on the positive and negative sides. The evidence 
as’ to the positive effects of eosinophil excess is well established, though Max 
Aron and others 4 doubt whether this is a direct effect, and suggest that it is 
due to an indirect effect through a thyroid-stimulating hormone. It is unneces- 
sary to labour well-known points concerning gigantism , but it is worth men- 
tioning that Cushing 5 describes two cases of excessive growth in boys which 
was arrested by irradiation of the pituitary. In this connection he makes 
the interesting remark that certain American College records show that "whereas 
when he was an undergraduate forty years ago only 5-67 per cent of the fresh- 
men were six feet or more in height, the figure is now 19*47 per cent. He 
speculates as to whether hereditary influences, or a growth-stimulating diet 
with present-day attention to vitamins, or an overactive pituitary gland is 
responsible for so striking a change in so short a time. 

The evidence as to the negative effects of eosinophil lack is steadily increas- 
ing. P. E. Smith and E. C. MacDoweli 6 have made the surprising discovery that 
a defective gene leads to a congenital absence of eosinophilic elements in the 
pituitary of a strain of hereditarily dwarfed mice. The importance of this 
observation both in pathology and genetics is far-reaching. 

The new clinical observations on eosinophilic lack centre round Simmonds ’ 
disease. In a review’ of twenty-four eases, the destruction of these cells was 
found to be due to the following causes, in order of importance : Puerperal 
sepsis (septic embolus), 9 ; syphilis, 5 ; cyst, 4 ; tuberculosis, 2 ; unknown, 4. 
(quoted by L. D. Adler 7 ). As the outstanding cause is an embolus in puerperal 
sepsis, the disease is more frequent in, but not confined to, the female sex. Adler 
describes a case in a woman of 35 following a profuse post-partum haemorrhage 
with an infective process. H. H. Rieeker and A. C. Curtis 8 describe three 
cases, two in men and one in a woman ; in two of these syphilis appeared to be 
responsible. A number of necropsies have been reported in Germany, in which 
only the eosinophil ceils were destroyed. It is unlikely that the basophilic cells 
have any relation to the syndrome, since Simmonds found that a basophilic 
adenoma was unable to protect against the development of the clinical picture. 

The classical symptoms are premature ageing, gonadal atrophy, early and 
complete amenorrhoea, loss of pubic and axillary hair, atrophy of the lower 
jaw with loss of teeth, lowering of the basal metabolic rate, and a shrinking of 
the viscera which sharply contrasts with the splanchnomegaly of acromegaly. 
Anaemia with eosinophilia, hypotension, bradycardia, hypothermia, and achylia 
gastrica are also mentioned by S. Silver 9 as points to be looked for. All 
these symptoms will not be found in any one case, but the presence of several 
of them is always suggestive. Similar symptoms in youth constitute ‘progeria’, 
a striking development of premature senility. It is possible that Lorain’s 
type of infantilism is a less severe form of the same thing. 

Treatment by Anterior Lobe Extracts has helped in some cases (Keye, 
Zondek, Lichtwitz) but by no means in all. Caution in the use of such 
extracts is indicated by the recent confirmations of Houssay’s work, showing 
that they are capable of exciting glycosuria. Galta advocates Insulin for 
this as for other cachectic diseases. 

3. Basophil Ceils. — In view 1 * of the great interest aroused in Cushing’s syn- 
drome of 4 pituitary basophilism’, his recent classification of its signs and 
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symptoms is worth putting on record: ( i > A rapidly acquired, peculiarly dis- 
posed, and usually painful adiposity (in one instance representing a 40 per cent 
gain in weight), confined to the face, neck, and trunk, the extremities being- 
spared ; (ii) A tendency to become round-shouldered (kyphotic) even to the 
point of measurable loss of height, associated with lum bo-spinal pains ; (ill) A 
sexual dystrophy, shown by early amenorrhaea in the females and ultimate 
impotence in the males ; (iv) An alteration in normal hirsuties, shown by a 
tendency to hypertrichosis of the face and trunk in all the females as well as in 
pre-adolescent males, and possibly the reverse in adult males ; (v) A dusky 
or plethoric appearance of the skin with purplish lineec atrophica* ; (vi) Vascular 
hypertension : (vii) A tendency to erythmmia ; (S) Variable backaches , abdominal 
pains, fatigability , and ultimate extreme weakness. 

Cushing 1 has recorded another case with a full account of the basophilic 
adenoma revealed post mortem. He suggests that some of the widespread and 
extraordinary effects of this comparatively small lesion are produced by the 
passage of its secretion, possibly modified by its passage through the posterior 
lobe and stalk, into the diencephalic nuclei. To this he ascribes at any rate the 
adiposity and the hypertension . But lie also emphasizes the bony changes , such as 
kyphosis and spontaneous fractures due to decalcification, and the formation 
of renal calculi, which recall the features of hyperparathyroidism. Yet when 
the parathyroids have been examined in cases of pituitary basophilism no 
adenoma has been found there. Still the clinical association is a very striking 
one. It assumes further interest when one recalls that Paget’s disease has 
been associated by some with the pituitary on the one hand and with generalized 
osteitis fibrosa on the other. 

That the adrenals play some part in the syndrome is very probable. They 
have been, found enlarged in several eases, such as Parkes Weber’s, and in the 
past there has been a tendency to attribute virilism to cortical adrenal tumours 
without; reference to the pituitary. But, as B. C. Moehlig and G. S. Bates 10 
insist, the adrenal cortex reflects the state of the pituitary gland ; hyperplasia 
or hypoplasia of one is accompanied by a similar change in the other, except 
apparently when a temporary compensatory enlargement of the pituitary 
follows experimental adrenalectomy. But even this is soon followed by 
degenerative changes there. They conclude that some of the symptoms of 
primary adrenal disease are due to secondary effects on the pituitary. 

It may well be asked, if the basophil cells secrete the sex hormone, why 
should ammorrhoea be a constant accompaniment of this syndrome. This 
would appear to be an end-result of pituitary overaetivity, for, as we know 
from Zondek’s work, repeated injections of anterior lobe substance may reduce 
the whole ovary to a mass of corpora lutea. The atrophic and fibrotic ovaries 
found in basophilism seem to be the late result of this lutein stage. A milder 
condition of the same thing would account for the early onset of the catamenia 
followed in a few years by amenorrlioea that is met with in a number of pituitary 
disorders. All this strengthens the case for those who believe that there is 
only one gonadotropic hormone secreted by the anterior pituitary, and that 
its oestrogenic and luteinizing effects merely depend on the stage of the men- 
strual cycle and the amount secreted. It also raises the question of the nature 
of the anterior pituitary-like substance found in the placenta. In view of its 
abundance compared with the small amount found in the pituitary at any 
one time, doubts have been thrown .on the identity of the hormones found in 
these two sites. Some observers,, such as Aron 4 and Klein, believe that the 
hormone found in the urine of pregnant women, on which the Aschheim- Zondek 
test for pregnancy depends, is formed in the placenta and not by the pituitary 
at all. One might suggest that its relative abundance in the placenta would 
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maintain the supply of progestin which is so important for the retention of 
the products of conception in the uterus. Cushing even regards the evidence 
that the basophilic cells are concerned with the gonadotropic hormone as 
contradictory and inconclusive. There is, however, Goetsclrs observation 
that after operative removal of the anterior lobe there is a permanent decrease 
in the number of Leydig's cells and a lack of spermatogenesis. 

The polycythccmia of basophilism has been elaborately studied by R. C. Moehlig 
and G. S. Bates. 10 They are inclined to refer this, like the adiposity and hyper- 
tension, to involvement of the diencephalon. There is a type of polycvthsemia 
which differs from Vaquez's disease by the coexistence of hypertension, and 
Cast ex believes this to be a diencephalic syndrome. Sehulhof noted during 
the epidemic of encephalitis Icthargica that polycythemia was not an uncommon 
complication, which stimulated him in conjunction with Matthias to test the 
possibility of inducing polycythemia experimentally by lesions in this part 
oft lie brain, with positive results, 'Doll and Rothschild have reported familial 
polycythsemia in conjunction with Huntington’s chorea. Vaquez’s polycyth- 
emia has been reported as a familial disease in some eases, and narcolepsy 
(which is associated with the pituitary" by some) is not infrequently found in 
eases of polvcytluemia. They conclude that polycvthaemia is the result of 
pituitary influence (we presume they mean in conjunction with the dienceph- 
alon) on the reticulo-endothelial system. Bearing in mind the influence 
of the pituitary on growth, it is reasonable to assume that this important 
system should be stimulated to activity by its secretion. On this view, how- 
ever, it is difficult to explain the mild polycvthsemia so frequently found in 
Fro! ili ch’s syn cl rorae . 

Posterior Lobe.— The idea of the pituitary as a functioning whole was 
disrupted when Howell showed in 1898 that its blood-pressure-raising effect 
was confined to extracts . of the posterior lobe. After I low'd Ps discovery 
fifteen years passed before it was found that posterior lobe extracts could 
control diabetes insipidus, and ten years more before the relation of this to 
certain clusters of nerve cells in the hypothalamus was appreciated. 

T. Lueeherini 11 regards diabetes insipidus as due to a familial osteodystrophy 
probably of endocrine origin, leading to a particular conformation of the skull. 
C. Faciii 12 advocates its treatment by X Rays to the pituitary fossa, combined 
with the administration of powdered Extract of the Posterior Lobe by the 
nasal route. I). Seherf 13 recommends 0-5 grm. of Amidopyrine by intra- 
muscular injection, which is much cheaper than pituitrin. It will not completely 
replace it, however, because it leads to considerable retention of sodium chloride, 
and loses its effect on prolonged medication. 

Of the many other functions of the vasopressin fraction of pituitrin, two 
points only need be alluded to. It is easy to produce hypoglycsemic shock 
in totally hypophyseetomized dogs by insulin, but this can be prevented by 
a simultaneous injection of pituitrin , thus clearly showing again the antagonism 
between the posterior lobe of the pituitary and the cell islets of the pancreas. 

It is recognized that the posterior lo'be has an influence on fat metabolism. 
This applies also to cholesterol metabolism, in which the adrenal cortex too 
appears to play a part. As cholesterol disturbances are also associated with 
hypertension, diabetes, and nephritis, all of which may accompany pituitary 
basophilism, it is tempting to assume that the posterior lobe Is herein con- 
cerned also. But it would be premature to attempt an account of cholesterol 
metabolism at present. Suffice it to -say that facts are accumulating on this 
subject, which when the time comes to co-ordinate them, will throw a flood 
of light on the relationship between the reticulo-endothelial system and the 
endoerines. 



Pituitary Body^ Disorders of 338 


ME13 1 CAXj ANNUAL 


The following general conclusions drawn by Cushing from his latest study 
of the subject may suitably bring this review to a close. 4i Out of all the present 
welter of discovery relating to the internal secretions, it becomes increasingly 
evident that the pituitary gland holds a dominating position in the endocrine 
series and exercises direct or indirect control over an unsuspected number of 
biochemical processes of utmost importance to the economy of the body. . . . 
The fact that adolescence normally occurs during a period of very rapid growth 
would suggest that [their respective hormones] at least do not work in opposi- 
tion as some of the early experiments with the injection of growth extracts 
had suggested. . . . During the past two decades much has been learned about 
pituitary dysfunction from many angles ; from comparative and experimental 
zoology most of all ; from clinical pathology a great deal ; something from 
histologic cytology ; and, as yet, all too little from biochemistry, to which we 
pin our chief hope.” 

References.' — % Arch. of Internal Med . 1933, April, 4S7 ; . -La Neurocrinie liypophysaire. 
1928, Paris, Dom : s Amer. Jour. Pathol. 1929, May, 263 ; 4 Presse mid. 1932, Dec. 31, 
1982 ; Mrch. of Internal Med. 1933, April, 506 ; *Anat. Record , 1930, 1, 85 ; 7 Jour . Med. 
Assoc. S. Africa, 1933, April 8, 216 ; s Jour. Amer. Med. Assoc. 1932, July 9, 110 ; 9 Arch, 
of Internal Med. 1933, Feb., 175 ; Mbid. 207 ; 11 PolicUnico (Sez. Med.), 1933, Jan., 53 ; 
i mid. (Sez. Prat,), 1932, July 25, 1161 ; l3 Wien. Arch. f. inn. Med. 1932, July 15, 457. 

PITUITARY BODY, SURGERY OF. Geoffrey Jefferson, M.S., F.R.C.S. 

C, H. Frazier, 1 who was, with the late Sir Percy Sargent, the leader in neuro- 
surgery in the transfrontal approach to the pituitary body, publishes a well- 
illustrated account of the operation as he carries it out to-day. He had done 
recently 80 cases with 1 death, but also lost the 37th. Except for the illustra- 
tions there Is nothing new in this paper, and, though concerned with a smaller 
series of cases, two other papers, one by J. E. Paterson 2 and the other by 
Adams McConnell, 3 are more important. Paterson describes the histories and 
clinical findings in a series of 7 chiasmal lesions. It is clear that they have 
been most carefully worked up and skilfully handled surgically. Paterson has 
cause to regret that the cases were not diagnosed earlier. There come times 
to the neuro-surgeon when it seems to him that the ophthalmologists think of 
everything except local tumour compression as a cause of optic atrophy, for 
in too many cases the atrophy is so far advanced that the most brilliant tech- 
nique and the best of good fortune in the nature and relations of the tumour 
bring much less improvement than could have been desired. 

Paterson’s cases comprise four chromophobe adenomas, two meningiomas, 
and one hydrocephalus simulating a pituitary tumour. McConnell’s cases 
are an important series. The first one was one of the uncommon gliomas of 
the optic chiasm in a boy of 13 J years. He was stunted in height, he had had 
a long period of polydipsia and polyuria, he had a right homonymous hemianopia, 
and finally a right-sided hemiparesis. Mentally he was precocious and quite 
free from headache. At operation the left optic nerve v T as found to be greatly 
thickened, and the glioma (for such it proved to be on section) had presumably 
involved the chiasm and optic tract on the left and no doubt had also interfered 
with the tuber. A very similar ease history follows, with somewhat similar oper- 
rative findings. The third ease can be compared with Paterson’s fifth ease, 
and H. Cushing’s 4 famous Case 88, for it was one of internal hydrocephalus 
simulating a pituitary tumour. In McConnell’s case, as in Cushing’s, the 
dilated third ventricle was opened by the trans-sphenoidal route, with fatality 
from ascending infection. Paterson’s .case, opened by the transfrontal route, 
came to no harm. Two other cases of pituitary infantilism explored by 
McConnell were due, one to chiasmal arachnoiditis, the other to a Rathke 
pouch tumour. The five cases in children reported by McConnell form an 
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exceptionally interesting group. Changes in the optic nerve-head anc! In the 
fields of vision were present, whence, of course, the operations ; but in two 
and perhaps in a third case the sella was normal radiographically apart from 
faint traces of calcification above it. This is important in itself, for it empha- 
sizes the fact that exploration should be earned out on field detects alone, 
regardless of the X-ray appearances. In children presenting visual defects 
the clinician would usually suspect a Rathke pouch tumour ; in adults it might 
still be such a lesion but is more likely to be a suprasellar meningioma. The 
fact that symptoms indistinguishable from those of pituitary infantilism can 
occur in gliomas of the optic nerves is an interesting point which here once more 
finds substantiation. And it is a curious fact that these gliomas are more 
common in children than in adults. There is something about the patho- 
genesis of these tumours which has not yet been discovered. 

References . — 1 S urg. Gynecol, and Obst . 1932, Sept., 330; 2 Glasgow Med. Jour. 
1932, Sept., 149 ; a Jri.sh Jour. Med . Sci. 1932, July, 351 ; *The Pituitary Body, 194, 
1912, Philadelphia. 

PLAGUE. Sir Leonard Rogers , M.D. , F.R.C.P. , F.R.S. 

Epidemiology. — H. H. King and P. V. S. Iver 1 report on the seasonal pre- 
valence of rats and rat-fleas in parts of South India, and they confirm the low 
incidence of fleas in the dry hottest months and their increase with the onset 
of the cooler and more humid south-west monsoon season, to reach a maximum 
in the cold weather and during the north-east monsoon. X. ckeopis shows 
by far the greatest seasonal changes, and X. astia is hardier and less susceptible 
to seasonal conditions. P. V. S. Iyer 2 reports on a rat-flea survey in the 
Mysore State in Southern India, where R. rattus wroughtoni was common in 
addition to the ordinary brown-bellied variety, and X. cheopis was associated 
with the cotton trade and X. braziliensis with the grain trade, and some facts 
pointed to the latter being associated with the transmission of plague, although 
X. astia is not. The effect of the sun in disinfecting grain in bags from infected 
fleas has been investigated by €. G. Pandit and others, 3 and they found the 
fleas normally tend to congregate in the peripheral layers, where the sun may 
kill them, but that they can and do migrate into the interior of the bags out 
of the reach of the action of the sun, while as they are most dangerous in the 
cold season sun disinfestation is of no practical value as a prophylactic measure 
in S. India. W. J. Webster 4 also records a note on Indian plague rats in which 
lie has collected useful data for their identification. The same worker 8 records 
interesting notes on a study of plague in the field, including rat-catching and 
rat flea surveys. 

Treatment. — R. R. R. Rao 6 quotes the successful treatment of four cases 
of plague by G. W. Vincent with Bayer 205, and adds three cases of his own in 
which he gave 0*9 grin, in 10 e.c. of distilled water intravenously, with recovery. 

References.— l Ind. Jour. Med. Research , 1932, April, 1007; -Ibid. 975; z Ibid. 
1039; Mnd. Med. Gaz. 1933, April, 214; Ubid. 1932, Dee., 693; Mbid. Nov., 620. 

PNEUMOCOCCAL PERITONITIS. (See Peritonitis, Pneumococcal 
and Streptococcal.) 

PNEUMONIA. J. F. Gaskell, M.A . , M.D., F.R.C.P , 

The year's literature is almost entirely confined to the distribution of the 
various types in health and disease, and to the effects of treatment by Felton’s 
serum in cases of lobar pneumonia. R. L. Cecil 1 gives the distribution in the 
Bellevue Hospital, New’ York, for a period of ten years, 1920-30, in a total of 
over 4000 cases. He gets 32*2 per cent Type I, 23*0 per cent Type II, 11*1 per 
cent Type III, and 33*8 per cent Group IV or X. R. R. Armstrong and 
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R. Sleigh Johnson 2 in London found Type I 83 per cent, Type II 36 per cent, 
Type III 2 per cent, and Group IV 33 per cent. Cowan and others 8 found in 
Glasgow 87*6 per cent Type I, 34*6 per cent Type II, 4-2 per cent Type HI, and. 
23*6 per cent Group IV. Levi in Florence finds 20*5 per cent Type I, 24*8 per 
cent Type II, 18*9 per cent Type HI, and 27*3 per cent Group IV. These figures 
have been quoted in order to emphasize the remarkable similarity in percentage 
in various parts of the world. Type III is comparatively uncommon, while 
Types I and II occur in 53 per cent to 70 per cent of all cases. Group IV, com- 
prising the twenty -nine other types established by Cooper in America and 
Gundel in Germany, is, however, responsible for about 30 per cent of cases and 
is therefore by no means negligible, though M. Gundel 3 in Heidelberg finds over 
90 per cent to be Type I or II, Group X or IV being not found. It may there- 
fore be taken as established that Types I and II play by far the greatest role 
in lobar pneumonia. 

Bronchopneumonia and bronchitis, on the other hand, are comparatively 
seldom due to the first two types. Gundel 3 finds 86 per cent due to Group IV, 
which compares closely with the already published findings in America, and 
also with the somewhat higher figures quoted by R. Cruickshank 1 for Glasgow 
in his Mi troy Lecture. 

The distribution of the types in the normal population in Germany has also 
been summarized by M. Gundel and L. Seitz, 5 who find 0*9 per cent Type I, 1*0 
per cent Type II, 7 per cent Type III, and 91 per cent Group IV. These 
observers also have found that the frequency of occurrence of the various types 
forming Group IV is remarkably similar in both normals and patients in whom 
they produce disease. These figures agree closely with those previously obtained 
in America, and give additional support to the view that lobar pneumonia 
is an epidemic disease spread by carriers, while bronchopneumonia is due to 
organisms almost universally carried in a civilized community. 

lb Cruickshank 6 has investigated the length of. time that convalescents can 
be carriers, and finds that virulent type pneumococci are present in the throat 
for some months in quite a high percentage : certain eases appear to become 
permanent carriers. I. M. Christie 7 finds that 24 per cent of cases leave 
hospital carrying virulent pneumococci. The supervision of convalescents Is 
thus an import, ant problem. 

J. M. Cowan and others 8 have investigated the age distribution of lobar 
pneumonia, and obtain practically the same curve for Types I, II, and Group IV, 
with its apex in the early adult, while Type III has the same Incidence at all 
ages. This probably accounts for the high mortality figures universally given 
for Type III, as it occurs relatively more often in old and feeble patients. 

.Treatment. — The results of serum treatment In America by Felton’s Serum 
are described by H. L. Cecil, 1 who in carefully controlled observations has 
obtained a reduction of mortality in Type I from 31 to 20 per cent, with general 
Improvement in the patients’ condition, and a freeing of the blood-stream 
from cocci. In Type II the results are less striking, the fall only being from 
45 to 40 per cent. The experience of R. R. Armstrong and R. Sleigh Johnson 2 
is similar : the duration and height of fever is lessened and the general condi- 
tion is improved, though they find little effect in very severe cases. J. M, 
Cowan and others agree, and report in Type I cases a fall in mortality-rate for 
Glasgow from 18*4 to 14*1. They have used the rapid typing methods 6 of 
Armstrong and Sabin which are essential for .early treatment. All authorities 
agree that serum is useless after the fifth day. M. Finland and W. D. Sutliff 10 
report better success with heroic doses of Type II serum, getting a mortality 
reduction of from 46 to 20 per cent in a controlled series. 

J. W. Parsons and W. D. Sutliff 11 describe a bedside agglutination method for 
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regulating serum dosage, which lessens expense of treatment and gives as good 
results as greater uncontrolled dosage. 

W. I). Sutliff with others 12 has also compared non-specific (antimeningoeoccal ) 
serum with specific, and finds the former gives a fleeting temporary improve- 
ment only, the latter a permanent one. There is thus general agreement that 
specific serum treatment is of great value in the earlier stages of lobar pneumonia. 

With regard to other methods of treatment, W. W. G. Maclachlan , 13 investi- 
gating further treatment by Glucose, now reverses his opinion and considers it 
of no specific value. A. J. Orenstein 14 finds no ameliorating effect with 
Yitamln A in native mine-workers of South Africa in a series of nearly 400 
cases and 400 controls. 

References. — x Brit. Med . Jour . 1932, ii, 657 ; 2 Jbid. 662; *Zeits. f, Hyg. u. Inf eh- 
t i onskran kheite n , 1933, cxv, 495; 4 Lancet , 1933, i, 563; 5 Klin. Woch. 1933, June 17 ; 
0 Lancet , 1933, i, 680 ; 7 Ibid. 1932. ii, 1173 ; H Ibid. S ; 9 Glasgow Med. Jour. 1933, June, 
148 ; m Jour. Amer. Med. Assoc. 1933, Feb. 25, 560 ; 11 Amer. Jour. Med. Sci. 1933, 
July, 52 ; v2 Areli. of Internal Med. 1933, March, 435 ; 13 Amer. Jour. Med. Sci. 1932, 
Oct., 511 ; U S. Afrie. Med. Jour. (B.M.A.), 1932, Nov. 12, 685. 

FNEUMONOKONIOSIS. . J. F. Gmkell , M.A., M.D., F.H.C.P. 

A comprehensive review of the present position of the subject is given by 
E. H. Kettle 1 in his opening address to the Pathological Section of the British 
Medical Association. Silica is the type cause, but asbestos also produces the 
condition. He holds the effect is a chemical rather than a mechanical one, and 
the favourable site for the tubercle bacillus thus formed can.be shown experi- 
mentally in the mouse. Infective silicosis is probably a slow tuberculosis 
infection in highly resistant individuals, the accompanying silicosis aiding 
the infection. Subcutaneous injection of dust is experimentally valuable as 
a test. Other dusts may also be a cause, as C. Badham and H. B. Taylor 2 
emphasize. They hold that silicates are effective and are the cause of 
pneumonokoniosis in coal-miners, especially anthracite workers. They describe 
a case in a man who had only worked in coal. The silica was in the form of 
silicates in the lung. A. F. Sladdcn’ also questions the harmlessness of silicates, 
and gives quantitative figures for the silica content of the lung. If over 1 per 
cent fibrosis is important in extent ; if over 1*6 per cent fibrosis is very severe 
and may in itself prove fatal. 

References. — l Brit. Med. Jour. 1932, Aug. 13, 281 ; “Med. Jour, of Australia, 1933, 
April 29, 511; Mamet, 1933, ii, 123. 

POISONING. (See Toxicology.) 

POLIOMYELITIS, ACUTE. Macdonald Critchley , M.I). , FM.C.P. 

The Pr© -paralytic Stage, — The successful treatment of a ease of polio- 
myelitis obviously depends upon the recognition of the nature of the malady 
at the earliest possible moment. If convalescent’s Serum is to be used, it is 
essential that it be administered prior to the onset of paralysis. The highly 
important question therefore arises of how the diagnosis is to be made before 
the development of obvious paralytic manifestations. ' At times this would 
appear almost impossible owing to a fulminating manner of onset ; such cases, 
however, are fortunately rare even in this country. In Australia and the 
United States, where poliomyelitis is encountered in numbers far exceeding 
our experience in this country, the fulminating type of onset appears to be 
even less common. Close observation will probably reveal symptoms, bearing 
little or no relationship to the nervous system, appearing for a varying length 
of time prior to the onset of paralysis. According to J. Macnamara and F. G. 
Morgan , 1 in their experience of the Victoria epidemics of 1 925-31 , the common 



Poliomyelitis, Acute 


862 


MEDICAL ANNUAL 


mode of onset is either of the straggling or of the 4 dromedary’ type described 
by G. Draper . 2 In the former the illness had lasted from two to seven days ; 
in the latter up to fourteen days, a period which includes an intermission of 
apparent recovery (Fig. 77). This latter or ‘dromedary’ type comprises 
usually a story of two or three days’ indefinite illness, with fever, vomiting, 
drowsiness, and lassitude ; then, comes a period of improvement wherein the 
child may resume school ; a second phase of illness follows, succeeded after 
twenty -four to forty-eight hours by paralysis. The chief symptom during this 
pre-paralytic phase is fever, which is rarely high except with young children 
during the height of the epidemic. Headache is complained of by the older 
children and adults. Drowsiness with irritability is noticed. Pain in the 
neck or between the shoulders is frequent, and pain may also be complained of 
in one limb. Australian observers often speak of a dengue-like state in which 
the child offers intense resistance to anything in the way of voluntary move- 
ment or interference. Vomiting has usually occurred once. Constipation is 
usual. Rarer symptoms, which nevertheless are important diagnostic points, 



Fig. 77. — Diagram of ‘dromedary’ curve, after Draper, a , General systemic infection 
(5-6 days); h, Latent period (2 hrs.~6 days); c, 0.ET.8. period (2-0 days). ( 'Reproduced from 
the 1 Medical Journal of Australia ’.) 

include photophobia, local sweating, retention of urine, and tremor. Two or 
three special signs are of importance. Most valuable of all is the 4 spine sign’, 
or disinclination to flex the spine anteriorly on account of pain. Marked head 
retraction is not to be expected. Maenamara and Morgan state that the spine 
sign must be looked for with deliberation, and suggest the following means of 
elicitation. Take the child from the bed, place him in a sitting position, and 
gently persuade him to kiss his knee. The child will give up the attempt 
because it causes pain in the neck, between the shoulders, in the backs of the 
legs, or even along the whole extent of the spine. In the cases of infants and 
adults the spine sign may be tested by passive manipulation of the vertebral 
column. Amos’s sign — less common in occurrence— is demonstrated by placing 
the child in a sitting position on a firm base. The child will assume the 
attitude of a tripod — using both arms to support part of the body weight and 
to hyperextend the spine. 

Changes in the cerebrospinal fluid offer considerable assistance in the 
diagnosis of the pre-paralytic stage. Draper points out that no cellular increase 
is to be expected during the first period of malaise — the first hump of the 
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dromedary — -but that a polymorphonuclear leucocytosis occurs at the time 
of the second hump. The number of lymphocytes gradually increases, how- 
ever, at the expense of the polymorphs, so that by the time paralysis appears, 
only 5 to 10 per cent of the cells are of the latter type. Globulin appears 
late in the pre-paralytic stage, reaching its highest concentration when paralysis 
has developed. The chloride content is normal. It is highly desirable that 
the examination of the cerebrospinal fluid should be carried out at the bedside. 
Whilst this is being done the needle may be left in the theca with the stylet 
replaced, and, if the diagnosis of poliomyelitis is confirmed, serum can be 
straightway administered. In this way the minimum of delay and of dis- 
comfort is attained. 

Physical Constitution and Susceptibility to Poliomyelitis. — It is always 
wise, when considering infective disorders, to turn at times from the toxic 
agent to a consideration of the host. Are there special factors, inherent or 
acquired, physical or psychological, which affect the degree of susceptibility 
of an individual towards one particular infective process ? This question 
becomes especially apposite when the infection is one widely distributed 
throughout the community. G. Draper 3 has directed attention towards the 
human factor in infections with poliomyelitis, and inquires why, if the infection 
be ubiquitous, should there be selection of cases. From his experience, com- 
mencing with the New York epidemic of 1916, the author believes that a 
special physical habitus is “ a factor in the occurrence of infantile paralysis of 
equal importance with the virus ; and as far as the development of paralysis 
is concerned, the constitution of the child is of greater significance than the 
virus.” The special physical characteristics to which Draper attaches impor- 
tance are : wideness of the interpupillary space, overbite or even prognathism, 
short and broad hands, and wide pelvis. Frohlich types are not uncommon. 
Lunulae are frequently missing from the nails. One of the most striking of the 
alleged characteristics is a Mongoloid type of palpebral fissure with epicanthic 
folds. Other features believed to be characteristic include : pigmented spots 
or moles, large widely-spaced teeth, hypertrichosis, and lymphatism. This 
study of Draper’s, however, has not been supported by later investigations. 
In an anthroposcopic survey of a series of 52 children paralysed in the New 
York epidemic of 1931, M. I. Levine, J. B. Neal, and W. II. Park 4 failed to 
discover any recognizable habitus or bodily type. The authors paid especial 
attention to those features indicated by Draper, and attribute their negative 
findings to a greater care in the selection of control cases from subjects of 
analogous age and racial stock. 

Use of the Drinker Respirator. — J. L. Wilson 5 suggested that a thera- 
peutic trial of the Drinker respirator is desirable whenever there is discovered 
any reduction of the vital capacity from weakness of the respiratory muscles 
in poliomyelitis. One should not wait until cyanosis or marked dyspnoea 
appears. The use of the machine is not recommended in cases of bulbar 
paralysis (the intercostal muscles not being involved), except as an emergency, 
and only after every attempt has been made to free the pharynx from secre- 
tions. It was not always possible to foretell accurately the effectiveness of 
the respirator before a trial. In three fatal eases where the respirator had 
been used, there was no evidence that any harm had been done, beyond a 
moderate emphysema. The author records six eases of paralysis of the 
intercostals and of the diaphragm from poliomyelitis, where by means of 
the Drinker respirator pulmonary ventilation was maintained over long 
periods. C. Wesselhoeft and E. C. Smith 6 believe that those unfamiliar 
with respiratory failure in poliomyelitis are apt to overestimate the value 
of the respirator in this disease by failing to differentiate the various 
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types of respiratory failure. In the pure spinal type there is a very good 
chance of survival if the machine is used promptly. In the pure bulbar type 
(with paralysis of the glossopharyngeal and vagus nerves) the authors believe 
the respirator to be of little avail. Where co-ordination with the machine is 
impossible or where jerky breathing or hiccup is present, the patient; may he 
worse off with the respirator. Where co-ordination wavs possible, the respirator 
afforded great relief and comfort even in fatal cases. Of the authors’ 170 
cases of poliomyelitis, 30 were treated in a Drinker respirator : 13 of these 30 
were admitted with respiratory failure, 6 being in extremis ; 10 out 'of these 
13 died. Seventeen cases developed respiratory failure after admission, and 
7 of these died. It would therefore seem that when respiratory failure develops 
with a respirator at hand, the chances of recovery are much better. 

E. Smith 7 has given a practical account of the indications for the use of 
the respirator and of the management of the patient therein. The clinical 
picture of a child with respiratory paralysis, where the use of a respirator is 
indicated, is described by the author as follows: 44 The child lies in bed 
motionless ; the eyes have a fearful stare ; the face is dusky ; the lips are 
cyanotic ; the alee nasi dilate with every inspiration ; the accessory muscles 
of respiration, especially the stemncleidoniastoids, become visible with every 
inspiration ; speech is difficult, quick, and whispered ; the sentences are short 
and broken up by inspirations between words and occasionally between 
syllables ; respirations are extremely shallow' ; the chest and the abdomen are 
practically vibrationless ; the temperature steadily rises and may attain 
105° F., the pulse progressively mounts ; the child perspires freely ; sleep is 
impossible and the patient may remain awake for days, growing weaker, by the 
hour. The most important indication for placing a patient in the respirator 
is a diminished vital capacity, which can easily he determined by the counting 
test. ■ As soon as' the patient is placed within the respirator cyanosis disappears. 
The face registers satisfaction and contentment. The respiratory rhythm of 
the patient and that of the apparatus soon synchronize, and the patient fails 
into a refreshing sleep which may last twenty-four hours. Thereafter he 
becomes a nursing problem.” One or two points are stressed by the author 
with respect to the management of the respirator: (1) Use 10 cm. of 
negative water pressure for children under 10 years of age ; (2) Increase by 
1 cm. every three or four days up to 15 cm. ; (3) Adjust the speed of 
respiration in the apparatus to coincide with the normal respiratory rate of 
the patient. 

Patients remain within the apparatus undisturbed, except for being turned 
several times daily. Attention and nursing care are carried, out through the 
port-holes. As soon as it is possible, they are weaned from the respirator in 
the following manner : they are removed for one hour the first; day, two hours 
the second, and so on, until on the eighth day they should he able to stay out 
of the respirator for eight hours or more without discomfort. The patient 
is then asked to cough. If this is possible, the child is removed from the 
respirator. Unless cyanosis, excessive perspiration, or somnolence develop, 
the child may then be transferred to the convalescent ward. Should the 
patient be removed from the respirator before he is able to cough, there is a 
danger of atelectasis with bronchopneumonia. ■ 

For the benefit of practitioners in this country, it may be mentioned that a 
Drinker respirator may be obtained from Sir Robert H. Davis, 187, West- 
minster Bridge Road, S.E.l. It is illustrated in Plate XXXV 111, p. 326. 

References. — 1 Lancet , 1932, i, 469, 527 ; 2 Poliomyelitis , 1927, Philadelphia ; :t Amer. 
lour, Med. Set. 1932, July, 111 ; Mour. Amer. Med, Assoc. 1933, c, 160; 6 Amer. Jour. 
Dis. Child. 1932, xliii, 1433 ; *New Eng. Jour. Med. 1932, ccvii, 559 ; 7 Jour, Amer . 
Med. Assoc. 1933, May 27, 1666. 
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FOlYCYTBjBMlA VERA. Stanley Davidson, MJ )., FM.C.P.E. 

II. Z. Giil in and K. V. Allen 1 claim that from their experience of the treat- 
ment of 87 patients suffering from polyeythaemia vera with Phenylhydrazine 
over a period of four to six years, they are able to show conclusively the value 
of this form, of treatment. The drug is given in capsules in 0-1-grni, doses 
two or three times daily until 8 to 4 grin, have been administered. An active 
preparation must be obtained and it should be put fresh into capsules each 
week as required. The drug is cumulative in its action and haemolysis con- 
tinues for ten days after the initial treatment has stopped ; hence the need 
for caution and repeated blood examination. The authors publish case reports 
which indicate that, after the initial course of treatment has been completed, 
the disease may be controlled by the administration of a very small dose of 
the drug weekly, e.g., 0*1 to 0*4 grm. Some of the patients after two to four 
years’ treatment were able to dispense with the drug entirely and maintain 
a normal blood-level. Contra-indications for phenylhydrazine treatment are 
persons with advanced arteriosclerosis or visceral lesions, and persons over 
GO years of age. 

C. E. Forkner, T. F. MeN. Scott, and S. C. Wu a claim that marked improve- 
ment in the clinical and hematological manifestations occur in patients 
suffering from polycythemia vera within twenty to fifty days following the 
administration of solutions of Potassium Arsenite (Fowler's solution). They 
consider that this is a safe and reliable method for the palliative treatment 
of the disease. The dose recommended is 8 to 4 min. three times a day. 
This is continued for two days and the daily dose is then increased by 8 min. 
Subsequent increments are made slowly until symptoms of intoxication, such 
as anorexia and diarrhoea, appear. It is essential that the drug be pushed 
despite mild toxic symptoms, and then gradually withdrawn when its action 
lias taken place. They claim that they are able to give between 12 and 20 
min. of Fowler’s solution three times a day. 

•References. — U mer. Jour. Med. Sci. 1933, Jan., 1 ; -Arch, of Internal Med. 1933, 
April, 616. 

PREGNANCY. (See also Maternal Mortality and Morbidity.) 

PREGNANCY, THE BERCOVITZ TEST FOR. 

Beckwith Whitehome , M.S., FM.C.S F.C.O.G . 

An interesting pupillary reaction which results from instilling into the eye 
of a pregnant patient a few drops of her own blood has been described by 
Z. Bereovltz, 1 who regards it as a valuable diagnostic procedure. At first the 
author used serum only, but later employed citrated whole blood. Pregnancy 
is indicated either by dilatation or contraction of the pupil, or an alternation 
of the two, when contrasted with the other eye, which serves as a control. 
Bereovitz found that the blood from a pregnant patient is capable of producing 
a positive reaction in the eyes of non-pregnant individuals and such animals 
as rabbits and cats. He stresses the necessity of even illumination of the two 
eyes by a soft yellow light and the importance of observing the equal size of 
both pupils before the test is commenced. In a series of 72 observations on 
68 pregnant women, 86 per cent showed a definite pupillary reaction ; 4 per 
cent were doubtful, and the remainder were negative. On the other hand, 
amongst 72 non-pregnant women 106 per cent gave a negative result. 

The test is extremely simple, and it is interesting to note whether Berco vita’s 
claims can be substantiated .by the results of other investigators. A. J. 
Gordon and S. W. Emmer 2 obtained a positive reaction in 64 per cent of 90 
pregnant women. M. White and A. O. Severance, 3 however, obtained a 
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positive reaction in but 19 of 58 pregnant patients, and of 15 non-pregnant 
controls 3 responded positively ! 

In a recent series of 107 cases of proved pregnancy recorded by A. G. King, 4 , 
a positive result was obtained in 68 per cent, a doubtful response in 10 per 
cent, and a negative result in 21 per cent. Further, the reaction is not constant 
in the same woman at different examinations — a very important and interesting 
observation. In 108 tests performed on non-pregnant individuals, including 
males, King obtained 4 false positive results and 11 doubtful reactions. He 
rightly concludes, therefore, that the test, using the technique of Bercovitz, is 
not sufficiently reliable to be of value in the diagnosis of doubtful cases of 
pregnancy. The unreliability may be accounted for by various factors. In 
the first place the reaction is relatively transitory, and, as already stated, is 
not always constant in the same individual. Furthermore, the matter of 
illumination is of such importance that the experimental error may be very 
large. This is increased by the fact that no means are available of making 
precise measurements, and therefore the personal equation must be relied upon. 
King makes the interesting observation that the test is not adapted to individuals 
with dark eyes, particularly negresses. 

Bercovitz has suggested that the pupillary reaction may be due to the 
presence in the blood of an epinephrin-like substance, an opinion based upon 
the fact that when epinephrin (1-1000 solution) was dropped into the eyes 
of the same series of pregnant women investigated for the blood reaction, 
70 per cent gave positive results. This explanation of the Bercovitz reaction 
is regarded as untenable by King, who points out that the typical epinephrin 
reaction is dilatation of the pupil, and that epinephrin ordinarily affects the 
pupil only in the presence of a lesion of the cervical sympathetic system 
and in some eases of glaucoma. He considers that the pupillary reactions 
during pregnancy, although not sufficiently reliable for diagnostic purposes, 
merit further investigation in the hope that the true explanation will throw 
additional light on the physiology of pregnancy. 

Kefebences. — x Amer. Jour, Obst. and Gynecol. 1930, xix, 767, Trans. Sect. Obst . 
Gynecol, and Abd. Surg., Amer. Med. Assoc . 1930 , 77 ; 2 Amer. Jour. Obst. and Gynecol. 
1931, xxi, 723; 4 Jour. Amer. Med. Assoc . 1931 , xcvii, 1275 ; *Amer. Jour . Obst, and 
Gynecol. 1933, xxv, 99. 

PREMATURE INFANTS. ’ Reginald Miller , MM., RJLC.P. 

The premature infant — that is, one bom after the twenty-eighth and before 
the fortieth week of intra- uterine life — presents many problems in its manage- 
ment and care. It. C. Jewesbury 1 discusses these in the light of his very 
considerable experience in such matters. He regards the distinguishing physio- 
logical characteristics of the premature child on which its management must 
be based as three in number : (1) The undeveloped state of the nervous system, 
with inability to regulate and maintain the body heat ; in which connection 
it Is to be remembered that the relative surface area of the body is larger in the 
normal baby, and that there is an absence of subcutaneous fat and the intake 
of food is necessarily low. (2) The undeveloped digestion, making it difficult 
for the premature infant to deal with any food except the mother’s milk. (3) 
The low state of vitality, with consequent lack of resistance to infection. These 
handicaps must be met by supplying: (1) Warmth; (2) Sufficient fluid and 
food of a suitable kind ; and (3) Protection from infection. 

Warmth. — The author is, as are many other authorities, against the use of 
incubators on the ground that there is not sufficient ventilation to provide 
the child with cool air for breathing, and prefers a lined basket cradle heated 
with three hot bottles. The room, although it must be well ventilated and free 
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from draughts, should be kept warm, even up to 70° in the ease of a weakly 
baby. The skin should be cleaned every second or third day with warm 
■olive oil, but no ordinary bath should be given to an infant until it reaches 
a weight of 5 lb. and then only every other day and if it is vigorous. Special 
care must be taken to keep up the temperature of the room at any time that 
the baby is exposed. 

Food. — The child requires the daily ingestion of fluid amounting to from 
one-sixth to one-fifth of its body -weight. Feeds should be given every 3 hours, 
and in very frail infants every 2* or even 2 hours. Breast Milk is supremely 
important and in some cases vitally necessary, and if it cannot be supplied 
by the mother it should be obtained from a foster mother. The breast milk 
should be diluted at first, usually for two weeks. Boiled water or 2*5 per cent 
Glucose solution may be used as the diluent ; and for the first week two parts 
of this to one of breast milk, and in the second week equal parts, may be used. 
In most eases, though not in all, it is possible to get the infant on to undiluted 
breast milk at the end of a fortnight. The feeds may have to be given by a 
pipette or even a tube. When it becomes necessary to adopt artificial feeding 
Jewesbury has a preference for peptonized milk prepared by forty-five minutes 5 
peptonization and boiled. He advises the following formula : — - 


Peptonized milk 
Whey 

Lime water . . 

Lactose 

Water 


3 oz. 


3 oz. 

1 oz. 

2 level teaspoonfuls 
To make up to 10 oz. 


The fat may be gradually increased by the addition of a small quantity of 
50 per cent Cod-liver Oil emulsion. Unsweetened condensed milk, suitably 
modified, is usually well tolerated and is easy to use. J. A. Tobey 2 is in favour 
of the use of condensed milk in the feeding of premature infants, and advises 
the employment of the sweetened brands. 

Where there is no possibility of employing breast milk, Jewesbury advises 
nothing but boiled water for the first twenty-four hours ; then 2*5 per cent 
glucose solution, gradually adding whey to it, until the fourth day, when the 
peptonized milk may be begun as in the following table, drawn up for use 
in the case of a baby weighing about 4 lb. at birth : — 




Glucose 

SOLUTION", 


daily 

50 PER 

cent Cod-liver Oil 

Age of Baby 

Modi fikt > 

ISIKW MILK 
(boiled for 

10 minutes) 

' 

Total 

OF MILK 
AND SUGAR 
MIXTU1US 


Emulsion 

Milk 

2.V PER 
CENT 

In 

ounces 

In level spoonfuls 


oz. 

OZ. 

oz. 

oz. 



4th day 

H 

3 

6 


n 



5th day 

6 

— 

9 



6th day 

4 

6 


10 



7th day 

6 

G 


12 

2'V 

| teaspoonful 

End of— 






2nd week 

9 

5 


14 

Tcs 

* teaspoonful 

3rd week 

; 12 

4 

. . 

16 

1 

| § teaspoonful 

4th week 

14* 

2 

* 

17 

i 

1 teaspoonful 

5th week 

! 17 


1 

18 


1* teaspoonfuls 

6th week 

18 


1* 

19* 

1 

1* teaspoonfuls 

7th week 

19 

i 

1* 

20* 

k \ 

2 teaspoonfuls or 





1 dessertspoonful 

8th week 

20 

— 

2 

22 

. A 

2* teaspoonfuls 

9th week 

21 

— 

2 

23 

It 

2| teaspoonfuls 

10th week , . i 

22 

! . — 

2* 

24* 

* 

3 teaspoonfuls 

11th week . . I 

22* | 


2* 

25 

A 

3* teaspoonfuls 

12th week 

23 


2* 

25* 

■j ! 

a ! 

1 tablespoonful 
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positive reaction in but 19 of 58 pregnant patients, and of 15 non-pregnant 
controls 3 responded positively ! 

In a recent series of 107 cases of proved pregnancy recorded by A. G. King, 4 
a positive result was obtained in 68 per cent, a doubtful response in 10 per 
cent, and a negative result in 21 per cent. Further, the reaction is not constant 
in the same woman at different examinations — a very important and interesting 
observation. In 108 tests performed on non-pregnant individuals, including 
males, King obtained 4 false positive results and 11 doubtful reactions. He 
rightly concludes, therefore, that the test, using the technique of Bercovitz, is 
not sufficiently reliable to be of value in the diagnosis of doubtful cases of 
pregnancy. The unreliability may be accounted for by various factors. In 
the first place the reaction is relatively transitory, and, as already stated, is 
not always constant in the same individual. Furthermore, the matter of 
illumination is of such importance that the experimental error may be very 
large. This is increased by the fact that no means are available of making 
precise measurements, and therefore the personal equation must be relied upon. 
King makes the interesting observation that the test is not adapted to individuals 
with dark eyes, particularly negresses. 

Bercovitz has suggested that the pupillary reaction may be due to the 
presence in the blood of an epinephrin-like substance, an opinion based upon 
the fact that when epinephrin (1-1000 solution) was dropped into the eyes 
of the same series of pregnant women investigated for the blood reaction, 
76 per cent gave positive results. This explanation of the Bercovitz reaction 
is regarded as untenable by King, w r ho points out that the typical epinephrin 
reaction is dilatation of the pupil, and that epinephrin ordinarily affects the 
pupil only in the presence of a lesion of the cervical sympathetic system 
and in some cases of glaucoma. He considers that the pupillary reactions 
during pregnancy, although not sufficiently reliable for diagnostic purposes, 
merit further investigation in the hope that the true explanation will throw 
additional light on the physiology of pregnancy. 

Refebences. — l Amer. Jour, Obst. and Gynecol. 1930, xix, 767, Trans. Sect, Obst. 
■Gynecol, and Abd. Surg., Amer. Med. Assoc. 1930 , 77 ; & Amer. Jour. Obst. and Gynecol. 
1931, xxi, 723 ; 3 Jour , Amer. Med. Assoc. 1931 , xcvii, 1275; *Amer. Jour. Obst. and 
Gynecol. 1933, xxv, 99. 

PREMATURE INFANTS. ' Reginald Miller , M.1X, F.R.C.P. 

The premature infant — that is, one bom after the twenty-eighth and before 
the fortieth week of intra-uterine life — presents many problems in its manage- 
ment and care. R. C. Jewesbury 1 discusses these in the light of his very 
considerable experience in such matters. He regards the distinguishing physio- 
logical characteristics of the premature child on which its management must 
be based as three in number : (1) The undeveloped state of the nervous system, 
with inability to regulate and maintain the body heat ; in which connection 
it is to be remembered that the relative surface area of the body is larger in the 
normal baby, and that there is an absence of subcutaneous fat and the intake 
of food is necessarily low. (2) The undeveloped digestion, making it difficult 
for the premature infant to deal with any food except the mother’s milk. (3) 
The low state of vitality, with consequent lack of resistance to infection. These 
handicaps must be met by supplying : (1) Warmth ; (2) Sufficient fluid and 
food of a suitable kind ; and (3) Protection from infection. 

Warmth* — The author is, as are many other authorities, against the use of 
incubators on the ground that there is not sufficient ventilation to provide 
the child with cool air for breathing, and prefers a lined basket cradle heated 
with three hot bottles. The room, although it must be well ventilated and free 
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from draughts, should be kept warm, even up to TO' 1 in the ease of a weakly 
baby. The skin should be cleaned every second or third day with warm 
•olive oil, but no ordinary bath should be given to an infant until it reaches 
a weight of 5 lb. and then only every other day and if it is vigorous. Special 
care must be taken to keep up the temperature of the room at any time that 
the baby is exposed. 

Food. — The child requires the daily ingestion of fluid amounting to from 
one-sixth to one-fifth of its body-weight. Feeds should be given every 3 hours, 
and in very frail infants every 21 or even 2 hours. Breast Milk is supremely 
important and in some eases vitally necessary, and if it cannot be supplied 
by the mother it should be obtained from a foster mother. The breast milk 
should be diluted at first, usually for two weeks. Boiled water or 2*5 per cent 
Glucose solution may be used as the diluent ; and for the first week two parts 
of this to one of breast milk, and in the second week equal parts, may be used. 
In most eases, though not in all, it is possible to get the infant on to undiluted 
breast milk at the end of a fortnight. The feeds may have to be given by a 
pipette or even a tube. When it becomes necessary to adopt artificial feeding 
Jewesbury has a preference for peptonized milk prepared by forty-five minutes' 
peptonization and boiled. He advises the following formula : — 


Peptonized milk 
‘Whey 

Lime water . . 

Lactose 

‘Water 


3 oz. 


3 oz. 

! oz. 

2 level teaspoonfuls 
To make up to 10 oz. 


The fat may be gradually increased by the addition of a small quantity of 
50 per cent Cod “liver Oil emulsion. Unsweetened condensed milk, suitably 
modified, is usually well tolerated and is easy to use, J. A. Tobey 2 is in favour 
of the use of condensed milk in the feeding of premature infants, and advises 
the employment of the sweetened brands. 

Where there is no possibility of employing breast milk, Jewesbury advises 
nothing but boiled waiter for the first twenty-four hours ; then 2*5 per cent 
glucose solution, gradually adding whey to it, until the fourth day, when the 
peptonized milk may be begun as in the following table, drawn up for use 
in the case of a baby weighing about 4 lb. at birth : — 


Age op Baby 

MOMtTKT) 

MILK 

G LUGOSE 

Solution, 
2! PER 
CENT 

New Milk 
( boiled for 
10 minutes) 

Daily 
Total 
op Milk 
and Sugar 
Mixture 

60 PEE 

cent God-liver Oil 
Emulsion 

In 

ounces 

In level spoonfuls 


OZ. 

oz. 

oz. 

oz. 



4th day 

1* 

6 

— 

74 



6th day 

3 

6 

— 

9 



6th day 

4 

6 

— 

10 



7th day 

6 

G 

— 

12 

l... 

l teaspoonful 

End of*—— 







2nd week 

9 

5 

— 
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! teaspoonful 

3rd week . . j 
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10 

! 

f teaspoonful 

4th week 

14| 

2 

! 

17 

i 

1 teaspoonful 

5th week . . 

17 

[: Jh 

1 

18 

h 

; lj teaspoonfuls 

6th week . . j 

18 | 

i 

l! 

19| 

i 

i f teaspoonfuls 

7th week 

19 

— 

H 

20! 

■i ! 

2 teaspoonfuls or 







1 dessertspoonful 

8th week 

20 

j — 

2 

22 

: i«t- i 

teaspoonfuls 

9th week . . ! 

21 

— 

2 

23 

■ H , ! 

2| teaspoonfuls 

10th week . . | 

22 

— 

1 ■ 2* . 

24! 

.* | 

3 teaspoonfuls 

1 1th week 

22| 

— 

2| 

25 


3| teaspoonfuls 

12th week 

23 

— 


25! 

a ! 

1 tablespoonful 



Premature infants 808 medical annual 

Prognosis. — Premature babies are nut necessarily weaklings, provided that 
they are born without congenital disease or defect, anil that they receive skilled 
attention from the first. If properly managed, most, of them reach the average 
normal standard within twelve or eighteen months, and do not suiter from 
any lasting handicap in life. Jewesbury states that the smallest baby he has 
had charge of was 14 ox. at birth, and grew up to be a normal child. The 
mortality- rate in premature babies under 5 lb. at birth is about 28 per cent 
in the first ten days of life, as judged by the figures from a lying-in ward. In 
a series of 192 premature babies of 5 lb. or under at birth admitted' to Cromwell 
House, Highgate, the death-rate was 12 per cent. [Presumably eases unable 
to survive the first, week or so of life would not figure in such a series* — R. M/| 

References. — 1 Practitioner t 1933, ii, 9 j 3 Med . Jour, and Record , 1933, April, 339. 

Beckwith Whitehoiisc, M.S., F.R.C.& F.C.O.G. 

The care of the premature infant has acquired additional importance during 
recent years, partly no doubt as a result of the fashion of performing induction 
of labour in the interests of the mother, and partly from appreciation of the 
proved fact that premature children, if -they survive, become equally sound 
individuals both physically and mentally as mature infants. During the past 
year incredibly small infants have survived in some clinics, an eloquent testi- 
monial to the nursing services and the determination to save even the most 
unpromising lives. In a useful communication on tlie management of pre- 
mature infants by F. J. Hector 1 the author concludes that 95 per cent of the 
credit for the survival of a small premature child is due to its nurse. The two 
most important points in the attainment of success are Temperature regulation 
and Feeding*. The temperature of the foetus in utero is 0-5 ! higher than that 
of the mother, and according to Hector the deaths of many premature infants 
certified as due to ‘congenital debility’ are really caused by the effects of cold 
sustained immediately after delivery. It is highly important that the tempera- 
ture should not be allowed to fall even for a short time, and for this reason the 
child must be received at birth into a warm blanket or garngee tissue. To 
maintain the temperature subsequently hot-water bottles at 190' or, better 
still, an electric blanket is advocated. The cost of the latter is about 80s., and 
it can be used off any voltage. The blanket is arched between the enveloping 
garngee tissue and the ordinary covering blankets. A constant temperature 
of 160° is easily maintained by this means, a method which has been in 
constant use at Queen Charlotte’s Hospital during the past two years. 

If the child’s weight is below 4 lb., the rectal temperature should be taken 
two-hourly by day and night for the first fortnight. Above 4 lb. weight the 
temperature need only be taken at four-hourly intervals, but it must be 
maintained between 97° and 99 L 

Below a birth weight of 4 lb. there must be no attempt; at ba, tiling or even 
oiling, and Hector is of opinion that, whatever the birth weight, no premature 
infant ' should be oiled unless the rectal temperature is within normal limits. 
The author also criticizes the tendency to over-clothing, and the piling on of 
many blankets is to be avoided. Such a procedure interferes with the circula- 
tion of warm air and may actually weigh 'down the chest. 

Adequate and proper feeding is the next great essential to success. It 
should be commenced six hours after birth by means of small sips of water or 
saline containing 5 per cent Glucose. The amount and frequency of feeds is 
highly important, and the author expresses the view that gross over-feeding 
is a common mistake. Indeed, he is. of opinion that many premature infants 
are killed by too much food ! In the ease of infants under 8|- lb. weight he 
advises J drachm two-hourly. Children over 3-| lb. may receive 1 -drachm 
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feeds two-hourly day and night. The rate of increase of the feeds should be 
checked by watching the effects upon the infant, and may vary from \ drachm 
daily for children below 3| lb. to I drachm daily over this weight. Suitable 
feeds for a baby of 3| lb. are given by Hector as follows : — 


Day 1 

1 drachm 

two hourly 

12 feeds 

2 

n 

12 „ 

” 3 

2 

i* tt 

12 „ 

„ 4 

o 

" 99 

79 

12 „ 

5 

2k 

1* 99 

12 „ 

„ f> 

3“ 

M 99 

10 „ 

„ 7 

3 

99 99 

10 „ 


(omit 2 night feeds) 


If the weight is over 3J lb., ten feeds daily may be given for two or three 
weeks, then eight feeds daily. Cyanosis and refusal of feeds are danger signs, 
and the best indications for an increase in the amount of food are given by 
the weight curve and the manner in which the infant receives the feeds. 

The best possible food is breast milk, and the smaller and more premature 
the child the more important this becomes. In maternity hospitals the 
problem of providing breast milk is, of course, easily solved, a very good 
reason for the institutional management of all premature labours. 

Failing breast milk, artificial feeding must be instituted. At Queen Char- 
lotte’s Hospital the following modified milk mixture is in use : — 


Whole milk .. .. .. .. 10 oz. 

Fat whey . . • .. .. .. 10 oz. 

Lactose . . . . .'. . . . . 1 oz. 

Cream (50 per cent fat) . . . . . . £ oz. 


The milk is peptonized for three hours, but at the end of three weeks this is 
reduced by twenty minutes on alternate days. The feed is given at a tempera- 
ture of 100°, and if the infant is unable to suck, use must be made of a nasal 
catheter or pipette. On no account must the child be taken out of its cot for 
purposes of feeding, and the greatest care must be exercised to avoid infection. 
The nurse in charge should wear a mask, and during the first four weeks it is 
advisable to exclude, as far as possible, all visitors. 

Hector points out that the premature child is extremely susceptible to 
infection, and in Germany successful attempts have been made to supply the 
antibodies which it lacks by the injection of whole blood or serum. The blood 
from any healthy donor may be used apparently without previous grouping : 
2 c.e. of blood are given on the first day, 3 c.c. on the third day, and 5 c.c. on 
the fifth day. The latter is continued on alternate days until ten injections 
have been administered. 

R e FE it e nce .—'Bristol Med.-Chir, Jour. 1932, 301. 


PRE-OPERATIVE A1B POST -OPERATIVE TREATMENT. (See also 
Abdominal Surgery, Miscellaneous ; Gall-Bladder, Surgery of.) 

Sir W. I. de C. Wheeler , F.R.C.SJ. 

Pre-operative Procedures. — The subject has been dealt with frequently 
in the Medical Annual. There is a general recognition amongst surgeons 
that the art of operating has reached its zenith and that the actual operation 
in the hands of an experienced surgeon is becoming one of secondary importance. 
Methods of examination are so complete and perfect that there should be no 
place in modern surgery for the term ‘exploratory incision’. Thus by 
thorough examination and due consideration before the operation, it is possible 
to determine beforehand the exact operative measures required in an individual 
case. To find at operation something unsuspected may at times be inevitable, 
but it is a minor disaster. The patient suffers from the lengthening of an 

24 
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incision or the sudden change in any previously planned operation. The 
requisite instruments are not at hand, and the performance becomes the make- 
shift of a handv-man instead of a work of premeditated art. References to 
authorities and exchange of views with surgical friends should be part of the 
pre-operative effort in a difficult case. A single quick examination, the admis- 
sion of the patient the night before for operation the following day, leads to 
errors from which there is no retreat. 

G. Sacks 1 states that, in cases where severe operations are contemplated on 
elderly people, not only are the heart, blood-pressure, and lungs carefully 
examined, but also electrocardiograms are made whenever it is thought neces- 
sary. The renal function is estimated. Basal metabolic and cardiac studies 
are made in goitre cases. Blood-sugar and repeated urine examinations are 
indispensable in diabetic surgery. He discredits, like most other surgeons, 
the administration of purgatives before operation. No purgatives and no 
eneraata are given in rectal cases except when malignant. At operation a 
speculum is inserted, a light gauze pack is pushed well up and left in situ , and 
the bowel below is swabbed out and cleaned. 

Patients as a rule should be allowed to eat within two to three hours of 
operation. There is no need to add the acidosis of starvation to the burden 
which the patient already carries. Nothing favours the onset of paralytic 
ileus more readily than indiscriminate and violent purgatives. A paralysed 
segment of bowel should be treated by rest. For the first two" days after an 
operation for peritonitis the indication is for Morphia and Radiant Heat 
rather than for purgatives. In a personal communication Dr. Charles Mayo 
advised the reviewer to try the effect of rectal injections of Warm Milk and 
Molasses in such eases. Half a pint of warm milk, containing two or three 
tablespoonfuls of treacle, is injected per rectum every three or four hours. 
This injection is of a sedative rather than an irritating kind, but none the less 
promotes peristalsis, and flatus is passed in many cases. 

In cases of shock it has been shown that the capillary circulation is impaired. 
The desired object is to improve the capillary circulation, and probably the 
best way is to increase the blood volume. Blood Transfusion gives the most 
lasting effect. If there is any oedema of the back, extremities, or lungs, the 
continuous use of intravenous saline is likely to water-log the tissues. Every 
case of intestinal obstruction should have Hypertonic Saline administered 
during the danger period before and after operation. In cerebral cases hyper- 
tonic saline or Glucose Solutions will reduce intracranial pressure. One of 
the disadvantages associated with intravenous saline is the occurrence of rigors. 
They are caused by the toxic products of bacteria and not by bacteria them- 
selves. Sacks is convinced that we drain abdominal eases too frequently. 
He mentions the case of perforative appendix with generalized peritonitis. 
The appendix is removed, the peritoneum closed, hypertonic salines with glucose 
are forced subcutaneously, reetally, and intravenously. Nothing is given by 
the mouth. The stomach is washed out frequently. Anti -gas -gangrene 
Serum is injected intra-museularly (10 c.c. of the concentrated preparation). 
No attempt is made at purgation until the patient has passed flatus. He only 
drains the late eases of perforated peptic ulcers. He suggests that the adminis- 
tration of Carbon Dioxide two or three times in the twenty-four hours for 
the first two days following operation on the upper abdomen should be a routine 
practice. Nothing relieves post-operative nausea so well as Gastric Lavage 
and the administration of Glucose. Good surgery, he concludes, implies 
unlimited care of the patient before, during, and after the operation. 

[There are some points in Sacks’ communication which attract special atten- 
tion, Rigors after blood transfusions and the intravenous administration of 
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glucose should seldom occur if proper attention is paid to the underlying 
cause, viz., the absorption of bacteriological products. The reviewer suggests 
Merck’s Dextrose as being chemically pure. The solution is made with 
freshly distilled water ; it is filtered twice and the flask is put in the autoclave. 
It is sterilized in the autoclave for fifteen minutes under 15 lb. pressure. In the 
present state of our knowledge it is best to have some definite routine which 
has proved to be safe and reliable by experience. Glucose in sealed glass tubes 
is not always chemically pure. To eliminate errors, filtering the solution twice 
before use is a sound plan. Too short or too long a |>eriod in the autoclave 
may produce changes in the solution which in some unaccountable fashion are 
responsible for reactions. Reactions do not follow when glucose is prepared 
in the manner suggested. If it is slowly administered, the exact temperature 
is of no importance.- — W. I. de C. W.] 

E. R. Flint 2 gives a good account of the now all-important question of pre- 
operative procedures. 

Rest in Bed for thirty-six hours should be regarded as a minimum before all 
abdominal operations. Mental rest is, perhaps, as important as physical. 
Sound sleep before operation is of real therapeutic value. He discusses Avertin 
and thinks it fairly reliable, but it should be freshly prepared. Sometimes 
patients become rather wild under its influence and it causes some fall in blood- 
pressure. He recommends Pernocton (I c.c. per 27-J lb. of body- weight), but 
the dose seems rather difficult to regulate. At the same time, he advocates 
Nembutal, two capsules 1J gr. in each, the night before operation. [The 
reviewer does not use nembutal. It appears, with other drugs of the same 
group, to have contributed to the mortality in the records of published 
cases. — W. I. de C. W.] 

Attention is drawn to the disconcerting fact that in such an institution as 
the Leeds General Infirmary in three years there were 50 deaths following 
operations performed for gastric and duodenal ulcers and malignant disease 
of the stomach (acute perforations are omitted). In none of these cases was 
suppuration present at operation, yet in 20 per cent the predominant post- 
mortem. finding was peritonitis. The explanation is probably to be found in 
the poor resistance that ill-nourished tissues put up against even minimal infec- 
tion. Once again it is urged that starvation and purgation must be avoided 
before operation and that small intestines must be handled as little as possible. 
[The review’d has found more and more that, when the appendix is to be 
removed in conjunction with gall-bladder or stomach operations, it is better 
to employ two incisions instead of one. The appendix can be removed through 
a small incision far out in the region of the right iliac fossa. By employing 
the additional incision, handling of the small intestine is to a large extent 
avoided. — W. I. de C. W.] 

Flint believes that flatulent distension is relieved and not induced by 
Morphia. 

In the bad risk cases, dehydration is one of the principal factors to be con- 
sidered. In health the body holds a fairly constant amount of w’ater. The 
normal intake is about three litres per day. The corresponding output is 
accounted for by the urine and insensible loss from the lungs and skin. On 
the other hand, output may be excessive on account of vomiting or diarrhoea. 
Operation and its attendant circumstances will inevitably cause some further 
dehydration. The far-reaching effects of dehydration are best seen in acute 
high intestinal obstruction. The loss of water and salts drains the blood, 
which becomes too concentrated to maintain peripheral circulation, and kidney 
function is depressed almost to the point of cessation. 

In discussing ancesthesia it is pointed out that ether produces hypogiycaemia ; 
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in a liver already somewhat depleted of its glycogen tins additional attack may 
be serious, Flint is convinced that the safety of the patients lies more with 
improvements in pre-operative measures than in actual operative technique. 
All experienced surgeons are similarly convinced. 

Practical biochemical problems are admirably dealt with in this paper. Although 
pre-operative treatment is not discussed in detail, Flint’s deductions make it 
clear that patients should be in hospital for at least a few days before a major 
operation ; that the grade of risk should be estimated by thorough examination, 
including renal function tests ; that the patient should be provided with a 
large reserve of carbohydrates, alkalis, and fluids ; and that the anaesthetic 
question is of considerable importance. 

[The practice of the reviewer for many years has been to give the patients 
as much fluids, carbohydrates (glucose, barley sugar, etc.), and alkali, s as they 
can comfortably take, to avoid purgation and starvation, and, incidentally, 
to wash out the stomach for a few days before every gastric operation. In a 
bad risk case gas oxygen combined with morphia and local infiltration of the 
wound area with 1-1000 percaine solution is the routine employed. The 
barbiturates are avoided. Local anaesthesia is used in every case except where 
there is local sepsis or malignant disease. When a spinal anaesthetic is employed 
chest complications are as numerous as with inhalation anaesthesia. Ephedrine 
is best given half an hour before the spinal anaesthetic is introduced. It has 
no effect immediately afterwards. If there is collapse after a spinal anaesthetic, 
the best remedy is blood transfusion. No drug will contract the dilated capil- 
laries until the effects of the spinal anaesthetic have disappeared.-— W. I. de C. W.] 

Post- operative Pulmonary Complications. — A. L. Brown and M. W. 
Debenham 3 found that post-operative pulmonary complications, especially 
atelectasis, appear to be greater following spinal anaesthesia than after inhala- 
tion anaesthesia. They summarize their investigations as follows : (1) Statistics 
showing the relative incidence of post-operative pulmonary complications 
following inhalation anaesthesia and subarachnoid anesthesia are presented. 
(2) In this series of 812 cases, post-operative pulmonary complications were 
4*29 times more frequent after subarachnoid anaesthesia than after inhalation 
anaesthesia in spite of the fact that more ‘bad risk’ patients were operated on 
under inhalation anaesthesia. (3) The adverse ratio for subarachnoid anaesthesia 
is found regardless of the region of the body operated on or the type of operation 
performed. (4) The more closely the operative procedure approaches the 
diaphragm, the greater is the incidence of post-operative pulmonary complica- 
tions. 

Post-operative Pneumonia. — H. C. R. Darling 4 calls attention to the serious 
menace to patients from pulmonary trouble after a successful operation. It 
has been stated that approximately 1 patient in every 50 operated upon 
develops a lung complication and that there is 1 death amongst every 185 
cases. So-called post-operative pneumonia is quite unlike true lobar pneu- 
monia, Lobar pneumonia is distinctly uncommon, being almost limited to 
post-operative pneumonia occurring in epidemics. When such an epidemic 
breaks out in a ward, no abdominal operation should be performed until every 
patient in whom such a complication has occurred has left the hospital. 

Prophylactic treatment consists in adequate Oral Hygiene before and 
immediately after operation. It is surprising what little attention is given 
to the preparation of the patient’s mouth before operation as compared with 
the infinite precautions taken to protect him from septic invasion in every 
other direction. Many of the cases of so-called post-operative pneumonia 
are inflammation from the pneumococcus which is identical with the pneumo- 
coccus isolated from the mouth. Frequent mouth-washes before operation 
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and, of course, denial preparation are essential. Amongst other preventive 
■measures suggested is the use of local anaesthetic to infiltrate the abdominal 
wall. [The reviewer has adopted this regime as a routine for twenty-five years, 
and recommends a solution of 1-1000 Foreaiae with Adrenalin as a means 
of preventing severe post-operative pain. — W. I. de C. W.j 

Chevalier Jackson calls the cough reflex ‘the watch dog of the lungs \ and 
warns operators against the free use of opium or its derivatives, lest the expul- 
sive cough, so essential for clearing the bronchial tree of secretion, should be 
abolished. Free Breathing 1 Exercises should ' be encouraged in the wards 
as soon after the operation as possible, and the inhalation of 5 per cent Carbon 
Dioxide in Oxygen at the end of the operation and afterwards in the wards 
ensures hyperventilation and deep breathing. A plug of sputum will often 
be expelled by the simple expedient of rolling the patient backwards and 
forwards on his sound side. 

(See also Bronchoscopy.) 

Post* operative Saphenous Thrombophlebitis. — FI. B. Stone 5 urges that 
more attention should be given to ligation of the saphenous vein in these cases. 
He discusses several cases in which operation for hernia, operation for gall- 
bladder, etc., were followed by thrombophlebitis of a branch of the saphenous 
vein which wars responsible for the development of pulmonary embolism. The 
point is that embolism rarely, but none the less definitely, may convert a rela- 
tively simple situation into a dangerous or fatal one. The ease and safety 
with which embolism may be guarded against when the original thrombo- 
phlebitis is limited to the saphenous system of veins is a strong reason for active 
intervention. Under local anaesthesia it is an extremely simple matter to 
ligate the saphenous vein in the thigh an inch or two below its entrance into 
the femoral. The writer has been content to doubly ligate the vein with thin 
silk without dividing it, and occasionally where the area of involved vein was 
small, he dissected out the involved segment. One interesting ease is men- 
tioned — a woman late in pregnancy developed an extensive saphenous throm- 
bosis. In this instance the saphenous vein was ligated as usual and then the 
whole thrombosed segment of vein was dissected out. The question is asked, 
“ Why put people to bed for weeks on a passive or expectant form of treat- 
ment when there is always the possibility of a clot getting loose. Why not 
perform the simple operation of ligation under local amesthesia and eliminate 
the chance of embolism ? ” 

References. — X J our. Med. Assoc. S. Africa , 1932, Sept. 24, 585 ; 2 Lancet , 1933, i, 
1103; Mour. Amer. Med. Assoc. 1932, July 16, 209; *Med. Jour, of Australia , 1932, 
July 23, 104; Ubm. of Surg. 1932, Aug., 683, 

PROSTATE, SURGERY OF. (See also Catheterization of the 
Urethra.) Hamilton Bailey , F.R.C.S * 

The Prostate as a Hidden Source of Infection,— P. .S. Pelouze 1 says 
that in the male the outstanding focal triad is teeth, tonsils, and prostate 
gland. The prostate as a source of infection is often overlooked. It may 
take several microscopical examinations of the prostatie fluid before one can 
state that this organ is not infected. Normally leucocytes are absent.' The 
infection is by no means usually gonococcal. The organisms generally found 
are staphylococci and streptococci. Sometimes there are no symptoms referable 
to the prostate. At others there is a slight urethral discharge, mucopurulent, 
filaments in a limpid urine, sexual phenomena (emissions and erections), 
and above all frequency of micturition (Hogge 2 ). 

De la P. y Pineda 3 comes to the conclusion that prostatic infection is fre- 
quently secondary to another focus. Treatment consists in removal of the 
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primary focus, prostatic massage, dilatation, and instillations of Silver 
Preparations into the posterior urethra. Autogenous Vaccines and intra- 
venous injections of Neosalvarsan or Sodium Salicylate are sometimes 
efficacious in stubborn eases. 

Prostatic Calculi. — Prostatic calculi can arise in one of three ways : 
(I) Enlargement and calcification of corpora amylaeea ; (2) Deposition of 
calcareous salts in infected prostatic crypts; (3) Urinary calculi impacted in 
the prostate. 

Symptoms. — A considerable proportion, probably the majority, give rise to 
no symptoms. Occasionally acute inflammation with the formation of an 
abscess results. Prostatic calculi often cause a chronic fibrosing prostatitis, 
ultimately terminating in urinary obstruction. When riddled with small stones 
the prostate generally feels hard and irregular ; indeed, the erroneous diagnosis 
of carcinoma of the prostate has been made upon such findings. Prostatic 
calculi usually cast an excellent X-ray shadow. When the question of the 
existence of such calculi arises an oblique radiograph of the pelvis will be 
decisive. Only those cases giving rise to symptoms require active treatment. 
(C. J. Marshall. 4 ) 

E. W. Riches and E. G. Muir 6 consider Transurethral Partial Prostatec- 
tomy is the operation of choice in cases of calculous prostatitis. 

Prostatic Abscess. — In 200 consecutive cases of gonorrhoea 'treated at the 
Whitechapel Clinic, 12 (6 per cent) developed prostatic abscess (H. Lett 8 ). 

Benign Enlargement of the Prostate. — F. Legueu 7 states that there is 
no such thing as prostatic hypertrophy, but only a prostatic adenoma develop- 
ing in connection with peri-urethral glands, having nothing to do with the 
prostate proper. 

Giant Prostates, — C. C. Holman 8 records the case of a prostate weighing 
11 oz. removed successfully from a man of 85, Referring to this case, A, G. 
Clark 9 draws attention to a prostate exhibited at a German surgical meeting 
in 1931, where the prostate weighed 8 lb. The tumour extended nearly to 
the umbilicus and was larger than a man’s head. 

Transurethral Partial Prostatectomy .--Transurethral partial prostatec- 
^ tomy was discussed rather fully in the Medical Annual last year (p. 867). 
K. Walker 10 states that the method is particularly applicable to cases of 
‘prostatlc bar’. The chief danger is sepsis, and this is minimized when an 
instrument is used such as McCarthy’s electrotome, which resects the portion 
of the gland which it coagulates instead of leaving necrosed tissues to putrefy. 
T. J. Kirwin 11 also expresses restrained judgement on this controversial subject. 
He advocates the transurethral operation principally in cases of prostatic bar, 
slight lateral-lobe hypertrophy, middle-lobe hypertrophy, carcinoma of the 
prostate, and congenital urethral valves. If transurethral resection is regarded, 
as a minor surgical procedure, disaster is likely to follow. C, J, Thompson 12 
advises the method particularly for men over 70 and those at an earlier age 
in poor general health. C. H. Bumpus 13 writes that transurethral surgery has 
increased greatly in the Mayo Clinic during 1932, and that 276 patients received 
transurethral resection during that year. 

F. J . McCarthy 14 maintains that it is only necessary to free the encumbered 
prostatic urethra to an extent which will remodel its lumen. T, M. Davis 15 
is not in accord with this view. He insists that at least two-thirds of the total 
gland should be removed. 

H. G. Bugbee 16 says that in such a fascinating field as transurethral resection 
it is not difficult to become enthusiastic to the point of losing judgement. All 
too easily one can assume a frame of mind which looks back on prostatectomy 
as a procedure surrounded by serious complications and a high mortality rate. 
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.Prostatectomy is a serious operation because the subjects on which one works 
are so poor. Bugbee details a list of serious complications which he has seen 
following transurethral prostatectomy. J. I). Gaulbach 17 says that the number 
of complications following transurethral resection, such as recurrence, serious 
haemorrhage, sepsis, and bums of the bladder, has led him to choose trans- 
urethral implantation of radon seeds in preference to diathermy. He is 
eminently satisfied with his results. 

The Harris Operation. — The Harris operation, which is, briefly, prostatec- 
tomy, reconstitution of the prostatic bed with sutures, and primary closure of 
the bladder leaving in an indwelling urethral catheter, probably has not received 
the attention in this country which it deserves. Harry Harris, 18 of Sydney, 
Australia, has had a series of 84 cases of his operation without a single death. 
C. A. Wells 19 discusses the advantages of the method and records cases where 
the patient was up, urinating normally, within a fortnight. R. K. Lee Brown 20 
finds the principal disadvantage of the method is the post-operative after-care 
required of the nursing staff. Any neglectful or unskilful treatment on their 
part may cause much more trouble in the primary closure than in the open 
operation. 

Carcinoma of the Prostate. — H. P. Wiusbury- White 21 says that carcinoma 
occurs as an adenoma-carcinoma or as a scirrhus. It may arise in an apparently 
normal gland or in one affected by simple enlargement. Malignant changes 
can occur in any part of the prostate and in the prostatic capsule remaining 
after enucleation. J. F. McCarthy and S. E. Kramer 22 draw attention to the 
failure of these cases to be diagnosed early. The classical signs — nodulation, 
induration, and fixation of the prostate — are too often missed through want 
of a rectal examination. 

R. Caulk and S. Boon-It 23 compare carcinoma of the prostate with carcinoma 
of the female breast. Both are diseases of the latter part of middle life, and 
spread early by way of the lymphatic system. They are alike also in their 
predilection to skeletal metastasis. Emphasis is laid on the necessity for early 
and careful attention to the inflammatory lesions of the organ, for it is believed 
that in the same way as chronic interstitial mastitis predisposes to mammary 
carcinoma, so chronic prostatitis too often terminates in the development of 
malignancy. P. Cave 24 gives a detailed study of the X-ray appearances of 
the bone metastases. Usually the secondaries show' areas of rarefaction in 
the affected bones, but occasionally there is an increase in density. 

What Proportion of Prostatic Enlargements are Malignant ? — The question of 
the proportion of enlarged prostates which macroscopically appear benign and 
histologically are malignant assumes great importance in view of the increased 
popularity of transurethral partial prostatectomy. Formerly, carcinoma of 
the prostate was considered to be a rare disease. Statistics from various 
sources show that 15 to 25 per cent of cases of prostatic enlargement are 
carcinomatous (J. D. Barney 25 ). Of 618 consecutive prostatic tumours exam- 
ined by Dosset 26 at the Neeker Hospital, 123 were found to be carcinomatous. 
H. P. Winsbury- White states that a careful microscopical examination of 
enucleated prostates has revealed cancer in 20 per cent. 

Treatment. — 

Radical Treatment. — H. P. Winsbury- White stresses the importance of a 
complete radiological examination to eliminate bone metastasis before radical 
treatment is undertaken. H. H. Young 27 shows that the prostate is enclosed 
within three fascial coverings, and that carcinoma rarely penetrates them all 
until late. He advocates an extensive operation, which includes removal of 
the prostate with its capsule, the neck of the bladder, the seminal vesicles, 
and vasa deferentia in one block. He is able to present 40 cases : 29 of these 
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patients were operated on more* than seven years previously. Most other 
authors bewail the lateness with which eases of carcinoma of the prostate reach 
the surgeon : 36 per cent have already bone metaslases (McCarthy and 
Kramer). The iliopelvic and the abdominal glands were involved in 34 out 
of 36 cases studied by Basset. Too often the surgical removal of carcinoma 
of the prostate is futile. 

Palliative Treatment . — For the prevention and treatment of urinary obstruc- 
tion by a malignant prostate, transurethral tunnelization is ideal. Radium 
and X-rays may retard progress of the disease, but they are in no sense curative 
(McCarthy and" Kranaer and H. P. Winsbury- White). 

For the pain of the bone metastascs deep X-ray Therapy is sometimes 
valuable. In 40 such cases E. T. Leddy and C. Gianturco 38 obtained definite 
but incomplete relief of pain in 21 instances. For the relief of the local pain 
in inoperable prostatic cancer M. Kirschner 22 advocates Chordotomy (laminec- 
tomy and section of the spino-thalamie tracts). He advises chordotomy as 
high as the 4th dorsal vertebra. Even though the pain is only unilateral, the 
division should be carried out on both sides of the cord. If the patient is in 
poor condition, a 4 permanent ’ spinal anaesthesia is preferable, using Alcohol. 

References. — l Arner. Jour . Med. Sci. 1932, Aug., 254 ; 2 Monde mcd. 1933, April, 601 ; 
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PSORIASIS. A. M. 11. Gray , M.D., F.R.C.P . , F.H.C.S. 

Etiology. — In view of the fact that it has been suggested that disturbances 
in the intestinal flora may be responsible for attacks of psoriasis, J. C, Torrey 
and H. J. Schwartz 1 have made a number of investigations into this question. 
They report the results of the examination of the intestinal flora in 30 cases 
of psoriasis and of blood cultures in 16 cases. They find that the types of 
bacteria vegetating in the intestines in these eases do not differ essentially 
either qualitatively or quantitatively from what might be encountered in a 
similar series of non-psoriatic persons who are not sufferers from gastro- 
intestinal disabilities. They find no evidence, so far as can be judged from 
the bacterial types encountered, that any unusual bacterial toxin of a soluble 
nature or toxic product from bacterial decomposition is formed in the intestinal 
tract of sufferers from this disease. Blood cultures were negative in 11 out 
of 16 cases.. In 5 cases with positive cultures, bacteria apparently of intestinal 
or buccal origin were isolated, but these were diverse in type and evidently 
merely casual invaders of the blood-stream. Intradermal inoculations were 
made with autogenous antigens prepared with a culture isolated from the 
stools or the blood in 10 cases. There was no evidence of sensitization of an 
allergic nature to the test bacteria in 'these cases' of psoriasis,' 

Treatment. — R. M. Bohnstedt 2 describes the treatment of some cases of 
psoriasis by Colloidal Manganese, The treatment is based on the theory that 
in the psoriasis papule there is an alteration in the oxidative function of the 
epithelial cells and that indirect oxidation can be effected by the administration 
of a metallic activator. Van Kerekhoff considered that manganese in colloidal 
form has the power of considerably increasing the oxidative function of the 
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psoriatic cell. The author has used colloidal manganese in two forms : as a 
preparation for intravenous use, called 1 Psorimangan % put up by the firm of 
Weil of Frankfurt. The dose given is 1 e.c. to commence with and 2 e.e. after- 
wards. The author has tried higher doses but has found no improvement in 
the results. If any uncomfortable symptoms develop, he does not give a higher 
dose than 1 e.e. Doses are given twice weekly up to ten to twenty injections. 
More than twenty injections are generally unnecessary. Among his patients 
one developed a severe reaction (cyanosis, dyspnoea, vomiting, shivering, and 
high fever), but this patient had a severe generalized exudative psoriasis. Some 
patients developed slight headache or a slight rise of temperature, but no severe 
reactions. The other method was by intramuscular injection of finely dispersed 
‘Psorimangan*. This can be given in doses of 1 to 1*5 e.e. without producing 
local pain, but larger doses are painful. The injections are given twice weekly. 

The author reports the results in 21 eases treated by the intravenous method 
and 10 by the intramuscular method ; of these, the one case mentioned above, 
in which a severe reaction occurred, cleared up after the one injection ; this 
the author considers due to ‘shock therapy’. Of the remainder, 6 cases (5 
intravenous and 1 intramuscular) remained refractory to treatment ; 8 eases 
(7 intravenous and 1 intramuscular) were cured ; and 7 cases (4 intravenous 
and 3 ' intramuscular) were only slightly improved. Both these groups had, 
in addition, mild local applications. In the remaining 9 eases (4 intravenous 
and . 5 intramuscular) Cignolin, or ChrysaroMn therapy was also employed, 
and of these in only 1 case (intramuscular) was the course of the disease 
materially shortened . 

H. S. Campbell and K. Frost 3 report further on a method of treating psoriasis 
by the intramuscular injection of an alcoholic suspension of Autogenous 
Psoriasis Scales, which they first introduced in 1080. The treatment is based 
on the theory “ that psoriasis is due to a non-inoculable, non-eulturable, ultra- 
microscopic organism.” The authors admit that this theory has been submitted 
and rejected many times, but they consider it is the most feasible of the various 
theories of the etiology of the disease that have been put forward. The emul- 
sion is prepared by scraping away scales from patches which have not recently 
been locally treated, after cleansing them with alcohol. The scales are then 
placed in a mortar and pounded to a powder, about 0*2 grin, of scales being 
used ; 25 e.c. of pure grain alcohol is added, and after standing for twenty- 
four hours the preparation is injected into the gluteal muscles, commencing 
with 0*5 e.c. Doses are given twice weekly. After three doses 1*5 e.c. is 
given, and this is continued to the end of the course.; no advantage is obtained 
by giving larger doses. Some injections are painful, but any marked inflam- 
matory reaction is rare if the dose does not exceed 1*5 e.c. Fifty eases were 
treated by the authors : in 10 cases patients ceased treatment ; in 80 general- 
ized eruptions cure was obtained in 10, improvement in 10, and aggravation 
in 1. In none of the 10 cases in which there were only a few lesions did healing 
result, but in 2 improvement occurred.' 

References. — 1 A,rch. of Dermatol, and Byph. 1932, July, 27 ; 2 Munch . med. Woth. 
1932, July 15, 1150 ; Kirch, of Dermatol . and Byph, 1932, Sept., 435. 

PSYCHOTHERAPY. H. Devine , M.D., F.R.C.P. 

Psychotherapy in Schizophrenia, — P. Shilder 1 observes that while schizo- 
phrenia can be regarded as an organic disease, we must not maintain that 
an organic disease cannot be provoked by psychical causes and that it cannot 
be influenced by psychical methods of treatment. Psycho-analytic investiga- 
tions so far have failed to show what the fixating events and facts in schizo- 
phrenia are, but it is justifiable to ask about the general problems concerned 
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in the psychical treatment of organic conditions. Since a sharp borderline 
between organic and psychogenic must not be postulated, it is clear that as 
long as we 'have no reliable somatic therapy w T e should use our psychothera- 
peutic procedures. In some eases psycho-analytic approach may help, but 
where this is not possible we can help the patient to adapt. Occupation 
Therapy will, for instance, be of importance here. It will be possible also 
to remove factors which provoke excitement and therefore pull the individual 
back from reality. It is possible that even these measures will favourably 
influence the process of disease. Psychotherapy is obligatory in every schizo- 
phrenic patient. Shilder maintains that we can do much for the schizophrenic 
patient, but it cannot be decided yet whether schizophrenia is curable or 
whether we can help the sufferer to a better adaption to reality and to his 
life problems. 

From the psycho -analytical standpoint the recognized difficulty of psycho- 
analytic treatment of schizophrenia is that in this disease the libido is with- 
drawn from objects to the ego ; hence the childish ideas of megalomania, the 
infantile habits, the revival of auto-erotic forms of gratification, the reckless- 
ness in regard to cultural requirements, and the utter disregard and carelessness 
of the external world. This adhesiveness of the libido to the ego is termed 
narcissism. According to recent work from the psycho-analytic standpoint 
on schizophrenia, it would appear that the view is held that in the narcissistic 
psychoses the hereditary factor has to be taken into account. Thus P. Clark 2 
suggests that in these conditions the hereditary endowment may include some- 
thing defective in the ego’s capacity for meeting or adapting to its environ- 
ment ; and, again, that there may be an inherited tendency on the part of 
the instincts to cathect the ego rather than outer objects. Within the instinc- 
tual development itself there may be lacking the urge to pass beyond the 
limits of narcissism to attain higher levels of gratification. 

In spite of the difficulties, efforts have been made to apply the psycho- 
analytical technique in a modified form in schizophrenic patients. Thus 
G. Zilboorg 3 has recently given an analysis of a case of schizophrenia. The 
analysis took place in about 450 interviews of one hour each. The writer 
observes that a preliminary period of “ reality testing ” is required before the 
analytic situation is attacked, and adds that it is doubtful whether any type 
other than the paranoid is amenable to analysis. No claim for cure is made. 

After presenting four psycho-analytic studies of schizophrenia, A. A. Brill 4 
concludes that only those acute schizophrenics who cannot be kept at home 
should be sent to a sanatorium, and they should only stay there until the 
acute process subsides. Though that is only possible in a few cases, lie feels 
that the ideal hospital treatment should consist of well-trained physicians who 
would study the patients while in the sanatorium even while they are in the 
inaccessible stage. Following the acute state, the same physician should treat 
them psychologically and continue to watch and guide them after they are 
discharged from the hospital. Such patients require guidance for a long time, 
perhaps for the rest of their lives. 

Psychotherapeutic Methods in Psychiatric Hospitals. — F. Alexander, 5 ' 
writing from the psycho-analytic standpoint, observes that the tendency to 
make the environment in modem mental hospitals as agreeable, as possible 
is of value, as it makes the patient realize that there is some place that he 
can fill successfully, and so he is less likely to utilize fantastic hallucinatory 
satisfactions. He also comments on the principle of selecting staff with person- 
ality traits similar to those of schizophrenic patients, as identification comes 
about more easily with persons of similar type. In his view identification 
with the analyst or with someone else is important. 
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W. C. Menninger w gives an interesting outline of the psychological methods 
of treatment which he has organized in a large mental hospital in his endeavour 
to put into practice the principles of dynamic psychiatry. A patient, the 
writer observes, comes to the hospital not with symptoms, but with problems. 
It is not sufficient that he be made physically comfortable ; rest and freedom 
from responsibility alone will not satisfy his psychological need. His problems 
must be studied intensively, interpreted, and a solution attempted. This 
solution can be worked out in tw T o ways : (1) By the creation of an environ- 
ment in which the patient can function with more ease than in that from 
which he has come ; and (2) By the establishment of a series of scientifically 
controlled friendships in the course of prescribed therapy. 

1. Environment. — From the moment the patient enters the hospital an 
attempt is made to provide for him an environment suited to his needs and 
wishes — i.e., to him, rather than adapt him to the institution. The hospital, 
with all its necessary prohibitions and restrictions, paradoxically, must also 
permit an opportunity for freedom and an outlet for expression. It must 
protect the patient from the world and often from himself, and simultaneously 
create an atmosphere of confidence and reassurance. Above all, it must be 
a highly organized, efficient institution, and at the same time conceal the 
organized efficiency and the impersonal institutional air. Individual differ- 
entiation in the manner of the patient’s reception and management in the 
hospital, is a large factor in his subsequent improvement. Such individualiza- 
tion is possible only through the recognition of the emotional plight of each 
patient. It is not aimed, however, to maintain the patient in an individualized 
environment indefinitely. The process of recovery requires that he gradually 
win his way back until he is able to leave the artificially created atmosphere 
and enter again into the world of reality. 

2. Scientifically Controlled Friendship. — Menninger considers the emotional 
response, which he describes as 44 scientifically controlled friendship ”, to be 
the chief factor in the process of recovery. The hospital building and all the 
materialistic armamentarium are of little importance as compared with the 
personality relationships that exist between the patients and the members of 
the staff. Every doctor is familiar with the part that confidence plays in the 
treatment of his patients, and he is aware also of the influence, adverse or 
favourable, of relatives and friends on his patients. Menninger has made it 
his aim to elaborate this familiar principle and has greatly reinforced it by 
making it a matter of study and practice for not only the doctors and nurses 
but every employee of the hospital. Briefly, it may be said that the funda- 
mental aim is to permeate the institution with a spirit of co-operation and 
sympathetic insight into the aims of the hospital and the methods of carrying 
them out. 

The Daily Schedule. — To be the most effective the principle of 44 controlled 
friendship ” must be carried out in a systematic way. To ensure this, a 
schedule of assigned activities is written out and given to each patient at 
the beginning of each week. This not only informs the patient that he is 
being given individual consideration, but also maintains a continued plan of 
therapeutic attack. Pre-eminently, however, it gives opportunity for successive 
personal contacts through the pre-arranged scheduling of the various thera- 
peutic tools of occupational therapy, recreation, physical therapy, reading, 
music, and other creative efforts, rest, psychotherapy, study groups, etc. The 
friendly relationships which the patient forms in the course of his schedule 
transforms this daily plan from a progression from one unrelated unit of treat- 
ment to another into a continuous process of treatment facilitated by various 
occupations. 
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This whole plan of treatment is a continuous form of psychotherapy. It 
depends initially on the physicians" understanding of the patient's conflicts 
gained through frequent personal conferences. These interviews are not the 
casual contacts established in ward rounds, but are scheduled appointments. 
The value of friendliness, kindness, personal attention, and encouragement are 
recognized intuitively by everyone, but their scientific application as thera- 
peutic tools is surprisingly rare. In these experiments and investigations 
Menninger has attempted to carry this principle into all departments and to 
animate the patients’ work with its purposive stimulus. 

Grading of Mental Patients in Mental Hospitals as a Therapeutic 
Measure . — M. E. Erickson and R. G. Hoskins 7 describe a plan adopted in 
the Research Service of the Worcester State Hospital, consisting in a scheme 
of grading based chiefly on behaviour. It is formulated in terms compre- 
hensible to the patients, rather than appealing to the scientific sense of the 
psychiatrist. An explanatory statement of the scheme is posted conspicuously 
in the wards. It consists of a series of paragraphs, and each is displayed as 
a large poster. Each poster carries the line, Patients are sent home only 
from Grade B In each ward is kept posted, also, a roster of all patients 
on the service, classified by grades. Each week a list of promotions and 
demotions is posted. 

THIS WAY OUT 


All. patients in the Research Wards are graded according to their progress. As 
they improve they are promoted. They are sent home only from (I bade Ik If you 
want to go home, improve your grade. 


Grade A— At Home 

Able to act like normal people 

Able and willing to work 

Able to get along with family and friends 


Grade C— On Parole 
Working and playing well 
Getting new ideas and interests 
Making the best of everything 
Co-operating well and obeying rules 
Patients are sent home only from Grade B 


Grade E 

Second Class on the Ward 

Working and playing poorly 
Lazy and. shiftless 
Too proud of own ■ ideas 
Not very co-operative 
Careless of clothing 

Patients are sent home only from Grade B 


Grade R — Going Home 

Getting well enough to go home 

Working well 

Reliable on parole 

New interests and new ideas 

Old ideas controlled or understood 

Rebuilding mental strength to stay well 

Patients are sent home only from Grade B 


Grade D 

First Class on the Ward 
Keeping neat and tidy 
Working well and playing well 
Learning to take things as they come 
Beginning to understand old' ideas 
Learning to co -operate in everything 

Patients are sent home only from Grade B 


Grade F 

Third Class on the Ward 
Mute, resistive 
Silent or too talkative 
Excitable and disturbed 
Not co-operating 
Not working or playing 

Patients are sent home only from Grade B 


From the first, the patients manifested a marked interest in the posters. 
A census revealed that at least 8!) per cent were giving them their personal 
attention. Some patients were elated over their classification ; others were 
disappointed and argumentative, though only one or two of a hundred showed 
any definite antagonism. 
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The writers feel that the plan described can be directly related to the under- 
lying principles of psychiatry. The project is definitely planned to meet the 
patients at their childhood levels, to evoke childhood memories, and utilize 
earlier conditioning. Again, the simplicity of the plan broadens its appeal 
both to the patient of lower grade mentality and to the patient whose interest 
cannot be aroused in anything requiring much mental effort because of his 
pre-occupation with In's phantasy life. Particularly, the principle of graduated 
achievement is theoretically sound. To many patients in the lower grades 
the feat of stepping at once into the highest grade seems impossible of achieve- 
ment. The task of improving their status by a single grade, however, appears 
much less hopeless, and they a, re accordingly more inclined to make the 
necessary effort. The writers express the view that this method is widely 
applicable to state hospital practice, and yields excellent therapeutic results 
for the effort expended. 

Auto-suggestion and Hypnosis. — Suggestion and hypnosis as therapeutic 
methods appear to have been in a large measure superseded by the various 
forms of analysis. It may therefore be helpful to remind ourselves that the 
older methods may be usefully applied in many forms of illness both physical 
and mental. In a lengthy paper H. V. Exner 8 states that during the last 
two and a half years he has treated a few hundred cases by hypnosis and 
suggestion. He lias found that constipation yields very readily to this treat- 
ment. Six eases of asthma have all greatly benefited, three of the eases having 
.had no attacks for over twelve months. One ease simulating hay fever finally 
cleared up under hypnotic treatment. Insomnia, depression, hysteria, all 
yielded to this treatment, whilst operation cases, if taken in hand previously, 
do ever so much better than those not treated. Morphia is hardly ever 
required, whilst the calmness with which patients get on to the operating 
table is most gratifying to the patient, doctor, and nursing staff. The writer 
has performed dental extractions under hypnosis, the patients, mostly 
children, not feeling a thing. The tooth socket hardly bleeds, and healing 
Is definitely accelerated, even in bad cases of pyorrhoea. The alimentary, 
tract proves to be exceptionally partial to hypnosis and auto-suggestion, 
and constipation, vomiting, loss of appetite, and indigestion all yield readily 
to this treatment. 

The writer has found that with the co-operation of the patient all cases of 
illness benefit, sleep and rest arc assured, confidence is restored, and the 
fighting powers of the body are accordingly increased. Stammering can be 
cured by this treatment, fear and nervousness can be completely and. perman- 
ently eliminated, bad habits broken- c.g., smoking, drinking, etc. — and good 

habits inculcated, whilst to get rid of an inferiority complex no surer method, 
than hypnosis and auto-suggestion could be employed. The writer believes 
that auto-suggestion and hypnotism are two of the most potent weapons in 
the physician’s hands, not only in preventing but also in curing disease and 
alleviating the sufferings of mankind, and are a great factor in teaching the 
patient self-help. 

Psychological Factors in Somatic Disease. — Of recent years it has 
increasingly been suggested that organic diseases may be disturbances related 
to the emotional life. This view has been especially developed by the Adlerian 
school of Individual Psychology. J. C, . Young 0 observes that to repress a 
state of fear or rage, however admirable from the social point of view, is a 
physiological sin. It not only leads to neurosis in the commonly accepted 
meaning of the term, but may lead to physiological chaos and anarchy. , The 
gist of Freud’s teaching is that neurosis is sex in the wrong place ; and of 
Adler’s that it is “power striyjng ” not “usefully” expressed— that is, in 
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the wrong place. Young submits that some forms at least of organic disease 
are the outcome of affective charges, whether of fear or rage, chronically or 
repeatedly diverted along wrong channels under the influence of repression. 
Control of affect is a totally different matter from repression of affect. To 
control implies a certain awareness. Repression is automatic, unconscious. 
With control, affect can be worked oil in a physiologically healthy manner 
at the time, or be suitably canalized at leisure. Repressed affects, which are 
charges of energy not being abreacted, have an anarchical effect. The poet 
Blake says “Desire unacted breeds pestilence”. Thus an organ or system 
may be persistently over-stimulated by reason of an affect of chronically 
repressed fear or rage. If we grant that memory is a general function of 
organized matter, then it is reasonable to suppose that the memory of over- 
stimulation or persistent stimulation in an organ or system may he manifested 
in a continued over-functioning of that organ or system, even after the specific* 
affective source of that over-stimulation has ceased to operate. In other 
words, an organ or system may maintain a habit of reaction long after that 
reaction has ceased to be useful, and has even become detrimental to the 
organism as a whole. 

Young gives a number of case histories which support his thesis of an 
emotional origin in physiological disorders. One of his patients developed 
vitiligo , a disease characterized by a piebald condition of the skin. Stellwagon 
describes this condition as a neurosis, thus implying that it has its origin in 
a disturbance of the affective life. There appears to be a general consensus 
of opinion that the disease has a generic relationship with Addison’s disease. 
It also sometimes occurs as a sequel of exophthalmic goitre. It is common 
knowledge that human hair has been known to turn white in a single night 
as the result of some unusually severe emotional strain. It is perhaps not 
so generally recognized that the bleaching of the skin characteristic of vitiligo 
may also occur summarily after the experience of severe emotional trauma. 
In support of this view Young quotes a case described by W. Pierangeli, the 
gist of which is as follows : A young Neapolitan lady was doing the washing-up 
one evening when a political riot occurred. There was revolver shooting, and 
some people were wounded. During the following week the lady was in a 
state of acute nervous agitation. Ten days later, when taking a bath, the 
patient was astonished to find a small white bleached patch of skin on the 
outer side of the right leg. This case illustrates the fact that vitiligo, like 
bleaching of the hair, can supervene with dramatic suddenness following an 
experience of acute fear. Young observes that it is probable that all the 
gland changes which occurred slowly in his own ease under the influence of 
chronic fear, and finally resulted in the clinical picture of vitiligo, were 
speeded up in the case of the Neapolitan girl under the influence of 
acute fear. 

Besides skin affections, Young is of the opinion that there are quite a 
number of diseases in the causation of which the affective life takes an import- 
ant part. He considers gastric (or duodenal) ulcer is one of these. Three 
cases are cited in which the onset of symptoms was associated with intense 
crises in' the emotional life. The writer is convinced that skilled treatment, 
on individual psychological lines would have averted operation In two of 
the three. The third got his divorce a fortnight before his prospective 
operation. His symptoms at once began to subside. He refused operation, 
and is now perfectly well. Short-circuiting operations, necessary and success- 
ful as they often are, should more and more be regarded as indications of 
lack of preventive medicine directed to the affective life of the patient. 
They will be necessary, Young contends, so long as conflicts in the affective 
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life are allowed, as it were, to entrench themselves on wliat may be called 
the organic level. 

F. Alexander, 10 writing from the psycho-analytical standpoint, discusses' the 
influence of psychic factors in relation to physiological disease. He points 
out that functional disturbances, though essentially identical with psycho- 
pathological processes of expressing emotions such as laughter and weeping, 
are nevertheless distinct from them by three characters : In the case of a 
psychogenetie disturbance of an organ the emotion which seeks expression is 
repressed ; the psychogenic disturbance is an incomplete expression of a 
psychic tension ; and, finally, the symptom is not able to relieve the psychic 
tension in the same way as normal psychometer reflexes do. The repressed 
tendency, excluded from consciousness and thus from normal expression, 
sustains a steady tension which is the cause of the chronic dysfunction. Every 
psychic tendency seeks an adequate bodily expression. Normally this is 
through the conscious ego, probably localized anatomically and physiologically 
in the cortex. If this passage is blocked, an unusual relief comparable to a 
short-circuit takes place ; this is the hysterical dysfunction of the organs. 
The investigation of the psychic constellation of the patient is important 
even in eases of certain organic disturbances, since chronic functional disturb- 
ances may lead to real organic disease. 

For illustration the etiological problem of peptic ulcer is reviewed. In 
several cases Alexander has established the psychic origin of functional stomach 
troubles that preceded clinically diagnosed peptic ulcers, and in one analysed 
case it was possible to reconstruct the psychological factors that had been in 
the background of the stomach symptoms for many years. The repressed 
wish for a revival of the infantile relation to the mother maintains a permanent 
tension which tends to influence stomach functions. The associated wish to 
be fed, independent of hunger, serves as an unconscious wish to be loved. 
Hence the stomach is exposed to a chronic and specific stimulus. In this 
way a chronic hypersecretion or hypermotility may arise. The writer con- 
siders that it is established that many organic cases develop because there 
is an originating chronic psychic stimulus in the form of a repressed uncon- 
scious psychic tendency ; that this leads to functional disturbance of an 
organ ; and that a last phase manifests itself in organic morphological changes. 
The choice of the organ that serves for the expression of unconscious tend- 
encies depends on the specific nature of the tendency. Just as passive claims 
to be loved have an intimate relation to the alimentary tract, so do fear and 
anxiety seem to have a close connection with the circulatory system, whereas 
the emotions of spite, stubbornness, or rejection pf the environment may 
frequently, if they are repressed, find expression in the disturbance of the 
sphincter-function of the anus. Alexander considers that psychotherapy has 
mainly a prophylactic value. It consists in giving the patient the possibility 
of relieving psychic tendencies in the normal way by making conscious those 
repressed tendencies which, on account of repression, could not be expressed 
normally and had to find unusual pathological expression. 

Bmfkrbnobs. - l Amor. Jour. Psychiat. 1932, xi, 1181 ; *Med. Jour . and Record, 1038, 

Jan. 18, 59 ; z Arch. of Neurol. and Psychiat ., 1930, "xxiv, 335 ; ‘ l Amer. Jour. Psychiat . , 
1929, ix, 51.9; 5 Arch', of Neurol, and Psychiat. 1931, xxvi, 815; %Jour. Amer . Med . 
Assoc. 1932, Aug, 13, 538; 7 A mer. Jour. Psychiat. 1031, xi, 103; \7our. Med. Assoc. 
8. Africa , 1933, March 25, 171 ; 0 Individual Psychology Publications, 1932, April, 
No. 4, 40 ; 10 Jour. Amer. Med. Assoc. 1983, c, 409. 

PULMONARY ABSCESS. (See Lung, Abscess, of.) 

PULMONARY TUBERCULOSIS. (Sec Tuberculosis, Pulmonary.) 
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PURPURA HiEXMEORRHAGIC A . (See also Spleen, Surgery of.) 

Stanley Davidson , M.D., D.'M.C.D.E, 

In, an excellent paper H. XV. Jones and L. Tocantins 1 discuss the treatment 
of purpura hemorrhagica. These authors fully realize that spontaneous 
remissions are frequent ; hence the difficulty in deciding upon the value of 
any special treatment given. The removal of infectious processes, particularly 
in guarding against relapse, is stressed. Capillary hyperpermeabilily is believed 
to be an essential for the production of the haemorrhagic phenomenon. Great 
attention should be paid to the bleeding time as the chief indication for the 
value of treatment. Small intravenous Transfusions of 300 c.c. of blood 
frequently administered, is the best way of controlling the bleeding time. 
Ligation of the Splenic Artery, or Splenectomy, should be reserved only 
for cases which have failed to respond to repeated transfusions. 

Reference. — 1 Jour. Amer. Med . Assoc. 1933, Jim. 14, 83. 

PYELO CYSTITIS. (See also Pyuria in Children, Ketogenic Diet in ; 

Urinary Antiseptics.) Ivor J. Davies , M.J)., F.R.C.P . 

Ketogenic Diet Treatment. — A. L. Clark 1 (Rochester, Minn.) showed in 
more than 50 cases that hyperacidity' and ketonuria will inhibit growth, of 
organisms in cases of various bacillary infections of the urinary tract, so that 
cultures of urine become free of growth, and symptoms are relieved. Tables 
and methods of calculation of the ketogenic diet used at the Mayo Clinic were 
reproduced in his paper. 

Specimen Ketogenic Diet (Band, Dunlop, and Dick). 

Carbohydrate : 30 grm. Protein ; 54 grm. Fat : 253 grra. 

Total calories : 2595. 

Total glucose : 86. Fatty acid : 251. G : FA - 1:3. 

Breakfast. — 45 grm. bacon (uncooked weight). Use all bacon fat. 

60 grm. tomato, or mushroom. 

Tea or black coffee with 45 grm. single cream. 

One soy bun . 

Dinner. — 45 grm. lean meat. 

90 grm. cauliflower, or sprouts, or cabbage, or spinach. 

Orange cream (orange juice, 60 grm. ; double cream, 45 grm. ; 
gelatine, 2 grm.). 

Tea. — 60 grm. salad made from lettuce, tomato, cress, cucumber. 

One soy bun with butter from ration. 

Tea with 45 grm. single cream. 

Supper , — One egg scrambled with 30 grm.. double cream and butter. 

90 grm. rhubarb or vegetable, as at dinner. 

One soy bun with butter from ration. 

Tea or black coffee with 45 grm. single cream. 

Daily Ration.- — Olive oil, 15 grin, t.i.d. 

Butter, 97*5 grm. t.i.d. 

D, Band, D. 3VL Dunlop, and 1. L. Dick 2 (Edinburgh) present a valuable 
study of chronic pyelocystitis with particular reference to the ketogenic diet 
treatment. About a year and a half ago the attention of Clark and Helmholtz 
in the Mayo Clinic was called to the fact that the urine of patients undergoing 
the ketogenic treatment of epilepsy could be allowed to stand for a very long 
time without becoming putrid. Possibly also they recalled the old-fashioned 
dictum that it is possible to catheterize a diabetic without fear of infection. 
They explained the phenomenon by supposing either that organisms did not 
grow successfully in a urine whose acidity has been greatly increased by its 
high content of organic acid, or that some natural urinary antiseptic might 
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exist among the excreted ketone bodies. Acting on this supposition, they 
subjected a number of their patients with urinary infections to ketogenic 
diets, and have since published a considerable number of strikingly successful 
results. 

Following this discovery the first-named observers arranged to try out this 
new treatment in a series of eases in the ‘intractable 1 group which had formed 
16*9 per cent of their cases of chronic pyelocystitis. The diet used contains 
a minimum quantity of carbohydrate, a small quantity of protein — since 
glucose can be formed from protein — and a maximum quantity of fat, so that 
the glucose /fatty-acid ratio is about 1 : 3. Such a diet is usually capable of 
producing a marked ketonuria in the adult, though some require the daily 
intake of carbohydrate to be reduced as low as 20 or even 15 grin, before a 
satisfactory ketonuria is attained. When it is remembered that a normal diet 
contains about 300 grin, of carbohydrate it will readily be understood that 
this is rather a difficult type of diet for the patient to tolerate. On the other 
hand, in children a ketonuria may be achieved by a much less drastic curtail- 
ment of carbohydrate. 

All the cases studied had had urinary trouble of some kind or another for 
years, and had previously been subjected to hospital treatment with unsuccess- 
ful results. To sum up their detailed case-reports : Out of 11 eases of very 
chronic and intractable urinary infection, 5 were apparently cured by the 
treatment, and one was considerably benefited. In one case of trigonitis with 
marked frequency the symptoms entirely subsided. Three patients were 
refractory to the diet for various reasons, and the treatment, which had not 
so far proved successful, had to be discontinued. In 2 cases the diet was given 
a fair trial and proved quite ineffective, but in one of these the patient was 
suffering from a tuberculous infection. It is possible that the results would 
have been better if the dietetic treatment had been combined with the 
administration of an acid-producing salt like ammonium nitrate, as is recom- 
mended by Clark. 

The objects of the bacteriological researches of this report were : (1) To 
measure the bactericidal or bacteriostatic properties of urine passed by patients 
in a state of ketosis ; (2) To determine whether these properties are due to 
changes caused by diet in the reaction of the urine or to some unknown anti- 
septic substance. The experiments showed: (1) Ketonuria had a bacterio- 
static effect — at least for the type of organism used ; (2) This effect was not 
entirely due to increase in the acidity of the urine ; (3) It was still sub judice 
whether a certain degree of acidity is essential for the production of this 
bacteriostatic effect ; (4) Any evidence as to the nature of the active substance 
was so far only of a negative kind. 

C. M. Wilson 3 (London) reports a successful personal experience of the 
treatment of coli baeilluria by a ketogenic diet, and also remarkable results in 
20 patients in whom the duration of the infection with the colon bacillus 
varied from seven months to eighteen years. He described how the diet was 
made comparatively inoffensive to the patients, who had to be reconciled to 
240 grm. of fat in the day, and to the almost total deprivation of carbo- 
hydrates. Protein was given in the normal amount. 

A. T. Fuller 4 (London) has investigated the nature of the bactericidal agent 
in the ketogenic diet. He concludes from his experiments that the principal 
factor inhibiting the growth of bacteria in the urine from patients receiving 
ketogenic diet is (3 -oxy butyric acid. The activity of this substance increases 
in proportion to the acidity of the urine. 

References. — 1 Lancet , 1932, ii, 611; a Practitioner , 1933, May, 65, and Proc. Roy, 
Soc. Med . 1933, Jan., 217 ; 3 Lancet , 1932, ii, 960 ; *Ibid. 1933, i, S53, 
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PYLORUS AND DUODSNUM, CONGENITAL STENOSIS OP. 

John Fraser , C/iil,, FJLC.SJFL 

Under the heading of “Pyloric Inco-ordination” D. Levi 1 contributes a 
most helpful article on the problem of congenital stenosis of the pylorus. It 
is evident from the wording of the title that the author believes in the view 
that the error arises as the result of a disturbance of the neuromuscular 
co-ordination of that portion of the autonomic nervous system which is 
responsible for the activation of the musculature of the pyloric half of the 
stomach and the pyloric sphincter ; that, in a more definite sense, the disturb- 
ance arises because the sympathetic element responsible for the filling function 
of the stomach is at fault, with the result that there is persistent activity of 
the pyloric sphincter and consequent hypertrophy, so that the body of the 
stomach, while accepting contents, is unable to pass them on into the more 
distal segments. This view was originally put forward by John Thomson, 
who argued the truth of it from clinical observation. 

Levi refers to the significance of the biochemical observations of Maize! and 
Macarthur. These workers have shown that, because of the copious vomiting, 
the body tissues are deprived of a considerable proportion of their acid radicles, 
with the result that a condition of alkalosis develops. The significance of 
this from the point of view of treatment is obvious, for it implies that, instead 
of administering alkalis or of washing out the stomach with alkaline solutions, 
chloride solutions should be substituted. Levi believes that these biochemical 
observations are of considerable importance in arriving at a correct diagnosis 
in a doubtful case, and the investigation is virtually a routine in the depart- 
ment with which he is associated. 

In so far as treatment is concerned, he is all in favour of early interference, 
and he summarizes the indications as follows : (1) Pyloric obstruction with 
a palpable tumour ; (2) Persistent vomiting with gastric delay and alkalosis ; 
(8) Pylorospasm in which weight does not increase in spite of medical treat- 
ment. The operation of Pylorotomy (Rammstedt) is that recommended, and, 
in order to prevent the risk of intestinal infection, he insists on the import- 
ance of Gastric Lavage prior to operation, using normal saline instead of the 
bicarbonate solution which is so often recommended. 

T. H. Lanman and P. J. Mahoney 2 have published their experience in 425 
cases. It is encouraging to find that the mortality rate has dropped from 
10*4 to 2 per cent, and they are fully satisfied that, with attention to the 
preparation detail of countering dehydration and alkalosis, the operation has 
become what may be termed safe, it is most significant that from the early 
part of 1980 up to June, 1982, no death was recorded ; the operation figures 
from which this satisfactory percentage arises are not stated. 

The paper covers the ground which has been reviewed on previous occasions, 
but reference should be made to the fact that in the experience of the authors 
the pylorus becomes increasingly vascular in children older than six weeks. 
They attribute this to a superimposed element of pylorospasm which, though 
present in all cases, is increased as the result of prolonged symptomatology. 
This observation is mentioned because it raises the question of the risk of 
haemorrhage subsequent to the pylorotomy. 

C. P. Lapage® draws attention to the incidence of pyloric and duodenal 
stenosis in mongols. He records three cases, two of pyloric stenosis and one 
of duodenal obstruction. He considers that pyloric stenosis and mongolism 
have increased in the last twenty years, but he marshals; no real facts in 
support of his contention, nor does he draw any significant conclusions. 

The results of operation in congenital pyloric stenosis form the subject of 
discussion in two papers. C. Hakki 4 recalls his results in 20 cases observed 
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over a period of seven years; there were 8 fatalities, but only one could, be 
directly ascribed to the operation, and all occurred in feeble children* The 
end-results were analysed at periods varying from one to six years after 
operation, and in every ease an excellent result was recorded. 

The effects of the operation as estimated by X-ray examination are recounted 
by G. Cali nidi and R. Zenker. 5 This paper contains a considerable amount 
of detail, but the ultimate findings may be recorded as follows. After periods 
varying from ten months to four years subsequent to the operation in a total 
of 20 cases, 13 showed normal stomach function, 8 evidenced unduly rapid 
emptying, and 3 indicated some measure of pyloric obstruction. Taken as a 
whole, the final conclusion arrived at was that the functional end-results 
were extremely good. 

References. — 1 Practitioner, 1933, Jan,, 67 ; *Surg. Gynecol, and Obst. 1933, Feb., 
205; z Brit. Med. Jour . 1932, ii, 350; 4 Rev . de Chir. 1932, Dec., 802; 5 Deut . Zeits. f. 
Chir. 1933, March, 444. 

PYOFERIC ARDITES . Sir W. J. de C. Wheeler, F.R.C.S.l. 

Empyema of the pericardium or purulent pericarditis is a rare condition 
and, frequently, when present is unsuspected. If unrecognized, it is a fatal 
disease, but more than half of the cases can be saved by early drainage. 
The primary focus is often difficult to locate, but direct extension of infec- 
tion in cases of pneumonia and empyema appears to be a common cause. 
Occasionally pyocarditis is a complication of such obvious conditions as 
osteomyelitis. 

J. D. Bisgard 1 states that the constant churning action of the heart tends 
to impede the formation of inflammatory adhesions and often causes fibrin 
to be deposited on the heart and parietal pericardium in concentric rings and 
layers comparable to the architectural structure of the onion. Such general 
signs as a friction mb, precordial and epigastric* pain, cyanosis, dyspnoea, and 
tachycardia may arouse suspicions, especially when combined with an unex- 
plained rise in temperature. The X rays show an abnormally shaped and 
enlarged heart shadow which changes with alteration of the position of the 
patient. A needle cautiously introduced through the left costal xiphoid angle 
mav reveal the presence of pus. 

Treatment. — When the diagnosis is made there is no question as to the 
method of treatment. Free drainage is indicated. One or two costal cartilages 
are resected, the pleural reflection is deflected laterally, and the pericardium 
is exposed. There is a difference of opinion as to the form of drainage to be 
employed. Some authorities advocate free open drainage and irrigation, 
others air-tight drainage as in cases of empyema. The reviewer suggests that 
if the pericardium is distended by the presence of pus the compression on the 
heart should be released by gradual decompression in much the same manner 
as is adopted in cases of over- distension of the urinary bladder. This could 
be accomplished by the rapid introduction of a drainage tube (various instru- 
ments for closed vesical drainage, such as Kidd’s, could be employed) through 
which the pus for the first twenty-four hours is permitted only to escape 
in small quantities. The rule that “ when an organ or system is suffering 
directly from pressure effects or indirectly from back pressure, the greater 
the pressure the more gradual should be its relief” applies throughout the 
entire surgical field (Wheeler 2 ). By such means the high mortality (which 
Bisgard gives as 45 per cent) in cases receiving surgical drainage might be 
reduced. 

References. — x Amer. Jour. Surg. 1932, July, 1 ; -Ganad, Med. Assoc. Jour. 1931 , 
xxiv, 3, 
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PYURIA IN CHILDREN, KETOGENIC DIET IN. (See also 
Pyelocystitis.) Reginald Miller , M.D . , F.R.C.P. 

Although it may be useful here to make reference to the several papers which 
have recently been published on this subject, it is even yet extremely difficult 
to estimate what advantages, if any, the adoption of a ketogenic diet has over 
the older methods of treatment of pyuria in children. The subject is one of 
great difficulty. On the one hand, as everybody knows, there are very numerous 
acute or subacute cases which can be easily cured by various drugs ; and on the 
other hand there is the smaller group, generally dependent on some anatomical 
abnormality of the urinary tract, in which cure is either impossible ' or only 
temporary. To make matters worse, there are also eases in which the change 
from one drug to another will effect a cure for no known reason ; while spontan- 
eous cures •when all drugs have been tried and failed are by no means unknown. 
What, then, is wanted is information whether a ketogenic diet can cure eases 
in which other measures have failed, and if so whether it can be relied upon to 
do so, and what is the outlook as regards relapses. Pending further elaboration 
or improvement in the technique of the treatment it seems assured that this 
form of therapy will occasionally cure cases that have resisted other lines of 
treatment, but that it, can be relied upon to do so or to prevent relapses seems 
certainly untrue. 

H. F. Helmholtz, 1 ’ 2 who first recorded results of the treatment of pyuria in 
children by a ketogenic diet in 1931, has now published a further paper 3 on the 
same subject, in which he notes that O. Nielson 4 in 1920 fed a cream mixture 
in the treatment of urinary infections with good results. He summarizes his 
results as follows : (1) By the use of the ketogenic diet the urine can usually 
be rendered bactericidal when its pH is below 5-6. (2) The bactericidal power 

apparently is not due to acidity alone or to the presence of diacetic acid or 
sodium diaeetone. Acidity in synergy with substances hitherto not yet deter- 
mined probably accounts for this bactericidal action. (3) Ketonurine of a 
pH of 5*5 is an excellent antiseptic for clearing urinary infections, and kctonuria 
should prove useful in the preparation of patients for operation on the urinary 
tract. (4) By means of the ketogenic diet three patients with major urinary 
anomalies have been freed from infection. At the Mayo Clinic no other method 
of treatment has been successful in this type of case. The clearing of an infec- 
tion by means of the diet does not necessarily mean permanent cure. 

J. B. Rennie 5 reports as follows : “ In the Royal Hospital for Sick Children, 
Glasgow, 6 cases have been treated with ketogenic diet. Of these, 2 appeared 
to be cured. Of the remaining 4, 2 had sterile urines for a few days but relapsed, 
and 2 were quite unaffected by the diet. The 4 cases in which ketogenic diet 
was ineffective all presented some abnormality of the urinary tract, demonstrated 
by intravenous pyelography. The 2 cases which cleared up were of short dura- 
tion and showed no abnormality of the urinary tract. Although ketogenic 
diet would appear to be as good a method as any other of rendering the urine 
sterile, there are several disadvantages. Because of the nature of the diet its 
use is limited to older children, and complete co-operation of patient and nursing 
staff is required. In febrile cases there are obvious drawbacks to such a marked 
reduction of carbohydrate intake.” 

In a longer publication devoted to this subject the same author 6 gives it as 
his opinion that if no abnormality is present ketogenic diet is probably an effi- 
cient method of clearing up a urinary infection, but it is questionable if it has 
any advantage over the older forms of treatment. Its use would appear to 
be limited to older children. In the acute stage of the disease when fever is 
present it seems unwise to give a diet so deficient in carbohydrate. Further, 
the diet can only be used satisfactorily in hospital, and even there co-operation 
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on the part of the patient is required. And again : 44 It would appear that 
ketogenic diet is of little value as a curative agent in pyuria associated with 
abnormality of the urinary tract 

M. F. Campbell 7 states that he has seen four infants in whom pyuria was 
noted from birth. 44 Some ”, he says, 44 are bom with pyuria (few), others 
achieve it (the usual clinical event), while others have urinary infection thrust 
upon them (instrumentation introduction, relatively rare)”. 

References. — 1 Proe. Staff Meet. Mayo Clinic. 1931, vi, 609 ; 2 A eta Pediat. 1932, xiii, 
195 ; 3 Jour. Arner. Med. Assoc. 1932, xeix, 1305 ; *Ugeskr. f . Laeger , 1920, xc, 843 ; 
5 Glasgow Med. Jour. 1933, xxvii, 113 ; Q Arch. of Dis.Ghildh. 1933, viii, 47 ; 7 Jour. Amer. 
Med. Assoc. 1932, xeix, 2231. 

RADIOTHERAPY. (See also Cancer, Radium Treatment of ; X-ray 
and Radium Therapy.) 

RADIOTHERAPY IN GYNAECOLOGY. 

Beckwith Whitehouse, M.S . , F.R.C.S., F.C.G.G. 

Radiotherapy In Non “malignant Gynaecological Conditions. — The. treat- 
ment of non-malignant gynaecological lesions by means of radiotherapy is 
considered by N. S. Finzi, Malcolm Donaldson, and others in a discussion held 
this year between the combined sections of Radiology and Obstetrics and 
Gynaecology at the Royal Society of Medicine. 1 

The chief benign conditions in which radiotherapy may be employed are 
classified by Donaldson as follows : (1) Irregular haemorrhage from the uterus 
associated with the menopause ; (2) Menorrhagia or irregular bleeding caused 
by fibroids ; (3) Certain cases of menorrhagia in young patients where there 
is no gross abnormality of the pelvic organs ; (4) Tuberculosis of the cervix 
or vagina ; (5) Leucoplakia of the vulva. 

The most useful application of irradiation is probably seen in cases of meno- 
pausal menorrhagia , and Finzi observes that treatment is so certain in its results 
that surgery is not justified owing to the increased risk and longer convalescence. 
X rays and radium give equally good results provided that the technique and 
dosage are correct, but radium is more rapid in its effects. On the other hand, 
the rather distressing vomiting which so commonly is associated with the 
introduction of radium into the uterus is eliminated when X rays are used. 
The latter probably act entirely on the ovaries, and although a single applica- 
tion with a voltage of 180,000, a filter of 0*5 mm. copper, and a distance of 30 to 
40 cm. may be used, Finzi advocates three scries of treatments. In each series 
three to five applications spread over three successive days are given. The 
interval between each series is four weeks from the first day of one to the first 
day of the next. The author employs 150 kv. undulating current, with a filter 
of 5 mm. aluminium, at a distance of 24 to 30 cm. ; 85 per cent to 90 per cent 
of a full erythema dose is given at the first series, but this is reduced at subse- 
quent treatments, and care is taken to include both ovaries within the two 
anterior and the single posterior fields. 

If women under 38 or 40 years of age are treated by this method there is a 
possibility of return of the menstrual function after a few years ; and it is 
important to note that should pregnancy occur within this period there is the 
possibility of the birth of a deformed foetus. Microcephaly is the most common 
abnormality in a pregnancy resulting from fertilization of a damaged ovum. 

In very anaemic patients radium is more suitable than X rays because its 
action is quicker. 

Contrasting the value of X rays and radium in the treatment of the abnormal 
menopause, Malcolm Donaldson points out that although both probably act 
in the same way, i.e., by their direct effect upon the ovaries, radium has certain 



Radiotherapy in Gynaecology 890 


.'MEDICAL ANNUAL 


very definite advantages. In the first place the uterus and cervix are efficiently 
explored to exclude, malignant disease. In two cases the author recently 
discovered unsuspected early carcinoma during routine curettage before the 
insertion of radium. Secondly, during the preliminary investigation of the 
pelvic organs under anaesthesia, the pressure of any inflammatory mass which 
would flare up under irradiation can be excluded. 

When radium therapy is proposed, it is not uncommon for patients to raise 
the question as to the effect which such treatment will have upon menopausal 
symptoms and also upon the sex instinct. Donaldson answers the first by stat- 
ing that the same menopausal symptoms, e.g., ‘flushings’, follow radium therapy 
as if no such treatment had been given. The production of an artificial meno- 
pause after the age of 40 differs in no way from that of a natural ‘change of life’. 

As to the effect upon the sex instinct, the author is of opinion that radiation 
therapy exerts no specific influence. In the course of years there is sometimes 
a definite diminution in the size of the vagina which may produce dyspareunia, 
but this disability is just as likely to supervene upon the natural menopause 
as the artificial climacteric. 

A matter of considerable importance in intra-uterine radium therapy is the 
dosage required to produce the optimum effect. In England the amount of 
radium commonly used is 50 mgrm. of radium element with a filter of from 
0*5 to 1*5 mm. of platinum. In a series of 02 eases of menopausal bleeding 
treated at St. Bartholomew’s Hospital with an individual dosage of 8600 mgrm.- 
hours, the percentage of cures based upon the production of amenorrhcea was 
96*3. Norman White, 1 quoting figures supplied by the Radium Registrars at 
University College Hospital, states that 1200 mgrm. -hours will usually produce 
amenorrhcea in a patient aged 46 or older, and that 18()0-mgrm.-hours generally 
effect a similar result in women aged from 41 to 45. Under 40 years of age 
1800 mgrm. -hours are not sufficient to produce permanent amenorrhcea ; in 
other words, the older the patient the smaller is the dose required. Whilst 
this is true for the majority of patients, individual variations occur owing to 
exceptional resistance or susceptibility of individual tissues. The author cites 
an instance where 1200 mgrm.-hours failed to produce amenorrhcea in a woman 
aged 46, though the same dose produced apparently permanent amenorrhcea 
in two patients aged 29 ; 1500 mgrm.-hours also failed in two women over 
50 years old. For these reasons White advocates a routine dose of 8000 mgrm.- 
hours for all patients in whom it is desired to produce permanent amenorrhcea. 
If the uterus is much larger than normal this may be increased to 8600 mgrm.- 
hours, but in the author’s experience the 8000-mgrm. dose has so far proved 
to be entirely adequate. 

Complications of Radium Therapy in Gynaecology.-— With the extension 
of radium therapy to smaller hospitals and clinics as distinct from the large 
teaching centres, it is essential that those who use this powerful agent should 
possess a knowledge of its dangers and limitations. 

The advertisements of commercial agencies who rent radium, inviting the 
general practitioner to send a description of the ease, to be followed by direc- 
tions with the proper dosage, have prompted G. Gray Ward 1 to publish a 
timely warning of the complications which may ensue upon the application of 
radium without special knowledge or skill. The author stresses the important 
fact that although the renting of radium is of course perfectly justifiable, the 
knowledge and judgement of how and when to use it cannot be obtained by 
‘correspondence’ but only be bought by careful study, personal experience, 
and observation in established radiologic elinics. Safety in the use of radium 
depends not only upon the amount of radium used, and its distribution in appro- 
priate containers and effective screening, but on the placing and maintaining of 
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the radium in situ. The duration of the primary application, and the time and 
dosage of re-radiation and deep X-ray therapy , combined with a careful frequent 
follow-up , are also essential factors if the best results are to be obtained. 

The location and extent of malignant disease in a given case must be carefully 
studied, together with the type of cell and degree of maturity, since if larger 
doses of. radium are given than are actually required, normal structures are 
destroyed. Such action may readily result in the production of septic dis- 
charges, haemorrhages, injury to adjacent viscera, and even fistulae. Gray 
Ward points out that the unfortunate results of over-radiation are commonly 
attributed to the extension of the carcinoma ; the action of the radium is 
blamed and consequently condemned. Too frequently repeated radiations, on the 
other hand, are liable to result in the so-called ‘late reaction 9 of radium. Six or 
twelve months after the initial treatment dense infiltration of the tissues, pelvic* 
pain, and ulceration may develop which are likely to be attributed to a local re- 
currence of the disease when actually they are the result of excessive irradiation. 

Very little has been written regarding the frequency of post-radiation 
symptoms, but their frequency in all clinics is without question. Amongst 558 
cases of cervical carcinoma in the author’s clinic, 21*3 per cent of the patients 
exhibited some form of post-radiation morbidity. In the later years of this series 
there has been a gradual decline in the frequency of complications following 
radium, which is attributed to the greater care paid to details of technique and 
to improvement in judgement as a result of experience. The primary mortality 
from radium therapy in carcinoma of the uterine cervix should not exceed 2 per 
cent. When death occurs it is usually the result of the unwise application of 
radium in the presence of very extensive disease complicated by acute sepsis. 

In many clinics vesical and rectal irritability is a frequent post-radiation 
complication. In Gray Ward’s clinic such morbidity is quoted as 4*5 per cent, 
a low figure which is attributed to care taken in obtaining the maximum of 
distance screening by distending the vagina to the utmost with gauze packing, 
and the use of a self-retaining catheter in the bladder to maintain collapse of 
this organ whilst the radium is in situ . 

When a carcinoma invades the anterior vaginal wall the danger of producing 
a vesico-vaginal fistula with radium is very real if the dosage is too large. The 
proper dose in an individual case must be based upon experience and the 
thickness of the vcsieo-vaginal septum. The risk of this serious complication 
is particularly great when irradiation is employed for cancer that has developed 
in the cervical stump after a previous supravaginal hysterectomy : 40 of these 
cases occurred in Gray Ward’s series, an incidence of 7*2 per cent, and the 
author observes that the incidence of fistula was increased two and a half times. 
He advocates reduction of radiation to one-half, repeating as necessary, in the 
presence of this increased risk. 

Recto-vaginal or ileo-vaginal fistulw subsequently developed in 4 per cent of 
Ward’s 558 cases, but, as the author says, it is not possible to say what propor- 
tion were due actually to the radiation and what to extension of the disease. 
Cases having a history of previous pelvic inflammation appear to be more 
liable to intestinal fistula as a complication of the treatment, owing to the 
proximity of an adherent loop of bowel. Amongst other complications which 
swell the figures of post-irradiation morbidity pyometra must be noted. Its 
incidence was 3*6 in the author’s series and is attributed to infection of the 
endometrium and occlusion of the cervical canal from contraction due to the 
formation of dense connective tissue. A monthly ‘ follow-up ’ is advocated in 
order to discover this complication in its incipiency, which may be suspected 
from the presence of cramp-like pains with enlargement and softening of the 
uterine body. The careful passage of a uterine sound confirms the diagnosis. 
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The presence of pathogenic bacteria on a sloughing and ulcerated carcino- 
matous ulcer of the uterine cervix must at all times be envisaged, and the 
onset. of septic complications may be largely prevented by thorough preliminary 
vaginal and cervical antiseptic preparation, and the avoidance of trauma when 
dilating the cervix and placing the radium containers in situ. The presence 
of pyrexia or signs of coexisting pelvic inflammatory disease are of course 
contra-indications to immediate radium therapy. 

' When radium is used in the treatment of non-malignant conditions the 
utmost care is requisite to avoid the results of over-dosage. One of the most 
distressing complications that can happen is the production of permanent 
amenorrhcea when radium therapy is applied to check menorrhagia in a young 
woman. When uterine bleeding does not yield to curettage or hormone 
therapy, a small dose of 200 to 400 Ra. mgrrn. -hours may be given with safety. 
With 600 mgrm. -hours there is a real danger of causing uterine atrophy and 
permanent amenorrhcea with sterility. As the author observes, it is far better 
to under-radiate these cases with the understanding that the treatment may 
have to be repeated than to give too much ! 

The consideration of this rather formidable list of possible complications, 
winch cannot be avoided even in the most experienced hands, but may be 
reduced in number by adequate knowledge of the action of radium and care 
in the technique of application, emphasizes only too well the necessity for 
proper training. The damage which may be inflicted from over-radiation on 
the one hand, and the failure to cure by insufficient radiation on the other, 
are important points which must ever be present in the minds of all who enter 
the field of radium therapy. 

References. — 1 Proe. Boy. Sue. Med., 1933, March, 637 ; *Amer. Jour. Ohst. and 
Gynecol. 1933, dan., 1. 

RECTAL INCONTINENCE. J. P. Lockhart-Mummery , F.R.C.S. 

Etiology. — J. P. Lockhart-Mummery 1 discusses the causes and treatment 
of this condition. He gives the following causes : (1) Operations and injuries, 
such as childbirth, resulting in permanent damage to the sphincter muscle ; 
(2) Derangement of the nerve-supply, such as paraplegia, disseminated sclerosis, 
and tabes dorsalis ; (3) Retention and overflow — a common cause in old people 
from impaction of faeces in the rectum, and sometimes seen in young children ; 
(4) Congenital absence of the external sphincter muscle ; (5) A patulous 

condition of the anus from rectal prolapse or bad prolapsing piles. 

Treatment. — As regards treatment, he believes that all cases can be very 
considerably benefited by operation and most cases can be definitely cured. The 
most difficult cases are those where there is extensive scarring and much fibrous 
tissue. Where any portion of the external sphincter is still present this can be 
made to surround the opening and function properly again by a carefully- 
planned plastic operation, but success will depend very largely upon primary 
union being obtained, which is not always easy in this situation. Apart from 
congenital absence of the sphincter muscle and diseases of the central nervous 
system, there are few cases of incontinent anus that cannot be cured by a care- 
fully planned operation, 

Reference. — 1 Lancet , 1933, ii, 535. 

RECTUM, CANCER OF. J. P. Lockhart-Mummery, F.R.C.S. 

Early Diagnosis. — Most of the writers on this subject stress the necessity 
of early diagnosis, so as to enable cases to be treated at an earlier stage than 
is at present usual. The great majority of cancers of the rectum are not 
detected until they have passed the stage at which they are really curable by 
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any form of radical surgery. All surgeons are agreed that in the early stages 
modem operative technique is quite able to cure cancer of the rectum with 
comparatively little risk. Thus, out of 215 eases from the records of St. Mark’s 
Hospital quoted by Sir dairies Gordon -Watson 1 , 101 already showed lymphatic 
invasion, while out of 52 eases operated on in 1928, there were ,37 without 
lymphatic invasion, 28 of which were alive after three years, while out of the 
15 cases with lymphatic invasion, only 1 was alive after three years. 

Grading and Classification. — The importance of grading different eases 
of cancer of the rectum according to the amount of spread that has taken 
place was first stressed by J. P. Lockhart- Mummery 1 2 in 1926, who pointed 
out that there was very great difference in the recurrence rate, depending upon 
the amount of extension that had occurred, and that this could be estimated 
by a careful examination of sections of the tumour after operation. Since then 
Cuthbert Dukes 3 has extended this method of grading and made it more 
accurate. His latest report is based on the study of 215 operable cases treated 
by excision of the rectum. The eases are classified in the following groups : — 

Group A — where the growth does not extend beyond the wall of the rectum. 

Group B — where there is extension into the extrarectal tissues, without 
metastases. 

Group C— all cases where there is involvement of the lymph nodes. 

The whole classification is based upon careful microscopical examination 
both of the tumour and of any glands or metastases. Of these 215 cases, 
18 per cent belonged to Group A, 35 per cent to Group B, and 47 per cent to 
Group C. There were no operative deaths in Group A and no recurrences. 
In Group B there was 1 death from operation and 0 deaths from recurrence, 
and in Group C 4 deaths from operation and 13 from recurrence. 

W. B. Gabriel 4 review's 370 cases of rectal cancer treated at St. Mark’s 
Hospital between the years 1910 and 1931 by the Lockhart-Mummery Perineal 
Excision. The operative mortality is shown in Table I. It will be noted 
that the mortality has been steadily decreasing with the increasing experience 
of the operation on the part of the surgeons and nursing staff. Table .// 
shows the results at the end of five years in 189 cases. 

On a three-years’ basis the percentage of cures in Group A cases was 86, 
Group B 73, and Group C 19. 

The method of grading tumours before operation by Broders 1 method of 
biopsy has also been studied by Cuthbert Dukes 3 and compared with the grading 
done by examination of specimens after operation. He found that the method 
was not very uniform in its results, but that it was of definite value in prognosis, 
as all of the patients with Grade I lesions were alive after three years, whereas 


Table I. — Operative Mortality op Perineal Excision in Relation to 
Increasing Experience with the Operation. 
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Fig. B .— Showing the appearance of outside of rectum during laparotomy. 
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RECTUM, CAVERNOUS ANGIOMA OF (Cirsoid Aneurysm). 

J. i\ Lockh a rt-M ummery, F.M.C.S. 

li. Bensaude and A. Bensaude 1 give a very full description of fourteen cases 
of this rare condition. The appearances are shown in Plates XLII1, XL1V. 
Plate XL1II shows the appearance of the rectum from inside through the 
sigmoidoscope, and Plate XL1V the appearance of the outside of the rectum 
during laparotomy. The condition is congenital and is characterized by the 
presence of huge blood-vessels forming cavernous spaces in the wall of the gut 
and projecting into the lumen of the bowel. There may be a more or less dis- 
crete tumour in one part of the rectal wall, or almost the whole of the rectum 
and part of the pelvic colon may be involved. The blood-vessels forming the 
tumour may be mainly veins or arteries ; as a rule large pulsating arterial 
vessels predominate. The condition is a very serious one, as sooner or later 
haemorrhage of a most severe type occurs, which is often fatal. There is no 
difficulty about the diagnosis if a sigmoidoscope is used, as the large blood- 
vessels can be easily seen. In most cases little can be done to treat the cases 
beyond using precautions to prevent damage occurring to the dilated vessels 
and dealing with haemorrhage when it occurs. Anything in the way of radical 
operation is quite contra-indicated as a rule. The feeding vessels passing 
into the tumour are enormous and the dangers of attempting to remove the 
affected portion of bowel are so considerable that the procedure is hardly 
justified. Many of the patients live for a very long time, though most of them 
come to grief in the end from haemorrhage. Of Dr. Bensaude’s eases four died 
of haemorrhage, three were operated on successfully, two died from the opera- 
tion, and in one operation was unsuccessful in remedying the condition. Three 
eases were treated with Radiotherapy and Cauterisation, one after a 
preliminary colostomy, with improvement. The authors point out that the 
condition is sometimes associated with a similar condition in other parts 
of the body. Tims one of their patients had a cavernous angioma of the 
scrotum, and another patient had a similar condition involving the bladder 
and ureter. 

Reference. — x Pres. <te mid. 1932, Nov, 19, 1739. 

RECTUM, PROLAPSE OF. J. P. Lockhart-Mum menj, F.R.C.S. 

E. B. Potter and J. M. Wellman 1 give the results of the treatment of rectal 
prolapse in children with Alcohol Injections. The alcohol is injected under 
anaesthesia into the submucous tissue with a long aspirating needle, 1*5 to 8 c.c. 
of alcohol being injected on either side. They treated 18 eases, with 11 cures. 
[This is an old treatment that is revived from time to time. The original cases 
were reported by Swinford Edwards many years ago. Alcohol is not very 
safe, as it is liable to cause sloughing, though there appear to have been no 
complications in the cases reported by Potter and Wellman. Five per cent 
Carbolic Acid in Almond Oil is now used at St. Mark’s Hospital, and is 
probably safer than alcohol and quite as efficacious. — J.P.L.-M.] 

E. G. Martin 2 advocates a Colopexy operation for rectal prolapse in adults, 
A laparotomy is performed and the bowel pulled up till it is taut. The longi- 
tudinal muscle band of the colon is stitched to the fibres of the psoas minor 
in the left iliac fossa after dividing the posterior peritoneum. This operation 
in the hands of other. surgeons lias proved dangerous owing to strangulation 
of a coil of small gut through the opening left behind the fixed area of 
colon. 

This complication has on several occasions occurred some years after the 
operation for prolapse. If colopexy is performed, it should be done in such a 
manner that there is no gap left through which an internal strangulation of 
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small gut can take, place. The method suggested by Louis Hirschman (see 
discussion on Martin’s paper) of obliterating the fossa between the opposing 
folds of mesentery on the outside of the colon by careful stitching is better and 
safer than a eolopexy. 

Refebences. — 1 Amer. Jour. Surg . 1933, Feb., 297 ; 2 Jour . Amer. Med. Assoc. 1932, 
July 30, 368. 

RECURRENT LARYNGEAL NERVE PARALYSIS. 

F. W. Watkyn- Thomas, F.R.C.S. 

A. B. Smith, V. F. Lambert, and II. L. Wallace 1 report on 235 eases of 
paralysis of the recurrent laryngeal nerve seen over a period of twenty-five 
years in the Ear and Throat Department of, the Edinburgh Royal Infirmary. 
No eases have been included in which there was present any intrinsic disease 
of the larynx such as tuberculosis or syphilitic ulceration. 

Of the total number of eases investigated more than two-thirds occurred 
in males. A comparison of the age-sex incidence shows that up to 40 years 
of age the females preponderate. This is probably due to the much greater 
incidence of goitre in women. The great rise in the male cases after the 
age of 40 is due, in this collection of cases at any rate, to the high incidence 
of mediastinal tumour and aortic aneurysm among men in the period between 
40 and 60. Thus in men especially recurrent laryngeal palsy is usually a 
danger sign. 

In the whole series 50 eases were due to tumours (mediastinal tumour, 
carcinoma of the oesophagus, and enlarged or malignant glands in the neck) ; 
30 were due to goitre, including 12 which were the result of operation injuries 
and 5 cases of malignant disease of the thyroid ; aneurysm, heart disease, and 
‘broadening of the aortic arch’ accounted for 43 ; respiratory troubles for 25 ; 
and nervous diseases for 15. In the whole series there was only one case 
in which the condition was caused by diphtheria, but there were 23 in 
which no cause was discovered and 7 which ‘followed a chill* may not 
unfairly be added to this last group, although cases have been reported by 
Fraser and by Birkett in w Y hich recurrent palsy has followed exposure to cold 
when motoring. 

Several interesting points appear in the figures. It is usually held that 
apical tuberculosis as a cause of laryngeal palsy is more common in women 
than in men ; these figures contradict it ; also in this series paralysis was 
found in cases where the disease was not apical. It is usually stated that 
in women tuberculosis is the most common cause of the paralysis ; here goitre 
was the most common. It is possible, as the authors very fairly point out, 
that the diagnosis of goitre is easier than that of phthisis, and this may 
explain the discrepancy. 

In the great majority of cases the left cord is affected (160 against 52 right 
and 23 bilateral). In goitre only is the right cord affected as frequently as 
the left. 

In 20 eases which came up for re-examination there was complete recovery 
in 5, but in 4 the cause of the paralysis had never been found, and in the fifth 
there had been a positive Wassermann. 

Much attention is paid to the position of the vocal cords. The paralysed 
cord is usually said to be either in the middle line in the position of adduction, 
or in the ‘cadaveric position ’ — that is to say, midway between adduction and 
abduction. [Strictly speaking the term also implies, in old-standing cases, 
that the free edge should be slightly curved and atrophied, and that the affected 
cord should lie on a lower plane than the sound one. — F. W. W.-T.]. Semon 
held that paralysis of the recurrent laryngeal was always primarily a paralysis 
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of the abductors which later became complete ; this was .known as hSemon's 
law’. In this series of cases the majority of paralysed cords occupied the 
cadaveric position ; in one case only was a paralysed cord observed to change 
position from the median line to the cadaveric position ; thus little support 
is given to 4 Semon’s law*. Two of the patients who recovered full movement 
had the cord in the cadaveric position, so it seems that a cord may recover 
normal function irrespective of its position. 

In many cases there was compensatory movement of the healthy cord over 
the mid-line, in one case the patient was able to sing. The authors found 
considerable recovery of voice within a year of the onset of the paralysis. 

G. B. New and J. H. Childrey 3 analyse 217 cases of vocal cord paralysis 
seen at the Mayo Clinic. On the whole, their findings and conclusions agree 
fairly closely with those of Smith, Lambert, and Wallace. In their cases the 
left cord was paralysed in 127, the right cord in 58, and both cords in 32. Of 
the 32 cases of bilateral paralysis, 3 were congenital. In their series they 
include 10 cases where the lesion was caused by tertiary laryngeal syphilis. 
In 6 of these there was complete bilateral abductor paralysis, and 2 patients 
needed tracheotomy. Of 9 cases caused by tabes, 6 were bilateral, but in 
only 1 was tracheotomy required. Among 29 cases where the paralysis was 
due to mediastinal disease there were instances of carcinomatous metastases 
from primary growths in the breast, rectum, and pelvis. Another interesting 
point is that in 24 cases due to aneurysm of the aorta, there were 4 cases of 
bilateral paralysis. It is frequently stated that this is very rare. 

There were 10 cases in which the paralysis could fairly be attributed to a 
cardiac lesion, in 3 adhesive pleuropericarditis, in 1 emphysema, in 1 dilatation 
of the aorta, and in 7 chronic endocarditis and mitral stenosis with either 
dilatation or dilatation and hypertrophy of the left auricle. There is some 
doubt as to the actual cause of recurrent laryngeal paralysis in these cases ; 
it has been suggested that it may be due to pressure by the dilated left 
auricle, to traction on the aorta by the dilated heart, to mediastinitis, or to 
pericarditis. 

Eleven cases, all unilateral, were due to pulmonary tuberculosis. In 8 the 
paralysis was on the left side. This again is contrary to the received opinion 
that it is more common on the right, owing to the proximity of the recurrent 
laryngeal to the right apex ; this is also of interest as confirming the observa- 
tion of Smith, Lambert, and Wallace that laryngeal palsy in phthisis is not 
necessarily due to apical disease. 

In a large proportion (said to be from a third to a half of all eases) no real 
cause of the paralysis can be found, and this New and Childrey confirm. 

They are sceptical of the truth of 4 Semon's law’. For example, when the 
nerve has been injured during a thyroid operation the affected cord is usually 
in the middle line at first, and later it either recovers or stays fixed in the mid- 
line. They have never seen a cord move from the mid-line to the cadaveric 
position in such a case. 

They conclude that : (I) A vocal cord with partial paralysis may completely 
recover its normal function. (2) A vocal cord fixed in the median line may 
recover, but it usually remains fixed in that position. (8) A vocal cord fixed 
in the cadaveric position may completely recover or may remain in its position, 
but usually it swings in to the mid-line and remains there ; if the condition is 
bilateral, dyspnoea develops as the voice improves. Patients with median line 
fixation had shown symptoms for an average period of twenty months, those 
with cadaveric position for an average of four months only. No patient with 
a cord fixed in the median line when first seen showed afterwards a change to 
the cadaveric position. 
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[The conclusions to be drawn from these papers are that we cannot accept 
‘Semon’s law’ without further inquiry; that paralysis of one cord, or even 
of both, is not always permanent ; that a paralysis due to pulmonary tuber- 
culosis is not diagnostic of apical disease ; that it is rarely due to diphtheria ; 
and that, especially in men of the 40 to GO age period, it must be regarded as 
a danger sign. — F. W. W.-T.] 

References.; — 1 Edin . Med. * Tour . 1933, July,, 344 ; •‘Arch, oj Otolaryngol. 1932, 
xvi, 143. 


RENAL DISEASES. ( See also Kidney.) M. L. Tidy , M.D., F.R.C.P. 

Classification. — J. Gray 1 (Aberdeen), in a Special Report to the Medical 
Research Council, gives the following classification of renal diseases : — 


1. Acute nephrosis .. 

2. Acute focal (bacterial) nephritis 

3. Acute nephritis 

4. Subacute nephritis 

5. Early chronic nephritis . . 

6. Nephrotic nephritis 

7. Chronic nephritis 


\ Acute conditions 


Later conditions 


8. Kidney of essential hypertension 1 

(arterlolo -sclerotic kidney) . . ( Conditions independent 

9. Arteriosclerotic kidney . . . . j of true nephritis 

10. Amyloid kidney . . . . . . J 


This is based on pathological studies of kidneys from autopsy combined 
with such clinical records as are contained in the ward notes. 

Acute haemorrhagic nephritis is noted as being “ drawn from groups 1,2, 
and 3,” but is not included in the classification. Nephrotic nephritis includes 
the type commonly known as ‘nephrosis’ and also ‘nephrotic’ stages of 
nephritis, the author stating that it corresponds to ‘parenchymatous nephritis’. 
‘Chronic nephritis 1 is limited practically to chronic glomerular nephritis [a 
special restricted use of a title commonly employed with a wider meaning]. 

Gray rejects subdivisions of ‘arteriole-sclerotic’ kidney into benign and 
malignant or other types. 

The material and method resemble those of Russell, but the result is different. 
Gray’s classification is closer to present ideas and the nomenclature of others. 
Both authors suffer from the difficulty of correlating highly specialized patho- 
logical studies with rough clinical records, and from the absence of acute 
haemorrhagic nephritis from the prominent position which it occupies in clinical 
nephritis. 

Renal Efficiency Tests. — Cai Holten 2 (Copenhagen) has applied the 
‘creatinin clearance test’ as a measure of the progress in acute nephritis. 
The details of the test have been described by Holten and P. B. Rehberg.* 

CrU 

The formula employed is X V = F, where Cr U is the percentage of 

creatinin in the urine, Cr B the percentage in the blood, and V the volume 
of urine excreted per minute. F is then the amount in cubic centimetres of 
blood cleared of creatinin per minute. The normal minimum is 60 c.c. per 
square metre body surface area, calculated from Du Bois’s tables, the average 
being 83*3. In acute nephritis, including acute haemorrhagic nephritis, the 
test may reveal deficiency of renal function after blood and albumin are no 
longer present in the urine and the specific gravity is normal. In such cases 
treatment should be continued. 

Holten’s test and formula is on the same lines as van Slyke’s ‘ urea clearance 
test but Holten does not employ <\/V which is open to criticism in van Slyke’s 
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formula. Hoi ten introduces, with reason, the surface area in calculating 
normal figures for children, Details are not given by which Ho Items and van 
Slyke’s tests can be compared, and the 4 follow-up’ data are too scanty to draw 
conclusions as to the accuracy of the test. 

Acute (Convulsive) Uraemia. — Horace Evans' 1 has published a careful 
study of this condition under the title “ Hypertensive Encephalopathy in 
Nephritis The author finds that comparatively little attention has been 
paid to it in this country. The condition is rare : it was observed in 7 out 
of 90 eases of acute nephritis, and in only 2 of 70 cases of. chronic nephritis. 
A summary is given of each of these 9 cases. Five of the 7 acute eases were 
re-examined after varying intervals and were in good health. One of the 
chronic cases died. The remaining 3 cases were still in hospital. In all cases 
hypertension was present at the time of the attacks, but subsided later in the 
acute group. Puffiness of the face was also invariably present ; its presence 
and absence often coincided with the onset and cessation of the encephalo- 
pathic symptoms. (Edema was sometimes observed in the shins and back, 
but was not gross. Amaurosis was present in 5 cases. The blindness was 
considered to be due to a central lesion, the pupil being usually dilated and 
reacting to light. Marked pyrexia was noted in 2 cases. 

The cause is uncertain. The principal theories arc ischaemia due to spasm 
of the cerebral arterioles, and cerebral oedema. In the one autopsy no abnor- 
mality was found in the brain. 

Against cerebral oedema is the rarity of the condition in cases of nephrosis 
and gross oedema, and the occurrence of similar syndromes in lead and eclampsia. 
In support of the theory of isclnemia is the hypertension, the rapid onset and 
disappearance of the symptoms, the observation of spasm of the retinal arteries 
in eclampsia, and the known relationship between lead, angiospasm, and 
encephalopathy. Volhard believes that spasm of the cerebral arterioles causes 
ischaemia, which produces cerebral oedema. The question is still unsettled. 
Treatment consists essentially in Blood-letting, Lumbar Puncture, Restric- 
tion of Fluid Intake, and Morphia. 

Prognosis in Children with Acute Nephritis.— ~K, H. Tallerman 5 has 
studied the progress in children admitted to the London Hospital for acute 
nephritis between January, 1927, and January, 1930. The criterion for accept- 
ance as ‘acute nephritis 5 was the clinical diagnosis, the group including both 
‘ haemorrhagic nephritis 5 and cases with oedema and other nephritic manifesta- 
tions. The total was 29, of whom 2 died in hospital after durations of two 
to four weeks. Of the remaining 27, 25 were examined at an interval of not 
less than eighteen months after discharge. Of the two patients who did not 
attend, one was known to be well after eighteen months after discharge : the 
other had been admitted for purpura, but in hospital developed fuematuria and 
symptoms considered sufficient to justify the diagnosis of "acute nephritis 5 . No 
special treatment was followed ; the diet was mainly milk, salt was omitted in 
cases of oedema, some patients were given potassium citrate, and in those with 
unhealthy throats tonsillectomy was usually but not invariably carried out. 

All the 25 patients examined were in good physical health. As the result 
of renal tests they were class! lied as : ‘completely recovered 5 12, ‘recovered 5 
(albuminuria present) 0, ‘probably completely recovered 5 (phenolsulphone- 
phthalein excretion low) 3, ‘renal damage 5 4. The recovery rate is regarded 
as 18 out of 27 eases, i.e., 06-0 per cent. Neither the severity of the original 
attack nor the length of stay in hospital influenced the ultimate prognosis. 

This is a careful study. Details of the cases are reported, and readers can 
form their own opinion of the progress. Many authorities hesitate to regard 
albuminuria lightly when it is the sequel of an attack of nephritis. It is also 
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noticeable that cases with a high blood-pressure at onset did not progress very 
favourably. 

Influence of Magnesium Sulphate on the Kidneys- — Magnesium 
sulphate has been considerably in use in recent years in the treatment of certain 
symptoms of renal insufficiency, especially unemia. It is interesting to note 
experimental results with diets deficient in magnesium. H. D. Kruse, K. K. 
Orent, and E. V. McCallum 6 kept rats on diets practically magnesium free. 
Changes in the skin were recognizable within a few days, and the animals died 
between the eighteenth and twenty-third day with violent convulsions. Exten- 
sive pathological changes were present. W. Cramer 7 employed a synthetic 
diet containing very small amounts of magnesium, though in excess of Kruse’s 
trace. The animals grew well and appeared in a good state of nutrition ; but 
albumin in considerable amounts was found in the urine after four or five 
weeks. When killed at the end of six weeks, marked changes were present 
in the kidneys, recorded as 44 extensive degeneration of tubules and glomeruli 
without evidence of inflammatory reaction Calcareous deposits were also 
present in the tubules and glomeruli in some cases (these were occasionally, 
though less often, present in control animals on the synthetic diet with added 
magnesium sulphate). The other organs were healthy and formed a definite 
contrast to the extensive renal changes. Further investigations are in progress. 

Tyrosinosis. — Under this title -Grace Medes 8 describes a case of a hitherto 
unrecorded error of metabolism of tyrosine. The condition is akin to alkap- 
tonuria, but the block in the disintegration of tyrosine occurs slightly earlier 
in metabolism. The substance excreted is p-hydroxyphenyJpyruvie acid. The 
patient is unable to oxidize this to the 2 : 5 dihydroxy derivative. In alkap- 
tonuria this step is performed, but there is a block in the next stage of oxidation, 
which opens the benzene ring. In the patient in question this oxidation could 
be achieved, since homogentisic acid when administered per os did not appear 
in the urine. The substance produced does not cause any abnormal pigmenta- 
tion such as ochronosis, but in the urine reduces Benedict and Fehling’s solution. 

Treatment. — A. F. Hartmann, 9 with others, has employed intravenous 
injections of Gum Acacia in the treatment of the oedema of severe nephrosis. 
This method has been tried previously but results have been insignificant, 
partly owing to the rapidity with which acacia is excreted, and partly from 
the quantity of acacia used being too small. The ‘colloidal osmotic pressure’ 
of normal serum is usually between 80 and 40 cm. of water. In (edema it is 
under 20 cm., the mean being 18 cm. A deficiency of at least 7 cm. has to 
be made good. Acacia exerts approximately from 1*6 to 8*5 cm. pressure 
per grm. per 100 c.c. To be effective in oedema, a concentration of acacia 
of 2 to 8 per cent in the entire plasma volume is needed. On the assumption 
that the volume of plasma is 50 c.c. per kilo, of corrected body weight, 1 to 
1*5 grm. of acacia per kilogram are necessary. The preparation used contains 
80 per cent acacia with 4-5 per cent of sodium chloride and is diluted before 
injection with equal parts of distilled water. (Acacia preparations without 
salt tend to become toxic.) The injections are repeated at intervals of one 
to two days until diuresis occurs. The results have been good in 6 out of the 
7 cases under observation. In the remaining case oedema was very severe 
and no diuresis followed. Recent observations show that when the initial 
plasma-albumin concentration is very low and oedema extensive, the adminis- 
tration of acacia is followed by an increase of blood-volume which dissipates 
the effect of the acacia. 

Professor E. Schiff 10 employs an unusual Diet in the treatment of lipoid 
nephrosis in children. The principal factor as a cause of death is secondary 
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infection, and treatment should therefore be directed to increasing the child’s 
resistance, the reduction of oedema being subsidiary. A child must not he 
deprived of fat, which may well be given as lipoid, the high lipoid-content of 
the blood suggesting a ‘lipoid-want’. The yolk of eggs is a suitable substance. 
The best diuretic is a large quantity of vegetable food. The patient commences 
on fresh fruit and vegetables, and diuresis commences in a few days. When 
the oedema diminishes, yolks of eggs, liver, and meat are added. The fluid 
intake is restricted to 00 to 100 c.c. of fruit- juice daily. Nine patients have 
been treated with good results. 

References. — 1 Special Report Series, "No. 178, Medical Research Council ; & Amer. 
Jour . Med. Sci ., 1933, June, 789 ; Llcta Med. Scand. 1931, lxxiv, 479 ; 4 Lancet , 1933, 
ii, 583 ; 5 Jbid. 1932, ii, 60; B Jour. Biol. Chem. 1932, xcvi, 519; 7 Lancet , 1932, 
ii, 174; B Biochem . Jour. 1932, xxvi, 917; °«/ our. Amer. Med. Assoc. 1933, c, 251; 
10 Lancet, 1932, ii, 1168; Jahrb. f. Kinderheilk. 1932, Oct., 1. 

RENAL RICKETS FROM ACQUIRED NEPHRITIS. 

Reginald Miller , M.D., FJLC.P . 

Renal rickets, although an uncommon condition, forms a well-recognized 
syndrome owing to the amount of study it has received in connection with the 
causation of rickets. The symptoms usually consist of polyuria, excessive 
thirst, anorexia, stunting and other bony deformities, of which knock-knee 
is usually the earliest. When the child is first seen there is usually evidence 
of chronic uraemia, and death is not commonly later than the second decade 
of life. In such cases as these there is usually a history dating from such 
early infancy that the causative interstitial nephritis may be regarded as con- 
genital or arising very soon after birth. There is typically no history of any 
acute nephritis, and there are very few references in the literature to instances 
of renal rickets developing in cases of acquired nephritis. 

Recently what seems to be an undoubted case of this type has been recorded 
by E. 'A. Cockayne and F. P. Lee Lander. 1 The patient was first seen at the 
age of 10 years for severe renal oedema. This appeared to be the onset of the 
nephritis. He was under observation until his death three and a half years 
later, and genu valgum, with radiological evidence of rickets at the knee and 
wrist joints, developed a little more than a year before death. This case 
seems clearly proved. The prolonged observation during life, the character 
of the kidneys at autopsy, and the fact that throughout the symptoms were 
of hydremic type all confirm the authors’ views. 

Y.- H, Ellis 2 also reports two instances occurring after scarlatina in patients 
aged 14 and 17 years. As may be easily realized, not a few eases of renal rickets 
come under observation for the first time at an orthopaedic clinic, and Ellis 
makes the interesting remark that the condition may follow acquired nephritis or 
even chronic pyelonephritis. It is known to occur from congenital cystic kidneys. 
He admits, however, that owing presumably to the difficulty in the production 
of satisfactory proofs, there is little reference to such cases in the literature. 

References. — x Arch. of Dis. Ohitdh. 1932, vii, 321 ; Hbid , 1933, viii, 73. 

RETENTION OF URINE , POST- OPERATIVE, (See Bladder, 
Surgery of.) 

RETINA, DETACHMENT OF. Sir Stewart Duke-Elder , M.D., F.R.C.S. 

In the Medical Annual of last year (p. 401), a considerable amount of 
attention was paid to the modern treatment of detachment of the retina, and 
it was then pointed out that the original technique introduced by Gonin was 
being superseded by newer operations, such as that of multiple trephining and 
diathermy. This conclusion has been corroborated by the experience of several 
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writers during' the past year, and considerably more valuable information 
regarding the value of these newer procedures and the results which may be 
expected from them is now to hand. 

Multiple Trephining'. — With regard to the operation of multiple trephining 
as described by G. Guist, 1 it is well to remember the following complications : — - 

1. Vitreous haemorrhage, which may be very profuse, and is presumably due 
to perforation of a large choroidal vessel. 

2. The development of post-operative uveitis which occasionally happens, 
which usually involves an increase in the detachment, probably owing to 
choroidal exudation. 

3. The thrombosis of a vortex vein. This is due to trephining over a vortex 
vein and cauterizing it — an accident which can be avoided if a careful watch 
is kept that no large vein appears at the bottom of a trephine hole before the 
caustic is applied. This catastrophe is accompanied by intense congestion 
and chemosis of the eye associated with some pain, while the fundus presents 
an appearance resembling a large solid-looking detachment. Slow and slight 
improvement may occur, but the complication is a most unpleasant one. 
Fortunately most detachments occur anterior to the vortex veins, but their 
positions should be remembered. They lie within a zone 3 mm. wide and 18 
to 21 mm. from the limbus, the superior temporal 7 mm., the superior nasal 
8 mm., the inferior temporal 5 mm., and the inferior nasal 6 mm. behind the 
equator. 

The results reported by this method of treatment have been good and 
compare well with those reported by Gonin. Some of them are shown in the 
following table : — 


Observer 

Gases 

Treated 

Reported 

Cured 

PERCENTAGE 

Cured 

G. Guist (1932) 

109 

60 

55 

K. Lindner 2 (1931) 

19 

13 

68 

G. W. Black 3 (Moorfields) (1932) 

39 

12 

40 

E. F. King 4 (Moorfields) (1933) .. 

42 

i 9 

21 

H. S, McKeown 5 (1933) 

51 

! 20 

39 


These results are in fact better than the actual figures would lead one to 
suppose, in so far as the operation has been tried (and gives occasional good 
results) in cases when ignipuncture would be ruled out because of the size or 
number of the holes which have been present. Thus in Guist’s series there 
were 61 uncomplicated cases, of which 47 were cured (77 per cent) ; 11 cases 
complicated by iridocyclitis, retinitis proliferans, and vitreous hemorrhages 
produced 2 cures. Of 24 cases which had previously been unsuccessfully 
operated on by ignipuncture, 6 were cured, 2 of which were of eight months’ 
duration. In 13 aphacic eyes he obtained as high a percentage as 5 cures. 
In the Moorfields series several were well-nigh hopeless ; and the 12 successes 
contained 3 which had proved failures with Gonin’s method, and 4 which 
showed no visible hole in the retina. It is to be noted, however, that the 
second series operated on at Moorfields (by the same surgeons) was not nearly 
so good as the first. 

The main advantages of the Guist method are : (1) It sometimes succeeds 
in old cases and in cases more severe than would justify the application of 
Gonin’s method ; (2) It allows multiple holes to be treated at one sitting ; 
(3) It causes less damage to the retina ; (4) It does not lead to the formation 
of traction strands ; and (5) It does not require an exact but only an approxi- 
mate localization of the retinal tear. On the other hand, it suffers from these 
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disadvantages: (I) It is extraordinarily tedious and time-consuming, usually 
occupying from one to three hours ; (2) The risk of perforating the globe at 
the earlier stages of the operation is considerable, an accident which means 
its postponement ; and (3) The occasional risk of haemorrhage or extensive 
thrombosis if a large vessel is injured. 

Diathermy.— The technique of the method of diathermy introduced by 
S. Larsson 6 was fully described in the Medical Annual of last year (p. 403). 
Two further modifications have been introduced which deserve mention : — 

1, Closure of the Retinal Hole by Micro-punctures (H. Weve, 7 1 932). — While 
employing superficial diathermy somewhat after the manner of Larrson for 
detachments characterized by anterior dialyses, Weve employs a method when 
the hole is farther back which corresponds rather to the Gonin technique. 
The punctures are made by a line diathermy needle, and the great, advance in 
the technique is the possibility of operating under visual control. In his later 
work (1032) he discarded a bipolar diathermy machine and a relatively strong 
current of 50 ma., and used a unipolar electrode with a current of a few milll- 
amperes only. A Zeiss contact glass is placed over the cornea, winch keeps 
this tissue from drying and facilitates ophthalmoscopic examination. The 
tear in the retina is localized by his substitution method with the artificial eye 
(Medical Annual, 1932, p. 446), and a firm needle electrode is inserted through 
the sclera and retained from one to three seconds. The position of the sear 
is seen ophthalmoscopically as a white, fluffy, and very obvious area of coagula- 
tion, and its site relative to the tear in the retina is noted as a guide to further 
punctures. A series of punctures is made in this way until the. entire margin 
of the tear is coagulated, a fundus examination being made after each. Inter- 
retinal fluid is lost slowly after each puncture, but as the live electrode sinks 
through the sclera with little or no pressure, the softening of the eye causes 
little inconvenience, and it must be ensured that at the end sufficient fluid has 
been evacuated to allow opposition of the retina to the choroid. The beautiful 
accuracy of this operation, and the ease and certainty with winch any hole 
can be dealt with, is a considerable advance over Gonin’s original procedure, 
but the introduction of the needle into the retina and vitreous induces more 
trauma than Larsson’s procedure, which confines itself to surface action alone. 

2, Simultaneous Multiple Puncture (K. Safer, 8 1932). — The essential feature 
of the technique evolved by Safar is to produce simultaneous multiple punc- 
tures surrounding the tear. To obtain this effect he uses special electrodes 
consisting of several needle points, or, as he calls them, ‘nails’, arranged on 
bars looking like small brushes on handles fitting into the electrode carrier. 
These needles are driven through the sclera, the bars being implanted one after 
the other in a ring round the retinal tear, or in a semicircular line round a 
dialysis ; and these are not removed before the entire area is treated. This 
prevents escape of the vitreous and the collapse of the globe. The electrodes 
are then removed and the inter- retinal fluid oozes out, a procedure which may 
be facilitated by suction with a syringe with a blunt point. If the detachment 
is extensive, several perforations may be made in positions so as to produce 
several foci of choroidal coagulation, so that not only is the hole secluded but 
more widespread adhesions are inaugurated. 


Surface Diathermy 

Oases 

Treated 

1 Reported 
CURED 

Percentage 
i Cured 

Larsson (1932) .. . . 

i 40 

!■ 20 

50 

Weve (1932) .. . . . . ] 

1 23 

11 

48 

King (Moorfields) (1933) . . , 

31 

18 

58 
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The results of treatment by diathermy have on the whole been better than 
by any other method, although, as yet eases have been relatively few and 
almost entirely confined to the surface method. Some of these are given in 
the table on the preceding page. 

The opportunities of obtaining eyes after these operations for histological 
section are rare, but a ease lias recently been reported by H. B. Stallard 9 
(1983) which died from pulmonary thrombosis nineteen days after a successful 
operation by surface diathermy. At the point touched by the electrode t he 
sclera showed a zone of hyaline degeneration extending about | mm. in depth : 
at no place was there any considerable tissue damage or necrosis. The choroid 
beneath the treated site showed aggregations of lymphocytes, plasma cells, 
and a few giant cells, while clumps of inflammatory cells had burst through 
Bruch’s' membrane and the retinal pigment epithelium, which, combined with 
aggregations of fibroblasts, assisted in forming adhesions between the choroid 
and the retina. The retina itself showed degeneration of the rods and cones 
over the area of coagulation, and its disorganized structure was infiltrated 
with fibroblasts and plasma cells, while clumps of large mononuclear leuco- 
cytes, polymorphs, lymphocytes, and strands of fibrin were present on the 
surface and in the structure of the vitreous body, which was drawn forwards 
and adhered to the retina and pars plana of the ciliary body at and near the 
site of the diathermy application. It is significant that the inflammatory 
response had extended into the iris and ciliary body and that the non- 
pigmented ciliary epithelium showed excessive proliferation, while fibroblasts 
were present in the eircumlental space. 

A very interesting comparative histological study has been reported by 
A. Mayer 10 (1932) on the effects of the three operations under review. He 
induced an experimental detachment in rabbits mechanically, and treated 
different animals by ignipunctnre, by trephining with potash cauterization, 
and by diathermy. He found that after the first two methods of treat- 
ment very extensive tissue destruction took place, which was more marked 
in the case of ignipuncture ; when diathermy was used, however, this 
was much less extensive. In the study of Ms sections of all cases, the 
striking feature was the slightness of inflammatory changes, a finding which 
is well substantiated by clinical post-operative appearances* The histo- 
logical picture is one of localized uveitis. Buds of granulation tissue 
herniate through Bruch’s membrane, acting as grappling irons securing the 
detached retina to the choroid, a process which is eventually consolidated 
by choroido-retinal fibrous tissue adhesions. It is to be remembered, of 
course, that when this process is induced near the ora serrata, the immediate 
reaction produces a cyclitis, while an excessive amount of fibrous tissue 
formation in the eircumlental space may not be altogether without future 
complications. 

Unfortunately, at the moment, these procedures are too recent to allow any 
final verdict upon them: they are still in the experimental stage. As the 
position stands, it is probable that the ideal operation has not been devised. 
The impetus to new work which the initial success of Gonin’s technique 
provided has not yet been expended, and further developments will without 
doubt arise. 

BBarEBENOEs.— 'Klin. Mounts, f. Augenlmlh 1932,lxxxviii, 810 ; 2 Arch. f. Ophthalmol. 

1931, exxvii, 177 ; z Tmm. Ophthalmol. Soc. U.K. 1932, Hi, 486 ; 4 J Brit. Jour. Ophthalmol . 
1933, xvii, 287 ; -Arch, of Ophthalmol. 1933, ix, 64; *Arch. J. Ophthalmol . 1932, vii, 
661; 7 Klin. Manats, f. Augenheilk . 1931, lxxxvii, 145; lxxxviii, 812, 1932 ; Ubid. 

1932, lxxxviii, 814; <J Brit. Jour. Ophthalmol . 1933, xvii, 294; ™Arch. of Ophthalmol. 
1932, vii, 499. 
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RHEUMATIC DISORDERS, CHROMIC. Vincent Coates , M.A., M.D. 

It is manifestly impossible to review the whole of the literature on such an 
enormous topic as that provided by chronic rheumatic disorders in general and 
to produce an intelligent summary thereon* A large number of references 
are given at the end, however, whereby the reader interested in any one parti- 
cular subject may acquaint himself with the original, article, and it is proposed 
to comment upon some of the outstanding occurrences from the rheumatic 
point of view which took place in the year ending July, 1983* These events 
are as follows : — 

1. The International Rheumatic Congress in Paris, October, 1932. 

2. The Report oil the Strange ways Collection of Rheumatoid Joints in the 
Museum of the Royal College of Surgeons. 

3. The Report of the Arthritic Committee of the British Medical Association. 

4. The formation of a Rheumatic Committee by the Royal College of 
Physicians. 

In addition it has been thought advisable to abstract two clinical papers 
whidf appear to the reviewer to stand out in 'merit above the others, the one 
in virtue of its clarity, arrangement, and dogma, and the other because of 
a pronouncement concerning fundamental treatment of joints which are the 
seat of arthritis. The papers referred to are those by Dr. C. W. Buckley, of 
Buxton, on ‘Spondylitis 9 , and I)r. H. Pern, of Australia, on 'Movement of 
Joints’. 

The International Rheumatic Congress in Paris, October, 1932. — This 
was under the able presidency of Professor Bezanyon, and was well attended 
by foreigners as well as by Frenchmen. In addition to papers there were 
demonstrations of arthritic eases at the Hopital St. Antoine, In spite of the 
presence of many well-known contributors to rheumatic progress from other 
countries tins international meeting was amazingly French in its outlook and 
technique. Many useful papers were read, but from the English point of view 
the two predominant features of the conference were the attitude of French 
observers as a whole towards rheumatoid arthritis and that towards 4 rhumatisme 
tubereuleuxb 

Rheumatoid arthritis is not universally accepted as an entity in France, 
and great pains were taken to ridicule the clinical conception of rheumatoid 
arthritis by the exhibition of various types of polyarthritis. The end-result 
having been reached in the majority of these cases, it is not a matter of surprise 
that it was found impossible to arrive at accurate data covering the progress 
of rheumatoid arthritis by the clinical demonstration of half a dozen crippled 
old women, in whom the predisposing etiological factors might have been 
anything from gonorrhoea to a street accident. On the other hand, from the 
English viewpoint, while it is impossible to ignore the existence of rheumatoid 
.arthritis, it is as difficult to admit of the entity of tuberculous rheumatism 
as to conceive the occurrence of a blonde brunette or of a green lapis lazuli. 

In France tradition perhaps influences medical matters more than' it does 
in most countries, and there is always the French tendency in medicine to 
make what looks to be a straightforward affair a little more complicated than 
it really is. The French medical mind is so intuitive and so acute in its ability 
to pick out salient points and to form a brilliant hypothesis that it ill behoves 
any of us entirely to ignore 'rhumatisme tuberculeux’ without investigating 
fully the possibility of such a condition, however certain we may be that it 
does not exist, in the same way that we hope that hardened French opinion 
will relax in the matter of rheumatoid arthritis. 

It would be constructive, therefore, and the natural sequence of the Rheumatic 
Congress in Paris, that there should be an investigation into the possibility 
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of ‘rhumatisme tuberculeux ’ in British spa hospitals to confirm or refute the 
theories of Poiicet and his school and the bacteriological findings of Lowenstein ; 
and that complementary to this investigation the French should um ter lake 
to establish a similar procedure in the case of rheumatoid arthritis. 

The Report on the Strangeways Collection. -—As an ex-pupil of the 
late Dr. S. T. P. Strangeway, s and as an occasional visitor to his ‘human guinea- 
pigs’ in the special hospital at Cambridge, the reviewer, with very pleasant 
memories of Mr. Lawford Knaggs’ delightful and instructive book, The 
Inflammatory and Tome Diseases of Bone , looked forward particularly to his 
report on. the Strangeways Collection*. This report is contained in three parts 
and concerns itself with the description of 250 specimens of chronic arthritis 
and a large number of jnicroscopical sections. It must be stated at the 
outset that the report is a very disappointing one. This in no way implies 
that the work has not been well done or that valuable additions to our 
knowledge have not been made. The reverse is true, but the histologist (as is 
also true of the biochemist and bacteriologist) can only report upon the material 
with which he is served. u The majority of the diseased joints were obtained 
from infirmary inmates who, in many instances, were advanced in years and 
hopelessly crippled , . . most of the specimens were the subject of advanced 
disease ”, and although “ clinical notes were supplied with a large number of 
specimens ”, the notes of some of the histories quoted are scanty and misleading, 
and most of the sections concern cartilage and bone, as opposed to synovial 
membrane and capsule, which are presumably the first objectives of attack 
when the disease is in its active phase. It would be unreasonable, therefore, 
to expect a wholly satisfying report when, generally speaking, only the end- 
results have been investigated. 

Pari I of the report deals with the history of the Strangeways Collection, the 
correlation of osteo-arthritis, rheumatoid arthritis, and gout, and the contrast 
between bony and fibrous ankylosis. Part II deals with some natural features 
of the histological peculiarities of osteo-arthritis and rheumatoid arthritis. 
Part III concerns itself with the pathogenesis of gout, with the pathogenesis 
of Charcot's disease, and with a summary. 

Part I. — At the outset Lawford Knaggs epitomizes the salient criteria 
distinguishing osteo-arthritis from rheumatoid arthritis, both clinically and 
pathologically. In a review of this type it will he unnecessary to discuss the 
clinical aspect of this matter. Knaggs states that he was unprepared for the 
frequency with which, in a collection of unsclectecl cases, some of the special 
features of osteo-arthritis were associated with others peculiar to rheumatoid 
arthritis. He instances the following macroscopic*, phenomena : (1) Marginal 
lipping ; (2) Eburnation ; (3) Ankylosis. The difficulty of distinguishing 

osteo-arthritic from rheumatoid lesions in the material upon winch, research 
was undertaken was such that two knee-joints from the same individual are 
separately diagnosed by an authority on the subject, one as being rheumatoid 
and the other as being osteo-arthritie in character. 

The final conclusion in this matter bears quotation : u The investigation 
of these intermediate eases in the Strangeways Collection has gradually led 
me to the belief that osteo-arthritis and rheumatoid arthritis are expressions— 
at opposite ends of the same scale — of a single disease, which I have reason to 
think is toxic in its origin. On this supposition osteo-arthritis and rheumatoid 
arthritis are not separate affections, but simply “names by which two groups 


*R. Lawford' Knaggs, “A Report on [the Strangeways Collection of Rheumatoid 
Joints in the Museum of the Royal College of Surgeons”, Brit, Jour , Burg,, 1932-83, xx, 
113,309, 425,, 
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of characteristic pathological changes are distinguished. When the tissues 
are healthy and robust the toxic irritation acts as a stimulus to growth pro- 
cesses, and osteo-arthritis results. When the vitality of the tissues is poor, 
definite inflammatory reaction may be excited, and in the event of the tissues 
being unable to maintain their vitality in the face of such reaction, degeneration 
or even disintegration results. In either case rheumatoid arthritis develops.” 

The reviewer’s opinion on what has gone before is to the effect that no clear 
decision can be arrived at concerning the whole pathological process evolved 
in the two conditions, rheumatoid arthritis and osteo-arthritis, by examination 
of material at its final histological stage. That is to say, examination of end- 
results without clinical data and without histological sections of the synovial 
membrane cannot help us to visualize the intermediate stages of the morbid 
processes. Moreover, it has been pointed out elsewhere by the reviewer that 
clinically and radiologically there are cases of ‘mixed arthritis 1 and that these 
tend to vitiate both statistics and conclusions in the estimate of pure rheuma- 
toid arthritis and pure hypertrophic osteo-arthritis. 

A very valuable piece of work has been done when the fibrous and bony 
ankylosis in rheumatoid arthritis and the histological changes therein are 
compared. Knaggs discusses two groups of eases, in one of which bony anky- 
losis occurred. He explains that bony ankylosis as a rule begins with the fusion 
of granulation tissue springing from two opposing articular surfaces denuded 
of cartilage, and that into this area of fibrosing granulation tissue trabecula? 
advance from opposite sides and coalesce ; that medullary spaces form and 
that there is ult imate fusion of the cancellous tissues and medulla of the separate 
bones. He considers that the absence of the unmistakable signs of inflam- 
mation — that is to say, migration of leucocytes — is due to the low-grade vitality 
of the tissues and that the onset of degeneration determines the fibrous form 
of ankylosis. 

This explanation accounts for the radiological phenomenon of areas of 
degeneration in bone, sometimes mistaken for the potholes of gout. Further 
research is required into the why and the wherefore of inflammatory failure, 
in which disuse and calcium fatigue may be concerned. 

Part II . — In this there is a careful and illuminating section on the histology 
of the osteophyte, dealing with its development and with the buried islands 
of articular cartilage. Knaggs next deals with degenerative changes of 
sclerosed and ebu mated bones. He discusses the histology of these, and shows 
that the first change is the degeneration of small areas in the sclerosed sub- 
stances. The group cells become conspicuous at sites where the bone looks 
granular and has lost its lamination. Later a space is formed which is filled 
with fibre-cellular tissue. The eburnated articular surface of macerated bones 
is often marked with small ‘pits’. Microscopically these are not vascular 
apertures but small surface clefts filled with fibro-cellular tissue, the result of 
degeneration of bone. He states that rarefactive atrophy is frequently 
present in the hypertrophic forms of osteo-arthritie joints. The parts liable 
to degeneration especially are the eburnated and sclerosed areas — that is to 
say, the more recently formed bone. 

This section helps us to understand the radiological pictures taken of hyper- 
trophic osteo-arthritis in an advanced state. 

In the section dealing with the histological findings in rheumatoid arthritis 
Knaggs makes the following statement *. “ The pathological process which 
is to be especially identified with rheumatoid arthritis is degeneration — a 
degeneration by which both articular cartilage and bone are replaced by fibrous 
tissue At first sight this appears to be the most astounding announcement, 
but the sections showing the histology of fibrous degeneration of bone in 
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rheumatoid arthritis with the formation of spaces in the bone, the fibrous 
resolution of bone, and the fibrous resolution of cartilage thoroughly justify 
the assertion, provided that we realize that Knaggs is not dealing with synovial 
membrane (the initial site of attack and of the infective process) t but only with 
cartilage and bone presumably from cases in which either infection has died 
down in the soft tissues, or else in which there has been prolonged disuse. 

Knaggs discusses the origin of giant cells associated with bone, and comes 
to the conclusion that in the fibrous degeneration which occurs in rheumatoid 
arthritis the disintegration of bone and cartilage is materially helped by their 
development. This section will interest French observers who tend to regard 
this form of arthritis as being due to an attenuated tuberculous infection. 

Part II finishes with observations on specific forms of rheumatoid arthritis 
and Schuller’s villous arthritis. In regard to the former, 64 these eases were 
.marked by an illness of many years’ duration, by painful chronic swellings 
of numerous joints,, and by a crippled and bed-ridden condition, which termi- 
nated in death from, exhaustion. In their clinical course they resembled, and 
were looked upon as, rheumatoid arthritis ; but one was subsequently proved 
to be a pneumococcal infection ; another was suspected to have been syphilitic* 
(congenital) because of a general endo-arteritis affecting the synovial vessels ; 
and of two others, one was due to the gonococcus and in the second a gono- 
coccus was probably closely associated with the latter part of its course. 
Fibrous degeneration of bone, like that seen in rheumatoid arthritis, was found 
in all of them. The clinical course and histology justify these cases being 
regarded as rheumatoid arthritis due to specific cause — infection. The type 
is quite distinct from the well-recognized joint conditions commonly attributed 
to such infection ; and the specific rheumatoid form may easily be distinguished 
by the use of the suitable adjective : e.g., pneumococcal, syphilitic, gonorrhoeal, 
rheumatoid arthritis 

This clinical conception, though attractive in theory, definitely does not hold 
water in practice ; and it seems redundant to add to the difficulties which 
already exist in the clinical conception of rheumatoid arthritis. 

The first ease, one of so-called pneumococcal rheumatoid arthritis , appears to 
offer a history normal to a case of rheumatoid arthritis till the patient succumbed 
with symptoms of a right-sided pleurisy. At autopsy turbid green pus was 
found in the shoulder- and elbow-joints, and this was stated authoritatively 
to be undoubtedly pneumococcal. Knaggs adds the following ; 44 The possi- 
bility that in this case the pneumococcal infection was superimposed on rheuma- 
toid arthritis has to be taken into account This is exactly what would 
appear to have happened, and at least one similar case has been seen by the 
reviewer in his practice. 

The second case, labelled syphilitic (congenital) rheumatoid arthritis , is that 
of a young man who had his knee excised for a condition, thought to be 
tuberculous, of two years’ standing. After discharge from hospital all his 
joints became affected, and in due course he was completely crippled 
with pain, swelling, and stiffness. He eventually died from exhaustion 
caused by bed-sores following pneumonia. Spirochetes and tubercle bacilli 
were not found, and the diagnosis was based upon the histological findings 
of endo-arteritis of the vessels in the thickened synovial membrane. These 
were very numerous. 

It is impossible to be dogmatic in this particular case, but the criticisms are 
as follows : (1) Apparently nothing of the nature of syphilis in the bones apart 
from the joints was noted. Not only is this unusual but many syphilitic joints 
are a direct extension from neighbouring bone. (2) No gummata were noted 
in the synovial membrane. (8) Endo-arteritis and increase in the number of 
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capillaries are characteristic of the synovial membrane in. every-day rheumatoid 
arthritis. 

The third and fourth eases were those of men both of whom had a multiple 
arthritis. In one gonococci were found in the capsule of the 'knee-joint post 
mortem, and in the other doubtful gonococci were reported in the capsule of 
the knee-joint ; but both, had had rheumatic fever, the first case on two occasions 
subsequent to gonorrhoea, the second prior to gonorrhoea. Clinically it is not 
uncommon to find that rheumatic fever or rheumatoid arthritis prepares the 
way for the establishment of gonococci in the joints, and the reviewer has seen 
a good many cases in which both rheumatic fever and gonorrhoea were the 
precursors of rheumatoid arthritis. 

Max Schuller described a type of villous reaction in a joint as “inflammatory 
hyperplasia of the normal, synovial processes as they occur in chronically 
inflamed synovial membranes”. The section shown was removed at biopsy 
from the knee of a lorry driver and was diagnosed by Dr. Strangeways himself 
as Schuller’s villous arthritis. It is not agreed at the moment, however, that 
such a clinical entity exists ; the general feeling nowadays being that a villous 
reaction may occur in response to trauma, infection, and degenerative stimuli, 
so that comment is superfluous. 

Part III , — Knaggs has reported shortly on the arthritic phenomena associ- 
ated with gout and the microscopical characteristics of the gouty deposit, but 
this will not be commented upon as it is not germane to a rheumatic review. 
He has a very interesting section on the pathogenesis of Charcot’s disease. 
The following quotations are selected from his remarks on the histology : 
44 The description of the histology of Charcot’s joints would, for the most part, 
be simply a repetition of the account, of the degenerative changes in rheumatoid 
arthritis . . . but there is this difference in Charcot’s disease — the degenera- 
tive changes are more pronounced and more widely spread. Not only are 
large blocks (microscopical) of fibrous tissue seen in places that have pre- 
viously been occupied by bone or cartilage, but the evidence of degeneration 
and resolution extends to much greater depths. Indeed, degeneration some- 
times seems to take place en masse . ... It has long been recognized that the 
extensive destruction which takes place in Charcot’s joints is induced by the 
withdrawal of a trophic function. This is an acknowledgement of the part 
that vitality of the articular surfaces plays in this affection. The similarity 
of the microscopical changes suggests that the only etiological difference 
between rheumatoid arthritis and Charcot’s disease is that in the latter inner- 
vation of the joint has been impaired. The much greater destruction in the 
case of the Charcot’s joint may be explained by the more extensive, degeneration, 
and by the absence of pain permitting free movement.” 

Here, again, it must be remembered that the author is considering only 
articular cartilage and bone and not synovial membrane. There is a very able 
comment on osteophytes in Charcot’s disease ; to quote again : 44 It was the 
remarkable development of osteophytes that caused the early controversy as 
to the nature of Charcot’s joints, and furnished the best argument lor those 
who regarded the affection as osteo-arthritis in a tabetic. But the formation 
of osteophytes seems incompatible with the rapid degeneration of the arti- 
cular bone and cartilage which takes place in this case. There are, however, 
two kinds of osteophytes — those growing in connection with the articular carti- 
lage and those forming in the capsule. The latter are numerous in Charcot’s 
disease, and as they have a different mode of origin from articular or marginal 
osteophytes, the incompatibility just mentioned may be capable of explana- 
tion Knaggs adduces evidence which is 46 opposed to the idea that articular 
osteophytes are common in Charcot’s joints ; and it is difficult to avoid the 
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conclusion that the osteophytes usually met with in such eases are of cap- 
sular formation . . . marginal osteophytes of the ordinary type met with in 
definite neuropathic joints are almost certainly of pre-Charcot, development. 
They will probably show degenerative changes resulting from the tabetic 
affection 

Report of the British Medical Association Committee on the Causa- 
tion and Treatment of Arthritis and Allied Conditions. — This is a report 
of some twenty pages by the Committee set up by the Council of the British 
Medical Association on Nov. 11, 1931, for the following purposes 

1. To correlate the present knowledge of chronic arthritis and allied con- 
ditions. 

2. To report on the methods at present in use, and the organizations 
at present existing, both at home and abroad, for the treatment of these 
conditions. 

8. To report on the directions in which future research into these condi- 
tions can be undertaken with most probable profit, and the means whereby 
such researches may be directed and correlated. 

4. To report on the means whereby a knowledge as to early diagnosis, preven- 
tion, and treatment of these conditions may best be disseminated amongst 
the medical profession. 

Opinions on this report will naturally differ according to the standard of 
knowledge of the individual reader. Certainly as a rechauffe of current 
literature the general practitioner is provided with a varied repast, and the 
Committee are to be congratulated upon obtaining a uniform consensus of 
opinion in seventeen of its members whose interests are so widely divergent, 
and it is a matter of satisfaction that errors both of omission and commission 
are not promulgated to a greater degree. It is a matter of regret , however, that 
ike marshalling of knowledge from text-books and articles does not result in an 
authoritative emphasis of the essential as opposed to the trivial Those who are 
dealing with rheumatic problems in every-day life are capable of forming a 
reasonable estimate of what is important and of what is not, but little, if any, 
help is offered in the matter of fundamental principles to the individual who 
meets with, say, a case of rheumatoid arthritis only occasionally in his practice. 
As an example — 'while there is a very able section on orthopaedic treatment, 
the fact that the treatment of the joints themselves in every case of rheumatoid 
arthritis should be orthopaedic from the word 4 go’ is not underlined. 

Space precludes the discussion of each section seriatim, but a word is advis- 
able on nomenclature and classification. It is stated that an etiological 
classification in the present state of knowledge is impossible, and that “the 
Committee has adopted as the most practical solution a clinical grouping 
It describes rheumatoid arthritis, primary and secondary, chronic villous 
arthritis, osteo-arthritis, spondylitis, and fibrositis. To the reviewer’s mind 
this is unfortunate, as the classification of arthritis on an etiological basis, 
advocated by him and gradually gaining support, especially in America, has 
many advantages, the most obvious being that a classification of chronic 
rheumatic disorders can be grouped under the same headings : infective, meta- 
bolic, degenerative, neuropathic, and mixed. 

The first item is rheumatoid arthritis , primary and secondary. If it were 
possible to differentiate clinically between the primary and secondary rheuma- 
toid arthritis as described by the Committee, then the secondary rheumatoid 
arthritis is what has been described elsewhere as ‘focal’ arthritis— “ that type 
of arthritis responding immediately and completely to removal of sepsis 
making its appearance just prior to arthritic symptoms ”, an exceedingly rare 
phenomenon, as every clinician knows. 
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Chronic villous arthritis: Many observers would not admit that chronic 
villous arthritis is a diagnosis, as a villous reaction may be evoked by 
infection, wear and tear, disordered metabolism, and trauma, and as such 
should be regarded merely as a short halt during a pathological march. 

The section on spondylitis , though short, is very much to the point, 
and if not written by Dr. Buckley it was obviously inspired by his articles 
(sec below). 

Fibrositis is described as an 44 inflammation of the connective tissues of the 
body While this may be true of the initial stage of a morbid process, it is 
a fact that the symptoms usually complained of by patients are referable to 
some fresh disturbance (traumatic, metabolic, or infective) occurring in 
fibrous tissues no longer the seat of the original active inflammation — in other 
words, in scar tissue. 

The note on panniculitis is disappointing, as the opportunity for emphasizing 
a very common, though frequently unrecognized, complaint, and for stressing 
appropriate and efficacious treatment, has been lost. 

In regard to diet it is stated that there is a great diversity of opinion and 
error is very prevalent. 44 In rheumatoid conditions the first essential is an 
adequate supply of simple digestible food and there is no justification for 
forbidding any article of food which the patient finds easy to digest and to 
which he offers no idiosyncrasy . . . thus the diet in rheumatoid arthritis 
should include milk, butter, eggs, fish, and meat of digestible kinds including 
liver and some fat ; wholemeal bread, yeast extracts, fresh fruits, and veget- 
ables (raw and cooked), including peas, beans, lentils and, when in season, 
young carrots and turnips. Foods outside this list are not necessarily pro- 
hibited and may be taken to gratify taste or appetite so long as adequate 
amounts of the more important foods are included Actually in practice 
there are several principles which should be obeyed in the matter of diet in 
rheumatoid arthritis. In the first place, the integrity of the metabolism of 
digestion in rheumatoid arthritis is not constant. Biochemical examination 
of the stools and urine will show that not only do cases vary in their ability 
to combust and assimilate carbohydrate, protein, and fat, but that individual 
eases vary at the different stages of the disease. It is thus impossible to lay 
down other than generalizations without adequate biochemical aid. In the 
main, however, it can be said that a high calorie diet, including roots rich in 
vitamins, is useful in the exhausting early months of the disease, provided 
that this diet is not too prolonged. In the later stages of the disease, when 
panniculitis and adiposity are apt to occur, carbohydrates will have to be 
restricted to prevent obesity. 

In the section on physical treatment by baths it is regrettable that one of the 
contra-indications to spa treatment is stated to be arthritis in the acute stage, 
and also that deep bath and pool bath treatment is not more emphasized, At 
the Royal Mineral Water Hospital in Bath the judicious use of pool baths has 
been found most valuable towards the prevention of fixation of joints in 
rheumatoid arthritis and in spondylitis even in their very acute phase ; and 
the results of active movements in a deep bath and ^assisted movements in 
a pool bath in eases of hypertrophic osteo~arthritis> of the hip are almost 
proverbial. 

■The Formation of a Rheumatic Committee by the Royal College, of 
Physicians, — The International League against Rheumatism (Ligue Inter- 
nationale contre le Rhumatisme) is composed, as its name implies, of those 
who are especially interested in the study of rheumatic disorders. Each 
country has a national committee, representatives of which meet those of 
other countries to determine the policy of the League, the official organ of 
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which is the Acta Rheumatologica. Up to date there has been no authoritative 
British Committee, but the formation of this is almost an accomplished fact. 
It is hoped that the Royal College of Physicians at their next comitia will 
allow the committee which has already met to carry its authority, and that 
this committee will not only afford a lively liaison with the other units 
of the League against rheumatism, hut will also plan systematic research 
in England. 

Spondylitis Deformans. — Those particularly interested in the subject 
of spondylitis are advised to read the article by Dr. C. W. Buckley, published in 
the Proceedings of the Royal Society of Medicine , in the section on Physical 
Medicine, in December, 1932, p. 105. The author dissects the two principal 
types of spondylitis — namely, spondylitis ankylopoietica and spondylitis 
arthritica — from the other members of the spondylitis group. He advocates, 
for the future, relegation to these categories of the types described severally by 
Striimpell, Marie, and Beehterew — first on the. grounds that credit should be 
given to an Englishman who was the first to describe the disease (Bernard 
Connor, in the Philosophical Transactions of 1700), and, secondly, because the 
types described by subsequent writers on the subject overlap each other in 
measure. He does agree, however, that there may be a distinct form inter- 
mediate between the two main groups of spondylitis referred to, a view 
advanced by Leri, to which the reviewer’s clinical experience subscribes. Severa l 
paragraphs from this article bear quotation in extenso : — 

“ Ankylosing spondylitis is a disease of young adults, chiefly inales. Its 
onset is insidious, generally with slight pyrexia and some failure of general 
health, and stiffness of the back, steadily increasing and spreading in a centri- 
fugal manner to the large joints. It begins most frequently in the lumbar 
region, but in a small proportion the cervical spine is first attacked. The 
sacro-iliac joints are implicated almost from the first in those eases in which 
it starts in the lumbar region, and the costovertebral joints are also early 
attacked, so that breathing becomes entirely abdominal. The hips, shoulders, 
sternoclavicular and mandibular joints are affected in turn. In two of my 
cases of spondylitis, in which the wrists, hands, and feet were the seat of arthritis 
there was reason to think that this was due to a distinct disease process. The 
occipito-atlantoid and atlanto-axial joints often escape, so that the power of 
rotating the head is retained when all other movement of the spine has been 
lost. The amount of pain varies, and it is sometimes absent altogether. The 
earliest change to be detected radiologically is rarefaction of the vertebral 
bodies, but in a skiagram taken in three-quarter lateral position which will 
show the joints of the articular process, it will be seen that changes arc present 
there at an early stage, the margins of the joints being ill-defined and the joint 
space being diminished, the process going on to complete obliteration. The 
appearance of the hip-joints when the disease has spread to them shows clearly 
that the cartilage undergoes destructive changes at an early stage. 

“Side by side with the rarefying process, ossification takes place in the 
ligaments and outer fibrous portion of the intervertebral discs, but the nucleus 
pulposus appears always to escape. Ossification of the anterior common 
ligament often occurs, but it is not a constant or distinctive feature as would 
appear from some descriptions. It is merely part of the process affecting all 
the fibrous and ligamentous structures, and is most marked where there is 
most strain. The lumen of the spinal canal and the neural canals and foramina 
are not encroached upon. 

44 As the active disease subsides, the calcium metabolism improves and the 
density of the bones' may return to normal. The disease may become arrested 
at any stage, and the early and incomplete forms are often difficult of diagnosis. 
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The rarefaction or osteoporosis of the vertebral bodies is responsible for the 
curvatures which are apt to develop. The softness and fragility of the bones 
was first described by Hilton Fagge. If the patient is kept in bed, ankylosis 
takes place with the spine straight, the lumbar concavity flattening somewhat, 
but if he gets about to any extent, all the curves tend to be exaggerated ; 
lumbar lordosis is, however, less marked than the dorsal kyphosis, and this 
tends to cause hyper-extension of the cervical region and head. The lumbar 
bodies become compressed, constricted at their middles, and spread at the 
upper and lower surfaces, producing a characteristic bamboo-like appearance 
in the skiagram, the discs retaining their normal thickness. The dorsal kyphosis 
results in a thinning of the anterior aspect of the bodies, and a compression 
of the discs, which tend to become lenticular, but this process is cheeked fay 
the rapid extension of the ossifying process to the discs. The intervertebral 
joints undergo early ankylosis, with ossification of the capsular ligaments, and 
the joint ceases to exist. This' produces a tram-like appearance in the. skia- 
gram, owing to the density of the new bone formation compared with the rare- 
faction of the bodies. Ossification of the interspinous ligaments in a similar 
way produces sometimes the appearance of a central line of greater density. 

“ The ossification of the outer portions of the vertebral discs produces an 
appearance of linking together by bony bridges, but it is essential to note that 
these are not osteophytic outgrowths like those met with in spondylitis osteo- 
arthritiea, but totally different in etiology. In the latter condition the linking 
of the vertebral bodies, when it occurs, is due to a process of synostosis between 
contiguous osteophytes, but, in ankylosing spondylitis, to ossification extending 
into existing structures. It must be emphasized that osteophytes do not occur 
in ankylosing spondylitis. A striking feature in many skiagrams is periosteal 
thickening and new bone formation, especially along the ischial and pubic 
rami. This is seen in other conditions of bone softening with subsequent com- 
pensatory bony changes, especially in osteitis deformans and late rickets. Its 
occurrence sheds some light on the pathology of the characteristic bony changes 
in the spine, and it is probably a process of reinforcement of the softened bones 
to withstand the pull of the powerful thigh muscles. 

44 There is an increase of phosphatase enzyme in the blood, in the acute cases, 
though not to a very marked extent — up to 0*86, compared with a maximum 
in normal individuals of 0*20. This is in contrast with atrophic and hyper- 
trophic arthritis, in neither of which has any increase been found, and the same 
applies to spondylitis osteo-arthritiea. Much confusion has arisen from the 
assumption that this form of spondylitis is identical in its pathology with 
infective or atrophic arthritis. There is no proof of this, and I believe that the 
two conditions are distinct diseases.” 

Treatment. — In regard to the treatment of the ankylosing form of spondylitis 
the objectives are: 44 (1) To hyper-extend the spine. (2) To mobilize the 
thorax. (8) To mobilize the hips and shoulders. (4) To regain the move- 
ments of the head, especially rotation. (5) To improve posture. 

44 In the active stage of the disease the patient is kept lying in a plaster shell 
with the spine in slight extension, and respiratory exercises are given in this 
position. A new plaster shell with increased hyper-extension is usually 
required about once in three weeks. In old cases, with deformity and no active 
disease, a hyper-extension shell is used at night, and a spinal support is worn 
by day. Hyper-extension and. breathing exercises are carried out while the 
patient is wearing a broad firm belt to discourage abdominal movements and 
to further those of the thorax 

This method of treatment is far in advance of the standard treatment usually 
adopted — namely, to aid ankylosis in an optimum position by complete rest. 
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Still better results can be obtained by under-water manipulative treatment 
as practised in Bath in combination with the methods advocated above. The 
patient, while lying in a sling submerged in natural mineral water at 104°, has 
his joints moved by a manipulator. Breathing exercises, both active and 
assisted (as in artificial respiration), are also carried out. These are instituted 
even in the acute stage of the disease. 

The Treatment of Joint Lesions ©£ Arthritis Deformans™ — This paper 
by Dr. H. Pern should also be read in its entirety. It is published in the Medical 
Journal of Australia, May, 1933, p. 573. Those who have had extensive and long- 
standing experience may not agree with all that Pern says, but his methods of 
treating the joints in rheumatoid arthritis are more than worth a trial in spa 
hospitals where there is an aggregate of cases of this type, and the fundamental 
principles laid down by him should in great measure replace the average practi- 
tioner’s view that joints in rheumatoid arthritis should be kept on the move 
all the time. He says, 64 arthritis will not be cured either by removing a septic 
focus or by raising the immunity, simply because joints act mechanically”. 
In discussing whether the joints in rheumatoid arthritis should be moved or 
rested, he states, 44 workers are divided into different schools, one school using 
rest, another mobility, and another a combination of the two. . . . Physio- 
logically a joint is the fulcrum in a system of levers, so if the mechanism of the 
fulcrum is altered from any cause, the mechanism of the system of levers must 
also be altered. The correct working of that fulcrum depends on the joint 
proper, on the structures which are used in its function, and on proper guidance 
by brain and nervous system. . . . The subacute or chronic stage was reached 
as a result of the continuation of inflammation, set up either by the primary 
cause or by the incorrect use of rest or mobility.” 

During the subacute stage of rheumatoid arthritis, 44 if active movements 
are performed, the joint is used mechanically incorrectly, further inflammation 
and a vicious circle being set up ; passive movements, if performed incorrectly, 
do the same thing ; even if performed correctly they may set up inflamma- 
tion. Complete rest wall only produce denser adhesions ... so all three 
forces used separately cannot cure the condition of the joint. The only way 
to bring about cure is to use all three forces at the same time correctly ; rest 
to relieve inflammation, passive movement to restore the joint so that it is 
capable of performing its function, active movements to consolidate each step 
in treatment and finally for the correct performance of that function : all 
three factors assisting Nature to repair damaged structures.” 
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RINGWORM. (See Skin, Fungous Affections of.) 
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ROSACEA. (Plate XLV.) A. M. 11. Gray , M.M., FJLC.P F.R.C.S. 

S. Ayres, jun., and N. P. Anderson 1 put forward the view that the papules 
and pustules found, in acne rosacea are due to the activity of the Demodex 
folliculorum , a small aearus (similar to that found in follicular mange of clogs) 
which has been known for many years to occur in the sebaceous follicles of 
the face, chest, and back, and "has been thought to be purely saprophytic. 
Th,e authors have previously described a dry, scaly condition of the face 
which they believe to be produced by this mite ‘and to which they have given 
the name ‘pityriasis folliculorum (Demodex) 9 . H. Lawrence and later A, 
'Whitfield have thought that this mite could produce a type of impetigo. 
Ayres and Anderson describe 68 eases of acne rosacea in 50 of which the 
organism was found in the pus from the lesions. In all cases excellent 
therapeutic results were obtained by the use of strong Antiparasitic Oint- 
ment without any other treatment. They have used an ointment composed 
of p-naplitliol, 2 parts ; sublimed sulphur, 4 parts ; balsam of Peru, 15 parts ; 
soft paraffin, 15 parts. More recently they have tried Danish Ointment 
(used in the treatment of scabies) and find it causes less irritation. 

Reference. — l Jour. Amor. Med . Assoc. 1933, March 4, 645. 

RUBELLA. ■ J. D. Kolleston , MM,, F.H.C.P. 

Symptoms and Complications. — W. Gunn 1 records a case of rubella com- 
plicated by purpura hazmorrkagica. The patient was a girl, aged 9J years, 
who had been subject to mild attacks of epistaxis since the age of 5 years. Her 
mother had also had similar attacks from her eighth to fourteenth year, but 
the rest of the family, consisting of the father, three brothers, and a sister, 
had never had epistaxis or other haemorrhagic symptoms. On the third day 
of disease petechias appeared in each supraclavicular and anteeubital fossa and 
were followed by profuse epistaxis. In the onset of the purpuric manifestations 
directly after the decline of the rubella rash, thrombocytopenia, normal plasma 
calcium content, and prolonged bleeding time, the case was almost identical 
with that reported in 1920 by Pitten, the only other example on record of rubella ' 
complicated by purpura hemorrhagica. Recovery followed intramuscular 
injection of 20 e.c. of Hsemoplastm, followed a few” hours later by 50 c.c. of the 
mother’s Whole Blood. 

Two cases of encephalitis following rubella are recorded by J. Siegl 8 and 
K. Motzfeldt 3 respectively. Siegl’s patient was a girl, aged 9J years, who on 
the fifth day of an ordinary attack of rubella when all the symptoms had 
disappeared, developed typical symptoms of encephalitis. Complete recovery 
took place in a few days. Mots&feldt’s patient was a girl, aged 14 years, who 
suddenly developed coma, hyperpyrexia, and athetotic movements of all four 
limbs four days after the appearance of the eruption. Death took place in 
twenty-four hours. The necropsy showed a generalized inflammation of the 
brain, and on histological examination the appearances were similar to those of 
encephalitis following measles. This appears to be the first fatal ease on record 
of encephalitis following rubella. (See also Medical Annual, 1931, p. 420 ; 
1982, p. 463.) 

In contrast with measles, in which a previously positive tuberculin reaction 
usually becomes negative during the eruptive period, in rubella the reaction is 
not usually affected. During a recent epidemic of rubella, however, H. Koch 4 
saw a boy, aged 3J years, admitted to hospital with hilus tuberculosis and a ‘ 
strongly positive Pirquet reaction which became negative during the eruptive 
period of an unusually severe attack of rubella. Measles could be excluded by 
the history of a previous attack, the typical character of the rash, and the 
glandular enlargement. The disappearance of the reaction is attributed to 
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the unusual severity of the eruption by Koch, who alludes to attenuated cases 
of measles in which, as in most eases of rubella, the reaction does not become 
negative. 

References. — - 1 Brit . Jour. Child . Dis. 1933, 111 ; 2 Arch. f. Kinderheilk. 1932, xcvii, 
235; s Norslc Mag. f. Laegevid . 1933, 153; 4 Wien. med. Woch. 1932, Nov. 5, 1397. 

SALINE, CONTINUOUS INTRAVENOUS* Hamilton Bailey , F.U.C.S. 

In oliguria and anuria it has been customary to advise, amongst other 
therapeutic measures, hot packs. These are singularly ineffective, if not 
actually harmful. H. Cabot 1 insists that sweating is of absolutely no value 
in eliminating nitrogenous waste ; it depletes the body of much needed water 
and salts, and it exhausts the patient by interfering with the regulation of heat. 

When it is necessary to stimulate the kidneys to physiological activity there 
is no better method than the introduction of saline, or saline and glucose, 
intravenously. If the patient is profoundly uraemic, venesection should 
precede the glucose-saline infusion (H. Bailey 2 ). For administering saline 
when it is imperatively necessary the intravenous route appears, at first sight, 
to be ideal. Nevertheless until a few months ago the reviewer preferred to 
employ the subcutaneous route, or proctoclysis, in most instances, for the 
following reason : It is manifestly unphysiological to put into the circulation 
a pint or more of fluid comparatively suddenly. This theory is borne out in 
practice. A common experience after the administration of intravenous saline 
to a collapsed patient is that a wonderful improvement in the volume of the 
pulse is soon noted ; all in attendance are delighted. Too often one returns 
in a couple of hours to find that the heart and lungs have become embarrassed, 
which is what might be expected after having suddenly, or comparatively 
suddenly, overtaxed the vascular system. 

The continuous introduction of saline or saline and glucose over a period 
of many hours, or if need be many days, is now possible, and it promises to 
become a form of therapeusis capable of tremendous application. In every 
case where it is essential for the patient to have saline the intravenous route 
may now be chosen with confidence. The uncertainty of the amount absorbed 
which obtains when other routes are used is obviated. Continuous intra- 
venous medication is likely to come into general use, and it may well prove 
to be one of the greatest advances of the last few years. 

Technique. — This is simple. Under local anaesthesia Hendon’s gold-plated 
needle, or one of its modifications, is tied into a vein of the lower extremity 
below the knee. At the time of the introduction the needle and the wound 
should be moist with citrate solution. The limb is placed upon a back splint 
and the simple apparatus shown in Plate XLVJL is rigged up. Saline is poured 
into the flask at a temperature of 105° F., but it is unnecessary to be concerned 
about the temperature of fluid which enters the vein. The amount of fluid 
to be administered can be regulated to a nicety. One simply lias to state the 
rate of flow, which should be, say, half a pint an hour. 

It is essential to have a special nurse to watch constantly and regulate the 
apparatus, and above all to see that the flask is never for a moment left empty. 
Every patient who is ill enough to require intravenous saline should be entitled 
to a special nurse in any case. 

If it is desirable to administer intravenous medication, the appropriate dose 
is mixed with the saline to be poured into the flask. Should the patient require 
a blood transfusion, the blood is admixed with the saline, and that too enters 
the circulation. (F. B. Ramsey. 3 ) 

References.— l jProc. Mayo Clinic , 1932, June 7 ; 2 Practitioner , 1933, March, 342 
z 8urg. CHn. N. A mer. 1933, June, 631. 
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SALIVARY CALCULI. Sir W. I. de C. Wheeler , FJLC.S.l . 

The etiology of calculus formation, whether it be in the gall-bhulder, kidneys, 
or salivary glands, is obscure. In the case of the last, it is interesting to note 
that, although the parotid gland is frequently the site of inflammation, the 
formation of stone is infrequent. Many eases of salivary calculi appear to be 
associated with the infection of actinomycosis. Lime salts are precipitated 
and deposited round the colonies of the organisms. In a great majority of 
cases salivary calculi ■ are found in the submaxillary gland or duet. X rays 
will demonstrate the stones in most cases, but the symptoms and signs usually 
make this method of examination unnecessary. When Wharton’s duct is 
obstructed the corresponding gland is swollen and tender but the overlying 
skin is free. There is no trismus, but pain in the gland is well-marked, espe- 
cially before taking food. Pus may be seen exuding from the orifice of the 
duet under the tongue. The calculus is often felt in the floor of the mouth. 

R. K. Ivy and L. Curtis 1 discuss salivary calculi. They draw attention to 
the mild or subacute recurrent eases in which the true condition may be over- 
looked. Redness or swelling is often seen round the orifice of a suspected 
duet. X-ray examination is valuable in such cases. They give in detail the 
correct method of taking the photograph. The ordinary external film of 
the lower jaw region will frequently fail to show a small stone situated in the 
anterior part of the duct, as the stone shadow may be hidden by that, of the 
mandible. Where a calculus is suspected in the anterior two-thirds of Wharton’s 
duct, a No. 2 film (2J by in.) is placed in the occlusal plane between the 
upper and lower teeth as far back in the month as possible with the sensitive 
side down, and the patient instructed to bite on it. The rays are directed 
from, beneath the chin. This will give' a clear shadow of any opaque substance 
in the floor of the mouth. If the stone is farther back, near the beginning of 
the duct, a lateral extra-oral Him may be necessary to show it. Multiple 
calculi may be shown by X rays, when unsuspected clinically— a fact which has 
an important bearing on treatment, so that even though a positive diagnosis has 
been made clinically, X-ray examination should not be neglected for this reason. 

Obstructive enlargement of the submaxillary gland is commonly mistaken 
for a lymphadenitis or cellulitis due to infection from teeth or tonsils. The 
absence of trismus is significant in making differential diagnosis. The cystic 
swelling of the floor of the mouth may be due to a calculus lodged, in the duct 
of the submaxillary gland and must not be confused with ranula. The latter 
is never associated with a calculus. In cases of ranula the submaxi ikiry duct 
can usually be identified and isolated completely from the cystic, swelling. 

Treatment.— I f the stone is in the anterior two-thirds of Wharton’s duct, 
it is removed by an incision through the mucous membrane of the floor of 
the mouth under local anaesthesia. The reviewer introduces local anaesthetic 
through a dental needle under the mucous membrane, A bloodless incision 
can be made, and unless the stone is small and movable it is easily extracted. 
Ivy and Curtis recommend the injection of the lingual nerve as in the mandibular 
injection for the extraction of teeth. When the calculus lies at the junction of 
the duct with the gland its removal by external incision is indicated. In such 
a case removal of the gland as well as the stone is advisable. In most cases of 
parotid calculi the stone can be removed from the duct through the mouth. 

Reference. — 1 Ann. of Burg* 1932, Dee., 979. 

SCARLET FEVER. J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology. — H. M. Woods 1 points out that the deaths from scarlet fever 
in England and Wales have shown such a remarkable diminution due to lessened 
severity of the disease as to suggest that the lowest death-rate has been reached. 
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It should be borne in mind, however, that a change in intensity from extreme 
gravity at the end of the eighteenth century to a mild type at the beginning 
of the nineteenth was followed by a severe type In the fifties. Comparison 
of the rates in London with those in Liverpool, Manchester, and Birmingham, 
shows that the change in the trend of scarlet fever mortality has not been 
uniform, but has presented more or less considerable variations. There does 
not appear to be any evidence that hospital isolation has had any effect in 
reducing the prevalence or mortality of the disease. Among the, factors 
responsible for the spread of scarlet fever poverty and low rainfall have been 
incriminated. It is true that in London scarlet fever is more prevalent in the 
poorer and more crowded areas, but in Birmingham the highest incidence is 
among the better-class artisans, and in Glasgow the attack rate has decreased 
as crowding increased. The relationship shown by Longstaff in 1880 and by 
Brownlee in 1028 to exist in London between wet years and low prevalence of 
scarlet fever does not hold good in Liverpool, Manchester, or Birmingham. 
As regards age distribution, the absolute mortality has fallen at every age, but 
there has been an increase in the relative mortality in later life. In spite of 
the considerable decline in the mortality of. scarlet fever in the last thirty years 
there is no evidence that its prevalence has diminished to any extent. As 
regards the geographical distribution, there is a high incidence in London and 
Essex, while in Middlesex, Bedfordshire, Wiltshire, and Denbigh, the attack 
rates exceed 2500 per million population. On the other hand, the epidemic 
of 1920-1 was followed by a marked fall in the attack rate in Wales, where in 
1980 it was 2-87 as compared with 4*35 per 1000 in 1920. In London (1930-1) 
and in Manchester (1896-1929) the highest attack rate was at the age of 5 years, 
when school attendance becomes compulsory, 

N. D. Cernozubov 2 reports that the severe epidemic of scarlet fever in 
Yugoslavia in 1928-9 was preceded by mild outbreaks in 1927 and 1928 in 
which there were no deaths but numerous abortive or atypical cases. In the 
autumn of 1928 a violent outbreak suddenly occurred, reaching its height in 
December. The case fatality was 84*7 per cent in 1928-9 and fell to 26*8 per 
cent in 1929-30 ; 7*8 per cent of the patients had hypertoxic or fulminant 
attacks. The high death-rate was mainly due to the epidemic attacking virgin 
soil. Active immunization yielded unsatisfactory results, as the disease claimed 
many victims in the schools where the children had received prophylactic 
injections of Dick toxin and anatoxin. 

Bacteriology. — T. Toyoda and Y. Futagi, 3 of the Japanese Government 
Isolation Hospital at Darien, Manchuria, like Burgers and Meyers in Germany in 
1924, carried out experiments which refuted Di Cristina’s theory of a filtrable 
microbe being the causal agent of scarlet fever. As regards the question whether 
any other factor than streptococci was needed in the etiology of scarlet fever, 
Toyoda and Futagi failed to discover the filtrable micro-organism described 
by Zlatogoroff or the diphtheroid bacillus of Mandelbaum which these workers 
regarded as activators of streptococci in the causation of scarlet fever. Toyoda 
and Futagi conclude that there is no necessity to regard any other organisms 
than haemolytic streptococci as the cause of scarlet lever. 

Symptoms and Complications.- — A. StroS and A. Bruil 4 record six cases of 
apyrexial scarlet fever , which was first described by Barthez and Rilliet and 
Fiessinger and Oyonax, but has recently received little attention. Some of the 
cases had had a previous attack of scarlet fever or had undergone active immuni- 
zation, while others neither had had scarlet fever before nor had been actively 
immunized. The attack in each case was very mild. The throat was injected 
but painless, while the eruption and desquamation were typical. There was no 
constitutional disturbance and the temperature remained normal during the 
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eruptive stage. Two patients, however, on the eighteenth and twentieth days 
respectively had a slight rise of temperature and transient albuminuria ; apart 
from an eosinophilia of 6 to 8 per cent the blood-picture was normal in all cases. 

I. Reideraiaim, 5 who records three personal cases, states that the frequency 
of relapses in scarlet fever ranges from 0*42 to 0-88 per cent. His cases occurred 
in children aged 5J-, 7, and 2J years, in whom there was a return of all the 
initial symptoms on the fifteenth, seventeenth, and twenty-second days 
respectively of an undoubted attack of scarlet fever. In all three cases the 
first attack was followed by desquamation, and two patients developed typical 
complications, such as arthritis, cervical adenitis, and otitis. All three children 
had been isolated, so that external sources of infection could be excluded. 

In a note on scarlet fever following operations on the nasopharynx , A. Joe 6 
states that of 32 eases of scarlet fever after operations 19 occurred after the 
following operations on the nasopharynx and neighbouring cavities : tonsillec- 
tomy (13 cases), mastoidectomy (2), and nasal septum antrostomy, plastic 
operation, and tooth extraction (1 case each). Apart from the two mastoidec- 
tomies the interval between the operation and the onset of scarlet fever was 
from two to ten days. Joe is of opinion that the virus is present in the throat 
at the time of the operation and enters through the cut surface. He suggests 
that a Dick test should be performed before an operation on the nasopharynx, 
and in eases where the reaction is positive passive immunization should be 
carried out. 

In a study of 600 scarlet fever patients, of whom 122 (20 per cent) had under- 
gone tonsillectomy , W. L* Bradford 7 comes to the following conclusions : The 
severity of the disease was about the same in the tonsilleetomized and the 
non-tonsillectomized children ; 43*9 per cent of the former and 46*9 per cent 
of the latter developed complications. On appearance of the eruption the 
average percentage of haemolytic streptococci in the throats of 312 children 
with their tonsils w r as 26*7 as compared with 21 in a group of 85 without tonsils. 
The average percentage of streptococci in the throat during the first few days 
of scarlet fever was about equal in the children who later developed complica- 
tions and in those who escaped whether the tonsils had been removed or not. 
The rate of disappearance of the organisms from the throat was about equal 
in children with and without tonsils. 

In a paper on mixed injection in scarlet fever, H. Ssawrimowitsch and W. D. 
Zinserlmg 8 state that out of 848 cases of scarlet fever on which a post-mortem 
examination w r as held, 82 (9*2 per cent) had bronchitis, 218 (61*8 per cent) 
pneumonia, 24 (6*9 per cent) pulmonary abscesses, and only 79 (22*6 per cent) 
no pulmonary lesions. In the cases of bronchopneumonia haemolytic strepto- 
cocci and influenza bacilli predominated, whereas in the cases of pneumonia 
there was a predominance of pneumococci. They conclude that mixed 
infection with influenza bacilli and pneumococci plays an important part in 
scarlet fever owing to the development of pneumonia, especially in young 
children, who are particularly liable to this complication. 

A case of disseminated cutaneous gangrene in scarlet fever is reported by 
H. D. Pasaehoff and N. Sobel. 0 The patient was a previously healthy boy, 
aged 5 years, who developed the complication in the third week of a moderately 
severe attack of scarlet fever concurrently with pharyngitis, cervical adenitis, 
and albuminuria. A blood culture was sterile, but Staphylococcus aureus was 
grown from a gangrenous area. Recovery took place in about three months 
with superficial and deep scarring. 

According to E. H. Place 10 the characteristic heart damage in scarlet fever 
is a mild endocarditis , which occurred in less than 0*1 per cent of his cases. 
The diagnosis is based on the presence of fever, cardiac murmurs, change in 
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the size of the heart, and associated arthritis. Electrocardiographic changes 
are extremely rare. The onset is typical during the second or third week after 
the commencement of scarlet fever. The crippling effect is slight compared 
with that of rheumatic fever. 

W. J. Moltsehanow 11 reports 17 eases of valvular disease complicating scarlet 
fever which occurred in a children’s hospital at Moscow during the period 
1929<r-31. The ages of the children ranged from 4 to 12 years. With the 
exception of two subtoxic cases, all the attacks of scarlet fever were mild. The 
endocarditis developed in one case in the second week, in 15 between the third 
and eighth week, and in one the date of onset was not determined. Two deaths 
took place from cardiac failure, one six months and the other eleven months 
after the onset of endocarditis. In 14 cases the endocarditis was associated 
with arthritis. Moltsehanow, who is of opinion that valvular disease compli- 
cates scarlet fever more frequently than is supposed, maintains that the 
occurrence of arthritis during or immediately after scarlet fever should not be 
regarded as a mere coincidence or as the exacerbation of a pre-existent acute 
rheumatism, as in most of the cases the rheumatic syndrome did not occur 
before the attack of scarlet fever. 

A case of scarlet fever followed by meningeal haemorrhage is reported by 
E. W. Goodall, 12 who in his long and extensive experience has never met with 
another example, nor found any mention of the sequel in works on acute 
infectious diseases. The patient was a boy, aged 9 years, who, after a mild 
attack of scarlet fever, developed vomiting and headache followed by twitch- 
ing of the arms and eyelids, nystagmus, and generalized convulsions. Kernig’s 
sign was present, and the cerebrospinal fluid under hypertension but clear. 
Death took place on the fourth day. The necropsy showed marked engorge- 
ment of the cerebral vessels, an extensive subdural haemorrhage on the left 
side extending for about one inch in front of and behind the fissure of Rolando, 
and a slight haemorrhage in a similar position on the right side. Apart 
from two small haemorrhages on the epieardiura and aorta the other organs 
were normal. 

F. G. Kojis and E. J. McCabe 13 report three cases of scarlet fever complicated 
by peritonitis in a girl aged 10 years, a male infant aged 10 months, and a woman 
aged 32. Laparotomy was performed in each case, and the girl recovered, 
while the other two died. The rarity of this complication is shown by the 
fact that these were the only examples of the kind which occurred among 
5500 eases of scarlet fever admitted to the Willard Parker Hospital, New York, 
from 1928 to 1932. Kojis and McCabe have also collected 16 other cases 
from the literature in patients aged from 7 months to 31 years : 11 died and 
5 recovered ; 8 were females, 5 were males, and in 3 the sex was not stated. 
In the absence of any local abdominal focus the peritonitis in these cases has 
been attributed to transmission by the blood-stream or lymphatics or to direct 
extension from the mouth or genitals. 

J. Halle and P. Arondel 14 record a fatal case of diabetes following scarlet 
fever. The patient was a previously healthy boy, aged 5 years, in whom 
symptoms of diabetes appeared on the seventeenth day of a mild attack 
of scarlet fever. Death took place in three days in spite of injection of 
insulin. 

{See also Kidney, Surgery of — The Prevention of Renal Complica- 
tions following Scarlet Fever.) 

Prophylaxis. — G. F. Dick and G. H. Dick 15 found that immunity could 
be obtained by oral administration once daily of scarlet fever toxin in increasing 
doses of 4 to 16 c.c. of a toxin containing 50,000 skin-test doses per c.c,, though 
not in so high a percentage as by hypodermic injection ; 14 (73 per cent) out 
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of 19 previously Dick-positive children became negative on the twelfth to 
sixteenth day after ingestion of the toxin, as compared with 93 per cent of 
209 susceptible persons who became negative after hypodermic injection of the 
usual five graduated doses. 

On the other hand, J. V. Cooke 10 found that there was no demonstrable 
reduction in skin ' sensitivity after oral administration of large quantities 
of scarlatinal streptococcus filtrate toxin, whereas rectal instillation of highly 
concentrated toxin was followed by a constant decrease of skin sensitivity. 
The skin, however, remained sensitive to large quantities of toxin, thus 
showing that the absorption of toxin through the rectal, mucous membrane 
was limited. 

Treatment. — A. Lichtenstein 17 records the following results of Individual 
Isolation of 200 cases of scarlet fever compared with 200 similar cases of the 
disease which were not isolated : (X) Complications were much fewer in the 
isolated cases (14-7 per cent) than in the controls (47*1 per cent) ; (2) Relapses 
were considerably less in the isolated eases (5-3 per cent) than in the controls 
(11-6 per cent) ; (3) A Dick reaction which was positive at the beginning of the 
disease became less often negative in the isolated cases than in the controls ,* 
(4) The number of return cases was lower among the isolated cases than among 
the controls ; (5) The frequency of haemolytic streptococci in the patients’ 
throats was as great among the isolated cases as among the controls. 

H. S. Banks, 18 whose previous paper on this subject was recently summarized 
(see Medical Annual, 1930, p. 455) records his observations on 1204 cases of 
scarlet fever treated by Intravenous Injection of Anti -scarlatinal Serum in 
the course of four and a half years. The usual results were as follows ; (1) 
The temperature fell by crisis, and toxaemie symptoms disappeared in from 
six to twelve hours ; (2) Faucial oedema subsided in about twelve hours ; 
(3) The rash faded in twelve to twenty-four hours ; (4) Desquamation was 
usually entirely absent if the serum had not been given later than the third day 
of disease ; (5) The frequency of complications was considerably reduced ; 
(6) There was only one death ; (7) The average stay in hospital was 16*6 days ; 
(8) Return cases ranged from 0*9 to 3*4 per cent for each year of investigation. 
According to Banks intravenous injection of antitoxin is indicated in all cases 
of scarlet fever except the. very mild, cases of asthma, eczema, hay lever, 
and other manifestations of allergy, and cases which have had a previous 
injection of serum within the last two years or given other signs of serum sensi- 
tiveness. 

J. E. Gordon 10 states that among 13,003 cases of scarlet lever treated at a 
Detroit hospital during the last ten years 240 were injected with Convalescent 
Serum. The two principal indications for this treatment were early septic 
scarlet fever and septicaemia with late complications, such as acute mastoiditis 
or sinus infections. The donor’s attack of scarlet lever was not more recent 
than thirteen days previously or earlier than three or lour months. One 
transfusion was usually sufficient, but in some cases from two to six were 
required. The doses were 106 to 150 c.c. for infants and young children, 
300 c.c. for older children, and 500 c.c. for adults. 

References. — l Med. lies. Coun . Spec. Rep. Series, 1933, No. 180 ; -Bull. Off, internal. 
d'Hyg. publ. 1932, 1883 ; Writ. Jour. Child. Dis. 1932, xxix, 253 ; Wull. Sac. de Fed. 
de Paris , 1932, May, 363 ; 5 Wien. klin. Woch. 1932, Nov. 25, 1477 ; Writ. Med. 

Jour. 1932, ii, 351 ; 7 Amer. Jour. Bis. Child . 1932, xliv, 279 ; B Jahrb . /. Kinderheilk. 
1933, cxxxviii, 319; 9 Arch. Dermatol, and Syph. 3932, xxvi, 428 ; m New Eng. Jour. 
Med. 1932, clvii, 864 ; n Jahrb.f. Kinderheilk. 1933, cxxxviii, 129 ; Vi Brit. Jour. Child. 
Dis. 1933, 117 ; xz Amer. Jour. died. Sci. 1933, cixxxv, 710; 14 j Bull. Soc. de Fed. de 
Paris, 1933, 101 ; xs Jour. Amer. Med. Assoc. 1932, xcviii, I486; 10 A?ner. Jour. Die. 
Child. 1933, xiv, 54*; 11 Acta Faediat. 1932, xii, 181 ; lii Jour. of Hyg. 1933, xxxiii, 282 ; 
19 Jour. Amer . Med. Assoc. 1933,' c, 102. 
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SCHISTOSOMIASIS, Sir Leonard Rogers , M.D., F.R.C.P., F.R.S. 

Epidemiology and Prophylaxis. — An illustrated descriptive technical 
study of the cercariae of S. hcvmatobium and of S. mansoni in the Sudan 
is recorded by R. G. Archibald and A. Marshall 1 * 2 . They found that the 
development from the iniracidia stage to adult cercariae in the molluscan host 
takes at least six to eight weeks. Grey monkeys were successfully infected 
through the skin with both forms of schistosomes. The question whether 
sheep and cattle can act as reservoirs of human schistosomiasis has been 
investigated in Iraq by C. MaeHattie and others 8 in view 7 of the infection 
of those animals with certain species of schistosomes and reports of the rare 
occurrence of S. bovis in the urine of man. Their experiments showed that the 
human S. haematobium cannot infect sheep, and in their experience S, bovis does 
not infect man ; they suggest that the occasional appearance of S. bovis- shaped 
eggs in human urine may be due to some abnormality in the formation of the 
egg-shell on the part of S. haematobium . 

R. G. Archibald 4 reports on prophylactic measures against schistosome 
infections in the Sudan by the addition to drinking water of strong emulsions 
of the fruit of the tree Balanites segypiica 5 emulsions of the fruit, bark, 
and other parts of which he found to have a lethal action on molluscs and 
bilharzial iniracidia and cercariae, while the addition of the fruit emulsion does 
not impair the potability of the water. This tree grows naturally in the Sudan, 
so he suggests planting it along watercourses as a prophylactic measure. 

H. R. Day 5 records a good description of bilharzial cirrhosis based on his 
earlier experience in Egypt. He found that in the early stages a course 
of Antimony injections will arrest the course of the disease even when fever 
is present, but malarial and hookworm complications must also be treated 
if present. In later cases not amenable to antimony Splenectomy has some- 
times been performed with striking success if the spleen is ranch affected. 
A dose of pneumococcal vaccine before the operation is advisable to protect 
against lung complications. 

References . — 1 J our. Trap. Med . mid Hyg . 1932, Aug. 1, 225 ; ~I'bid. Sept. 1, 257 ; 
3 Trans . Roy, Soc. Trap. Med, and Hyg. 1933, July 28, 173 ; 4 j Ibid. 207 ; 6 Jour. Trop. 
Med. and Hyg. 1933, Jan. 16, 17. 

SCOLIOSIS. ( See Spine, Affections of.) 

SENILITY, SURGICAL OPERATIONS IN. (See Surgical Operations 
in Senility.) 

SERUM SICKNESS. J. D . Rolleston, M.D., F.R.C.P. 

Symptoms and Complications. — L. W. Hunt 1 gives the following account 
of serum sickness as observed at the Durand Hospital, Chicago, since its 
establishment nineteen years ago. Serum sickness was noted in 804 (28-1 per 
cent) of 2850 patients who had had diphtheria antitoxin, in 198 (22*7 per cent) 
of 850 who had had scarlet fever serum, and in 81*8 per cent of 55 who had had 
antimeningoeoceus serum. The development of a serum reaction after injec- 
tion of diphtheria or scarlet fever antitoxin w r as determined by the individual 
susceptibility, the toxic properties of the serum, and most of all by the total 
quantity of serum injected. The incidence of serum reactions did not differ 
widely in the various age groups. The interval between the injections and 
the appearance of the reaction varied from a few minutes to thirty days, but 
most of the reactions developed before the eleventh day. 

E. W. Goodall 2 reports a case of recurring serum rash in a girl aged 2 years 
after injection of 12,000 units of diphtheria antitoxin. In the course of six 
weeks she developed on six occasions an erythematous rash such as is common 
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after injections of serum. There was no pyrexia or any other symptoms accom- 
panying the rash beyond the occurrence of an abscess at the site of injection. 
There was no history of any previous injection of serum to explain recurrence. 

W. Mikulowski 3 reports two cases of spontaneous serum sickness. The 
first was that of a boy, aged 8 years, the subject of tuberculous peritonitis, 
who on absorption of the peritoneal effusion developed a transient and painful 
cedema of several joints, a haemorrhagic eruption, and urticaria, accompanied 
by leiicopenia, hypotonus, and oliguria. The second patient was a girl, aged 
8 years, suffering from tuberculous pleurisy and peritonitis, who developed 
arthralgia in the vertebrae and upper limbs accompanied by generalized 
urticaria as the effusion became absorbed. 

Aubertin and Gre 4 report a fatal case of serum sickness. The patient was a 
previously healthy man, aged 89, who had been injected with an unknown dose 
of antigangrene serum in May, 1916, for gas gangrene of the left arm, and in 
May, 1931, developed diphtheria. The following day he was given a desensi- 
tizing dose of i e.e. diphtheria antitoxin, an hour later 1 c.c., and five hours 
later, as no symptoms had developed, 80 e.c. partly subcutaneously and partly 
intramuscularly. Two hours after the last injection he had an intense general- 
ized erythema and a tendency to cardiovascular collapse. These symptoms, 
however, disappeared in two hours after intramuscular injection of quinine 
and ingestion of coffee. The following days 60, 40, and 20 c.c, of diphtheria 
antitoxin were injected without any symptoms, but seven days after the first 
injection late serum sickness set in and proved fatal in five days after passing 
through three stages, the first being one of cardiovascular collapse, the second 
a eonfusional state with convulsions, and the third one of terminal coma. 
Death was apparently due to nervous exhaustion resulting from almost sub- 
intrant convulsions lasting for two days. No autopsy is mentioned. 

J. B. Doyle 5 has collected 49 cases of nervous complications of serum sickness : 
44 occurred in males and only 5 in females. The average age was 26*9 years. 
The average interval between the first injection and the onset of serum sick- 
ness was 6*8 days, and the average interval between the onset of serum sickness 
and the nervous complication 2*1 days. In 84 the complication followed 
tetanus antitoxin, in 5 scarlet fever antitoxin, in 2 antipneumococcus serum 
Type I, and in i antimeningococcus serum. The nature of the nervous com- 
plication was as follows ; unilateral motor paralysis of upper brachial plexus 
18 cases, mononeuritis 8, optic neuritis 6, brachial plexus (bilateral motor) 4, 
brachial plexus (bilateral sensori-motor) 4, upper brachial plexus (bilateral 
motor and bilateral sensori-motor 8 each) 6 , and 1 case each of unilateral motor 
affection and unilateral sensori-motor affection of brachial plexus, bilateral 
motor involvement of brachial plexus, and urticarial oedema of the brain and 
meninges. 

From a study of the blood in 36 eases of serum sickness in patients aged from 
3 to 46 following injection of antitoxin for diphtheria, cerebrospinal lever, and 
scarlet fever, E. Pouhin® comes to the following conclusions : The presence of 
serum sickness has no effect on the variations in the amount of horse albumin 
in the blood serum. During the occurrence of serum sickness the blood serum 
acquires the property of producing flocculation in the presence of horse serum. 
Precipitins appear at the onset and increase until the end of serum sickness, 
when their quantity diminishes. Their amount does not have any relation to the 
intensity of serum sickness. In some cases precipitins do not develop at all, or 
rarer still they may develop in the absence of any symptoms of serum sickness. 

References. — l J our, Amer, Med. Assoc. 1932, xeix, 909 ; ~Brit. Jour. Child. Dis, 
1932, xxix, 288 ; & Arch. de Med. dcs JSnf. 1933, xxxvi, 161 ; *0az. hebd. Sci. med. 
Bordeaux. .1932, liii, 501 ; 5 Amer. Jour. Med ♦ Sci. 1933, ctxxxv, 484 ; * These de Paris , 
1932, No. 604, 
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SEX HORMONES. W. Langdon Br<mn t M.D., F.B.C.P. 

Male Hormones,— Kenneth Walker 1 states that, although he has been 
experimenting with the oral administration of testicular extracts for a good 
many years, he cannot recall a single case in which positive results have been 
obtained. Doubtless this is because very little capacity for storing the male 
hormone exists in the testis. This has been conclusively proved since it has 
been isolated in a pure crystalline state by A. Butenandt. 2 It is found to be an 
oxyketone with the formula C-, ..Ho.-CD, and it has been termed ‘proviron\ 
Many observers have shown that even a pound of bull’s testes contains verv 
little of this substance. Fortunately for 


future prospects another means of obtaining 
it has been discovered, since it has been 
found to be excreted in the urine, and 
this may prove to be of great practical 
importance. But until proviron becomes 
a commercial possibility, probably the best 
method of attacking testicular inadequacy 
is through the pituitary. K. Walker has 
used the extract of anterior pituitary pre- 
pared in Professor Crew’s experimental 
farm and thinks it has been beneficial in 
certain cases. However much we may be 
impressed by the laboratory results, lie 
thinks we must admit that neither vaso- 
ligature nor the implantation of grafts has 
met with equal success in clinical medicine. 

Macro -genito-somia . — Precocious sexual 
arid bodily development may be associated 
with tumours of the suprarenal body, 
ovary, pineal gland, pituitary, or testis. 
Abnormal development associated with 
tumours of the testes is so rare that only 
two eases have been reported. It is of 
special interest therefore that D. M, 
Sutherland 3 has recorded precocious 
development, including premature bony 
unions, in a boy of 11, from whom he 
removed a large tumour from the right 
testis, which was composed of cells indis- 
tinguishable from the normal interstitial 
cells. No normal testicular tubules or epi- 
didymis could be found. This appears to 
prove that the interstitial cells have an 
internal secretion influencing growth. It is 
further of interest, however, to note that 
the photograph of the patient that illus- 



Fig. 78.- -Photograph of patient 
with macro-genito-somia. (By kind 
permission of the * British Journal of 
Surgery *.) 


trates this communication shows a marked strabismus (Fig* 78), as is common 
in the cases of pineal origin, which suggests that there may have been a pineal 
factor in inducing premature growth and the abnormal condition of the testis. 


Ovarian Hormones.- — The preparation of oestrin in a pure crystalline 
form has facilitated much valuable w T ork on its chemistry. According to 
Butenandt it is a partially hydrated phenanthrene-ring derivative, one of the 
oxyketones. Its constitution thus seems to be very similar to that recently 
demonstrated for the sterols and biliary acids. It occurs in several isomeric 
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forms 'which differ considerably in their activity. It has been shown by 
Loewe 4 and by Jolion to occur in plants, evidencing a new link between the 
animal and vegetable kingdoms. Relevant to this is AschheinTs (quoted by 
W. Schoeller 3 ) demonstration of this hormone in an oil extracted from peat, 
coal, and petroleum. It is astounding that ccstrin originating from plant or 
animal material should have remained undecomposed during the icons required 
for the formation of mineral coal or petroleum. Small quantities of this 
hormone may accelerate the flowering of certain plants, and altogether the 
subject of the influence of hormones on plant physiology is assuming a new 
importance. 

The question has been taken a step further by J. W. Cook and E. C. Dodds, 6 
who have not only synthesized oestrin but have shown its close clinical relation- 
ship both to the carei oogenetic substance to be found in tar and to vitamin D. 
All three contain the condensed' anthracene ring, and only differ in their degree 
of hydrogenation. It is an extraordinarily interesting fact that the necessary 
stimulus to reproductive activity, the substance which is required for the proper- 
growth of bone, and the one which plays a part in the disordered growth of 
malignancy should all be so closely related. It adds to that interest to find 
the first and the third of them present in the coal measures deposited by the 
aid .of the sunlight of past ages and to remember that the second is formed 
in our own subcutaneous tissues by the sunlight of to-day. 

Since the chemical basis of oestrin is so well established, it is disappointing 
that the clinical applications are still far from satisfactory. F. II. A. Marshall 7 
thinks that some of the mistakes have been made by failing to recognize the 
great differences in the oestral cycles of different types of mammals and thus 
being misled by false analogies into using the wrong preparation or at the wrong 
time. He considers that the incorrigible tendency to use ovarian extracts 
almost at random in cases of any sort of sexual derangement is still doing much 
to discredit their ultimate utility. 

Brace Webster 8 claims benefit from the infra vaginal administration of the 
ovarian follicle hormone in twenty cases, as evidenced by the induction of 
uterine bleeding. But J. Rock, 9 in repeating Marshall’s caution, reminds us 
that such bleeding may not be due to endocrine conditions at all, and suggests 
that regarding it as such may lead to delay in the diagnosis of malignant disease. 

References, — Practitioner , 1933, April, '525; hits, angewand . Ohem. 1931, xliv, 
905 ; z Brit. Jour . Burg. 1932, Oct., 343 ; *Biochem. Belts. 1927, clxxx, 1 ; 6 Lancet, 
1933, 1, 38 ; ^Nature, 1933, cxxxi, 205 ; 7 Brit. Med. Jour . 1932, ii, 232 ; H Amcr. Jour. 
Med. Sci. 1932, Dec., 822 ; "New Bug. Jour. Med. 1932, Fob. 10, 802. 

SHARK ATTACKS IN AUSTRALIAN WATERS, 

Sir W. I. de C. Wheeler , FJLC.S.l. 

V. Coppleston 1 draws attention to the danger of sharks in certain areas, and, 
having regard to the recent development of shark-fishing as a sport in home 
waters, certain points in this paper are worthy of further record. 

It would appear that sharks are only dangerous to man in the warmer waters 
between latitude 40° N. and 40° S. Horses have been attacked and the 
oars have been tom away from the hands of the rowers in boats and canoes. 
Severe injuries have been inflicted on bathers. A shark may lash out with 
his tail after being hooked and hauled on board ship, and serious injuries have 
resulted. The following conclusions are given by Coppleston ; — ' 

1. Attacks by sharks have been reported from many parts of the world and 
have been known to occur since ancient times. 

2. The evidence that sharks will attack man is complete, although in most 
of the attacks reported the evidence is circumstantial, 

3. Sharks will attack horses, boats, and people bathing. 
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4. A number of attacks on fishermen drawing nets are recorded, and injuries 
not infrequently occur after a shark has been landed. 

3. Instances where men have disappeared and. are believed to have been 
taken by sharks are recorded. 

6. Since 1919 twelve attacks on people bathing have occurred in Queensland, 
two in Victoria, one in South Australia, two in Western Australia, three in 
Sydney Harbour, nine on the beaches near Sydney, six in the vicinity of New- 
castle, and two in other parts of New South Wales. 

7. Of thirty-four varieties of sharks known to occur in New South Wales 
waters, eight are suspected of being man-eaters. In the two instances in which 
definite evidence of the species of attacking shark is known, the shark has been 
a whaler (Carckarhinus macrunis ). 

8. The attacks occur mainly during certain months at any given locality. 
There is reason to believe that shark attacks are influenced in some way by 
sea ten literatures . 

9. Attacks may occur at any time of the day, but are more common after 
8.80 p.m. 

10. Any formation of the beach may be found at the time of an attack, 
which may take place in shallow or deep water, at the water’s edge or a con- 
siderable distance from the shore. 

11. Those bathing alone or on the edge of a crowd are most liable to be 
attacked. Attacks on a crowd are uncommon. 

12. It is usual for the shark to make more than one attack on its victim. 
Arms and fingers are particularly liable to be taken off during the second or 
third attack. 

18. In many of the instances recorded sharks have been known to have 
been in the vicinity prior to the attack. 

14. Almost all shark victims are rescued. There is no known instance of a 
rescuer being attacked. 

15. Sharks will attack dark-skinned races. 

16. Though there appears to be some doubt, it is almost certain that sharks 
will attack dead bodies. 

17. The wounds are usually multiple ; other wounds are caused in addition 
to the bite. 

18. In almost all instances some injury to the buttocks or lower limbs has 
occurred. 

19. The mortality rate of shark attacks is between 78 and 80 per cent. Many 
of the wounds received are in themselves fatal. 

20. In the treatment, the first-aid treatment, particularly the immediate 
arrest of haemorrhage and the treatment of shock, is of paramount importance. 

21. Severe sepsis sometimes follows from the bite, which in itself may be 
fatal, but not in all cases. Prophylactic injections of Gas Gangrene Anti- 
serum and Antitetanic Serum are advisable. 

Reference. — 1 Med. Jour . of Australia, 1933, April 15, 1. 

SKIN. (See also Cosmetics ; Dermatitis Medicamentosa ; Dermatitis 
Venenata ; Icjthyosis ; Lupus Erythematosus ; Pemphigus ; Psor- 
iasis ; Rosacea.) 

SKIN, FUNGOUS AFFECTIONS OF* 

A. M. II. Gray , M.D., F.R.C.P., FJi.C.S. 

Ringworm of the Scalp. — W. A. Lloyd 1 has treated 50 eases of scalp 
ringworm by Thallium Acetate, using 8*5 mgrm. per kilo body weight as 
a standard dose. All the eases treated except two, which for definite reasons 
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were given a smaller dose, were cured. He supplemented the treatment with 
the inunction of 10 per cent Sulphur Ointment, as recommended by Percival, 
but found the 2 per cent iodine solution recommended by Ingram too irritat- 
ing. Toxic symptoms occurred in 48 per cent of cases, but with one exception 
they were of* the mild pseudo-rheumatic type, shown by malaise, lethargy,, 
weakness, and loss of muscular power and pains, particularly in the legs. One 
ease, a boy of 5 years, gave rise to anxiety. On the eighth day a diffuse rash 
was noticed on his legs. On the eleventh day the rash appeared ail over the 
body ; the face and neck were swollen and the legs oedematous. The tempera- 
ture 'was normal and a trace of albumin was present in the urine. The child 
remained in bed for a week and recovery was uneventful. Lloyd stresses the 
value of this method of treatment in small institutions where X rays are not 
available. He was able to stamp out an epidemic in twenty children in eighty- 
live days, which he believes to be shorter than could have been produced by 
X rays. He recognizes that thallium acetate is a dangerous drug and must 
only be employed with the most careful technique. 

In this .connection A. Rudy 2 describes a case of thallium intoxication from 
the use of a depilatory called ‘Koremberh The patient was a woman of 29 
who developed severe pains in the lower back, buttocks, thighs, and legs, with 
difficulty in rising or resuming the sitting pusture. At times she was unable 
to change her posture without violent pain. The symptoms subsided immedi- 
ately the use of the depilatory was abandoned, but a sudden relapse occurred 
when the preparation was again used. Analysis by the American Medical 
Association Chemical Laboratory found the preparation to contain about 7 per 
cent of thallium acetate. The author points out that Sabouraud has warned 
against the use of an ointment containing more than 1 per cent of thallium 
acetate, and then only a minute quantity should be used. 

Ringworm of the Feet, — R. L. Gilman 3 examined the feet of 500 male 
and 285 female university students in Philadelphia and found that about 60 per 
cent in both sexes had- evidence of ringworm infection between the toes. He 
does not believe there is any one specific for ringworm : proper foot hygiene — 
that is, the frequent changing of the shoes and socks and the thorough drying 
of the toes after washing — is the first consideration. In this connection the 
observations of O. L. Levin and G. H. Silvers 4 are of interest. These observers 
thought that the reaction of the sweat in the fourth interdigital space might 
"have some bearing on the frequency with which this area was infected with 
fungus. Their investigations showed that the pH reaction of the interdigital 
spaces of the feet and axillae was higher than that of the normal skin, being 
in the neutral region, while the sweat of the general surface of the body is 
definitely acid. The presence of apocrine glands, which secrete an alkaline 
secretion, accounts for the change of reaction in the axilla, but no apocrine 
glands have been demonstrated in the feet. The authors believe that the 
changed reaction of the sweat and its enhanced value as a medium for fungus 
growth must be due to the mechanical and physiochemieal features of delayed 
evaporation and trauma. These observations, therefore.! indicate the import" 
anee of frequent washing and change of socks. They recommend the use of 
talc powder containing 1 or 2 per cent Salicylic Acid as a prophylactic 
against the growth of fungus. 

Gilman recommends for acute cases compresses or foot-baths of saturated 
Boric Acid Solution, or Burow’s Solution (liq. alumimi acetici) 1-16 ; 
for the subacute cases baths of 1-4000 Potassium Permanganate. Later 
5 per cent Ammoniated Mercury Ointment or 6 per cent Crude Coal Tar, 
or 3 to 5 per cent Pine Tar Ointment is used. Only when signs of acute- 
ness have subsided is it safe to use Whitfield’s Ointment (8 per cent salicylic 
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add and 6 per cent benzoic acid strength). He also uses Mercurochrome 
in the mildest cases and Castellani’s Fuchsia Faint for the more resistant 
ones. An alcoholic solution of 4 per cent Salicylic Acid and 8 per cent 
Resorcinol applied to the toes, with a foot powder used in the day time, is 
helpful in cases associated with excessive sweating. 

I). Spring 5 has investigated the action of Chlorinated Water in swimming 
baths on fungus in scales detached from bathers’ feet. She finds the fungus 
viable after a period of one and. a half hours, but it is often destroyed after 
two hours’ immersion. 

H. F. Smyth and H. F. Smyth, jun., 6 have investigated the value of certain 
Fine Oils on some fungi of the skin in vitro. They used a white and a pale 
yellow pine oil, and steam-distilled wood turpentine, together with fenchyl 
alcohol, alpha-terpineol, and borneol, which are derivates of these substances. 
Neither 1 per cent nor 10 per cent dilutions were of much value in killing the 
cultures; the 100 per cent oils were, however, quite effective in these tests 
in vitro. Alpha-terpineol was the most effective against the organisms, and 
Fenchyl Alcohol and the two pine oils almost alike. Turpentine showed 
practically no action against the cultures. The authors believe that pine oil 
has definite value as a fungicide. Considering cost and effectiveness, 4 very 
pale yellow’ pine oil seems to be the most practical of the materials tested. 
One advantage which it has over other materials lies in its low vapour pressure. 
It stays in contact with the infection for a long time. Two or three applica- 
tions daily are adequate to maintain almost constant contact with the 
organism. 

Trichophytides . — M. B. Sulzberger and F. Wise 7 lay stress on tlie frequency 
with which fungous infections of the skin may be associated with secondary 
eruptions due to dissemination of harmful agents from the primary focus. 
These are usually free from living fungi. These so-called ‘trichophytids’ may 
take various forms : among others eczematous patches are frequent, but other 
forms such as urticaria, vasomotor rhinitis, asthma, and perhaps generalized 
exfoliative dermatitis may occur. They recommend that Trichophytin (a 
vaccine prepared from fungi) should be more extensively used in investigating 
eases where the etiology is undetermined. They note three types of reaction 
produced by trichophytin : (1) The immediate urticarial reaction (due to the 
presence of circulating antibodies in the blood) ; (2) The late inflammatory 
reaction after intradermal injections ; and (8) The eczematous reaction to a 
patch test. The authors believe that desensitization is the rational method 
of dealing with such cases and they have made attempts to apply this method. 
In eighteen cases desensitization by means of intradermal injections of tricho- 
phytin "was attempted. About two-thirds of the cases seemed benefited by 
the treatment, these showing either long remissions, marked improvement, or 
apparent cure. They do not consider, however, that the method is by any 
means suitable for general treatment ; they only recommend it as an ultimate 
measure in severe and refractory eases in patients who are willing to co-operate 
in the treatment. 

E. Muskatblit and \V. Director 8 have prepared a polyvalent trichophytin 
containing the endo- and ecto-products of Epidermophyto n, Trichophyton , and 
Microsporon fungi. Tests with this preparation, in 300 mycotic cases, gave 
72*3 per cent positive reactions. Monilia infections also gave positive reac- 
tions, but less frequently than eases due to filamentous fungi. They conclude 
that the intradermal test, while not absolutely specific, is of considerable value 
in the diagnosis of fungous infections of the skin ; that cutaneous allergy 
develops not only in deep inflammatory mycoses but also in many cases of 
the superficial type ; and that Epidermophyton inter digitate , the commonest 
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fungus lii ringworm of the toes, is apt to cause a considerable degree of cutane- 
ous allergy. 

Monilia Infections. — Under the term ‘levurides’, P. Havant and H. Habeau 9 
describe a series of eruptions which they believe to be comparable to the 
‘txichophyt ides’, the primary infection being an organism of the yeast-like 
type ( Monilia , Okliiim , Cryptococcus, etc.). The eruptions described by these 
authors belong to the group of chronic scaly superficial dermatitis, some of 
them eczematous and others psoriasiform in type. The group is a well-known 
one to dermatologists and has been called by Broeq 4 parakeratosis psoriasi- 
forme’ and by Dari or ‘psoriasiform eczenmtidc \ Some eases are so like 
psoriasis clinically that they can. only be distinguished by histological examina- 
tion, others are frankly eczematous in character. Havant and Habeau claim 
to have demonstrated by cutaneous reactions to levurine (a vaccine prepared 
from Monilia and allied organisms) that some of these cases are allergic mani- 
festations of infection by one or other of these fungi. Their work, though 
by no means conclusive at present, is very important and opens a field for 
further investigation, not only into the etiology of these obscure eczematous 
reactions, but also into that of psoriasis. 

References. — 'Brit. Med. Jour. 1933, ii, 99 ; *New Eng . Jour . Med . 1932, Dec. 22, 
1151 ; 3 Jour. Amer. Med. Assoc. 1933, March 11, 715 ; 4 Arch, of Dermatol, and Syph. 
1932, Sept., 466 ; 5 Amer. Jour. Med . Sci. 1933, June, 775 ; 3 Arch, of Dermatol, and Syph. 
1932, Dec., 1079; 7 Jour. Amer, Med. Assoc. 1932, Nov. 19, 1759; 3 Arch, of Dermatol, 
and Syph. 1933, May, 739 ; *Presse med. 1932, Doc, 21, 1925. 

SKIN, NEW GROWTHS OF. A. M. U. Gray, M.D., F.R.C.P., FJi.C.S. 

In the last issue of the Medical Annual (p. 428) attention was called to 
the methods of treating epithelioma of the skin by radium. Certain authors, 
however, still prefer other methods of treatment, some of which are indicated 
here. 

J. J. Eller 1 gives a summary of the methods he employs in dealing with 
cancerous and j)re cancerous dermatoses . He points out that a large number 
of physical agents are available, such as radium, X rays, diathermy (including 
cutting current, electro-desiccation, electro-coagulation), the cautery, electro- 
lysis, carbon-dioxide snow, the curette, and the scalpel. For a number of 
small superficial lesions which sometimes undergo cancerous change, such as 
senile and seborrhceic keratoses, tar, and oil and arsenic keratoses, he finds 
Electro - desiccation , either with or without curettage, appropriate. The 
same method is applicable to patches of leukoplakia in the mouth, but for 
kraurosis vulvse he recommends Excision. Pigmented moles are best left alone 
unless they show evidence of growth, when free excision with the Diathermy 
knife is advised. He also used diathermy in dealing with epithelioma! ous 
nodules occurring in cases of lupus vulgaris and lupus erythematosus. Patches 
of intractable radiodermatitis are best treated by excision. 

For hasal-cdled epithelioma (rodent ulcer) the author finds treatment with 
X rays and Radium about equally good. The situation and type have to 
be taken into account in deciding on the type of treatment. 'When using 
X rays he gives 3 to 4 skin units of unfiltered X rays, repeating this in six 
or eight weeks (at least two weeks after all reaction has subsided). Two treat- 
ments usually suffice. In larger lesions Electro -coagulation is used as a 
preliminary to X-ray treatment. When radium is used 40 to 50 mgrm. -hours 
per square centimetre is employed for small superficial lesions, and from 60 
to 80 for deeper lesions. 

In squamous-cell epithelioma the treatment varies largely according to the 
type and site of the lesion, but the author usually employs radium preceded 
by electro-coagulation. 
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L. Taussig 3 treats most cases of -skin epithelioma, with Curettage, followed 
by Electro "desiccation. In the case of small lesions Trichloracetic Acid 
is used after curettage instead of electro-desiccation. -For cases involving the 
eyelids, Radium is the method of choice. He also recommends it in old and. 
debilitated patients who object to operative procedures. 

H. G. Adamson 3 also recommends curettage as a preliminary to X-ray treat- 
ment in basal-cell epithelioma. He lays stress on carefully curetting away 
all the growth, which is done under a local anaesthetic. After stopping bleed- 
ing by painting the raw area with trichloracetic acid, he gives 8 to 5 normal 
skin doses of X rays to the raw area, which is carefully isolated by a lead- 
foil shield. Adamson says that no X-ray reaction of any kind occurs, as no 
normal skin is exposed to the action of the rays. No dressing is required ; 
'the only subsequent treatment is to mop the wound twice daily with industrial 
spirit till the crust falls off. He lays stress on the rapidity with which the 
whole treatment can be carried out. 

A. A. Epstein 4 recommends treatment by Carbon^dioxide Snow for skin 
epitheiiomata in the early stages when there is no involvement of the deeper 
structure . In epithelioma of the lip, however, thi s treatment is eon trad ndi cated . 
Since 1929 the author has treated 115 cases ; of these 06 have been observed 
over two years, including 20 cases which have been under observation over 
four years. In the series observed from six months to four years, 87*5 per 
cent have remained well. Of the cases that recurred, most of the recurrences 
have taken place during the first twelve months. It is not quite clear whether 
the author adopts a previous curettage, but he appears to apply the carbon - 
dioxide snow for two minutes ; a considerable local destruction of tissue takes 
place and healing usually occurs in three to three and a half weeks. 

J. A. Elliott 5 recommends a combination, of Electro “Coagulation and 
Irradiation for treating epithelioma of the lip. His method of treatment is 
as follows : “ The lip is anaesthetized with procaine hydrochloride. With the 
index finger within the month and the thumb pressed firmly against the lip, 
sufficient pressure is applied well below the lesion to cut off its blood-supply. 
A small cutaneous punch is employed to obtain a specimen for microscopic 
examination. With the pressure still applied, the biopsy wound is thoroughly 
coagulated. The pressure is then released, and the 'entire lesion is coagulated. 
The coagulated tissue is trimmed away with sharp, curved scissors, care being 
taken not to cut into fresh tissue. The wound is painted with bismuth violet, 
and a small amount of ointment of boric acid is applied. The lip is then 
irradiated with unfiltered roentgen rays, while the glands, of the neck are given 
high voltage roentgen therapy. Usually four roentgen treatments are applied, 
to the lip, while two treatments are applied to the glands.” Of 06 patients 
treated by the author, 42 were 'treated over five years ago, 17 over three years 
ago, and 8 from one to two years ago. There have been no local recurrences. 
None has shown metastasis in the glands of the neck. One has a tumour of 
the brain which appeared seven years after removal of the tumour on the lip, 
but the nature of the tumour has not been determined. Cosmetic results 
have been satisfactory. 

Development of Sarcoma as a Sequel to Radiotherapy . — It is * well-known 
that epithelioma may develop in the scars of lupus vulgaris, and much more 
rarely in those of lupus erythematosus. The question has also been raised 
as to whether X-ray treatment of lupus predisposes to the 'development of 
epitheiiomata, and on this point some difference of opinion exists. It is quite 
certain that many cases have occurred in lupus cases that have never had. 
radiotherapy, but whether those cases treated by this method have a higher 
incidence of this complication is still unsettled. Sarcoma as a complication 
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of lupus had not been described until recently, when W. J. O’Donovan® 
described a case, and L. Savatard 7 two cases. O’Donovan’s case occurred 
in a woman of 59, with lupus of the left wrist and forearm of many years’ 
duration : this had been treated with X-rays and for over three years. Later 
a lump developed in the sear on the forearm, which was eventually removed 
and found to be a spindle-celled sarcoma. She died of metastases. Savatard’s 
first case occurred in a man of 54 who had had lupus of; the face. He had 
had some X-ray treatment but this was not excessive and no X-ray atrophy 
was visible. A tumour developed on the chin which was removed and found 
to be a myxosarcoma. The second case was a man of 47 ; he had had 
lupus of the face for twenty years and had had intensive X-ray treatment. 
A fungating tumour developed on the left cheek which on removal proved 
also to be a myxosarcoma. 

In this connection D. W. Montgomery and J. D. Viecelli 8 describe the 
development of a deep-seated tumour in the upper lip in a patient who had 
been, treated thirty years previously by X rays for sycosis vulgaris, followed 
by marked X-ray atrophy. The tumour was definitely in the subcutaneous 
tissue and adherent neither to the skin nor mucous membrane. The tumour 
had the microscopic characters of a spindle-celled sarcoma. In this case no 
lupus was present. The authors consider these cases raise a very important 
question as to whether radiant energy can so influence comparatively inert 
connective tissue as to cause it to proliferate after the lapse of so many 
years. 

References . — 1 Jour . Amer. Med , Assoc . 1933, Feb. 11 , 385 ; 2 Amer. Jour. Roentgenol . 
1932, 721 ; Writ. Med. Jour. 1933, ii, 994 ; *A rch. f. him. Chit. 1933, May, 344 ; *Arch. 
of Dermatol, and Syph. 1933, March, 373 ; Writ. Jour. Dermatol, and Syph. 1933, Nov., 
538 ; 'Ibid. 542 ; Hbid. June, 241, 

SKIN, PYOGENIC INFECTIONS OF, 

A. M. II. Gray , M.D., F.R.C.P . , F.R.C.S. 

Impetigo Contagiosa. — J. L. Newman 1 has treated a series of children suffer- 
ing from this disease by three alternative methods : (1) Occlusive Dressings ; 
(2) Ung. Hydrarg. Ammon. Dll. ; and (8) Intensive Treatment. In (1) 
only elastoplast bandage was used and the lesions were not touched in any 
other way. Some selection of the cases was necessary as in certain sites the 
dressing could not easily be applied. Fifty children were treated in this group. 
In (2) the patient was given a box of dilute ammoniated mercury ointment 
and told to keep the lesions well covered with it. Sixty-five children were 
dealt with in this manner. In (3) crusts were removed by starch poultices 
and the child attended the clinic for daily dressings with ointment, presumably 
the same as in (2), and in addition the parent was told to apply the ointment 
six times daily. Fifty children were treated by this method. The author 
finds the average time taken for a cure was 9*7 days in group 1 ; 18*0 days 
in group 2, and 22*5 days in group 3. One patient treated with elastoplast 
for lesions about the knee developed a subcutaneous abscess in the thigh, 
while one treated by the intensive method developed an abscess in one of the 
inguinal lymphatic glands. [Most dermatologists would agree that occlusive 
dressings are essential to the rapid cure and prevention of spread of impetigo 
contagiosa, and that too intensive treatment is harmful ; also that the promis- 
cuous use of ung. hydrarg. ammon. dil. is useless ; but whether an impervious 
dressing like elastoplast is the most satisfactory or safest means of obtaining 
a rapid cure requires further observation and comparison with more modern 
methods than those employed by the author.— A. M. H. G.] 

Boils. — R. Hallam 8 discusses the cause and treatment of recurrent boils. 
He notes that the highest incidence occurs between the ages of 21 and 30, and 
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that only 18 per cent in his series were females. He considers intercurrent 
infection of the skin an important etiological factor ; it was present in about 
one-third of his cases. As regards treatment, lie advises that the skin should 
be kept as dry as possible, as the self-disinfecting power of the skin is influ- 
enced by the amount of moisture present. This has particular bearing on the 
use of fomentations, which he rightly points out are a potent means of spreading 
skin infection. He recommends frequent cleansing of the surrounding skin 
with Spirit and the direct application of pads of gauze soaked in spirit as a 
covering to the boil. Hallam considers that, as a prophylactic, vaccines do 
not live up to their reputation, and is not convinced of the value of yeast as a 
prophylactic. He is, however, convinced of the utility of injections of 
Colloidal Manganese Hydroxide in this condition. As regards the local 
treatment of boils, the author is not prepared to decide between the two 
schools which advocate, on the one hand, surgical interference, and, on the 
other, allowing nature to take its own course. 

W. A. Ball 3 claims to have had some success in treating eases of furunculosis 
with tablets containing Thyroid gr. I and Pot. Permanganate gr. J three 
times daily in conjunction with an Iron and Arsenic mixture. 

Sycosis Barbae. — A. Marin 4 discusses the value of K-ray Treatment of 
sycosis barbie. He points out that three different types of treatment may be 
indicated. Some eases respond to doses insufficient to cause epilation ; this 
he attributes to the fact that the X rays produce a defensive reaction in the 
skin, enabling it to rid itself of various forms of pyogenic dermatitis after a 
few radiations. A second group of eases require temporary epilation. This 
is done according to the Kienbock-Adamson method by overlapping doses. 
The face is divided into four areas and the tube is centred successively on : 
(1) The angle of the right mandible ; (2) The angle of the left mandible ; (3) 
The centre of the upper lip ; (4) The centre of the chin. Exposures (3) and 
(4) should be at right angles to one another. The author points out that the 
margin between the epilating dose and the erythema dose on the face is less 
than on the scalp, and that the epilating dose, if given at the outset, often brings 
about erythema with distressing sequelae. To obviate this it is better not to 
epilate at a single dose but to give one-quarter of an erythema dose on four 
occasions, with intervals of three days between each. The author has rarely 
found filtration necessary except in deep-seated lesions. Permanent epilation 
is very rarely called for, and the risk of subsequent telangiectases is very great; 
the author, however, thinks these may be preferable to severe forms of sycosis. 
He gives the same course as described above, and then, after the hair has 
fallen, administers every three weeks half an erythema dose during four or five 
months. If the ease is carefully watched, erythema rarely occurs. It is 
especially stressed that no strong local applications should be applied during 
this treatment : he also considers ultra-violet ray treatment, in conjunction 
with X rays, should be prohibited. In 17 cases treated by the author 13 were 
cured by light radiation and 4 by temporary epilation. 

J. A. Scott 5 describes a new method of treating sycosis barbae. He tells 
the patients to puncture the pustules with a clean needle, then to wash the 
skin with 10 per cent Ichthyol Soap, to remove the soap with a fresh lot of 
water, to dry with a towel, and then to paint all the affected region with a 
75 per cent Solution of Ichthyol in water. In a few minutes the paint is 
dry and will not come off on the bed linen. The next morning washing in 
plain water will take it all away. The treatment must not be used for recent, 
acute, partly eczematous, follicular infections of the beard and moustache 
regions ; it makes them worse and causes a good deal of weeping : 12 to 20 gr. 
of Zinc Sulphate to 8 oz. of Calamine Lotion as a rule answers best at this 
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stage. If crops of boils develop he gives, in addition, a course of Auto- 
hsemotherapy, injecting 2 to 3 c.c. of blood under the skin once a week. The 
author also finds a 75 per cent solution of iehthyol useful in chronic blepharitis 
and folliculitis in the nostrils, as well as in circumoral dermatitis with Assuring 
of the skin. 

Granuloma Pyogemicum. — I). W. Montgomery and G. D. Culver 6 call 
attention to these small and harmless little tumours, which are familiar enough 
to dermatologists, but not so easily recognized by other practitioners. They 
are normally seen as pea-sized, bright red tumours, which may be sessile or 
pedunculated, with either a moist granulating surface or one which is dry and 
smooth. These lesions are composed of granulation tissue and appear to start 
from some slight wound. In 50 eases mentioned by the authors 13 occurred 
on the hand, 8 on the red border of the lips, 10 in the mouth, 18 on face and 
scalp (including the auricle), 3 on the foot, 1 in the umbilicus, 1 on the leg, 
and 1 on the back. Although found sometimes in children, the average age 
in the authors’ series was 45 years. As these lesions not infrequently occur 
in the region of the face and mouth, the authors stress the importance of 
differentiating them from epitheliomata. To cure them it is necessary not 
merely to remove the swelling but to destroy the base : thus ligature of a 
pedunculated lesion is followed by immediate recurrence. The authors advise 
Curetting, followed by Cauterisation of the base with Trichloracetic Acid ; 
Excision may also be used, preferably followed by X-ray or Radium Treat- 
ment. [Diathermy or destruction by the Galvano - cautery are also very 
useful methods of treatment. — A. M. H. G.] 

References. — 1 Brit. Med. Jour. 1933, i , 823 ; s Zbid, 1932, ii, 070 ; * Practitioner* 
1933, Jan., 101 ; 4 Presse tried. 1932, Nov. 9, 1673, Canad. Med. Assoc. Jour . 1933, June, 
621 ; 6 Bril . Jour . Dermatol, and iSyph. 1933, May, 190; *Arch. of Dermatol, and 8yph. 
1932, July, 1 31. 

SKIN, TUBERCULOSIS OF. A. M. 11. Gray , M.D., F.R.C.P . , F.R.C.S. 

Lupus Vulgaris. — L. Rogers 1 again calls attention to the use of derivatives 
of Chaulmoogra Oil and Sodium Morrhuate in the treatment of lupus 
vulgaris. He quotes an extensive ease of this disease in which remarkable 
improvement occurred by the local injection of these preparations. He first 
used ethyl ester morrhuate, injecting a drop or two into several points along 
the margin of the diseased area. Marked, though slow, improvement occurred 
in these areas without any breaking down of the tissue. Later he tried ethyl 
ester hydnocarpate in the form of ‘mongrel’ with 4 per cent creosote added 
as an antiseptic. The local improvement was more rapid, and some ulceration 
occurred in untreated areas, which the author regarded as a reaction in the 
diseased tissues similar to the swelling and softening of leprous dermal lesions 
following intravenous or intramuscular injections" of the same drug, with 
ultimately beneficial results in the skin lesions. Later the exposed lupus- 
diseased tissues in the floors of the ulcers came away, leaving much more 
healthy-looking skin than before. As the injections proceeded, the reactions 
in these portions became milder, and an increasing number of points could be 
injected at a sitting with more rapid improvement. At the end of a year the 
thickened diseased areas had nearly all disappeared. 

S. L. Cummings and C. Weatherall add a note to Rogers’s paper on some 
investigations made with certain of these preparations on the growth of. 
tubercle bacilli in vitro . Growths were made on Besrcdka’s fluid egg medium 
and two substances were tested : alepol (a preparation of the sodium salts 
of a selected fraction of the lower-melting-point fatty acids of hydnocarpus oil 
prepared by Burroughs Wellcome & Co.), and an emulsion of cod-liver oil 
reduced to very fine dispersion in saline. In two series of experiments it was 
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found that alepol inhibited growth in dilutions of 1-10,000 up to 1-1,000,000* 
but very slight growth occurred in 1-10,000,000. The cod-liver oil preparation 
showed no inhibition of growth. A series of experiments in vivo, however, 
were inconclusive. 

[Though no conclusion can be drawn from isolated cases, the author does 
well to keep this method of treatment before the medical profession. The 
present reviewer has on several occasions brought to the notice of his colleagues 
the remarkable improvement which can be obtained by the injection of sodium 
morrhuate in certain eases of lupus pernio and the hypodermic sarcoid of 
Boeck — conditions which are considered by many to be tuberculous in nature. 
— A.M.H. G.] 

J. H. Broers 2 strongly advocates the treatment of lupus vulgaris by Fyro- 
gallic Acid. This is an old method of treatment, originally advocated by 
T. Veiel in 1893, and has been used largely in the past, but it has rather fallen 
into disuse as it is a slow and painful method. The author has, however, 
obtained the co-operation of his patients and can claim some very remarkable 
results. He uses a 10 per cent ointment of pyrogallol in white soft paraffin, 
with or without 2 per cent pereaine. The duration of treatment in 21 cases 
reported varied from 52 to 240 days. The ointment is applied spread on cotton 
bandages and changed twice a day. The reaction produced is considerable 
and the patient must be warned of this. When large areas are being treated 
the urine must be examined, as nephritis may result from absorption if too 
large areas are treated. 

M. Dueourtioux 3 strongly advocates Electro -coagulation in the treatment 
of this disease. Strong currents are used and the active electrode is a small 
button the size of a pin’s head. Coagulation £ to 1 cm. in diameter is obtained 
at each application. Lesions of about 10 cm. in size are dealt with in two or 
three sittings at intervals of two or three months, the points of application 
being disposed like a chess board, so as to avoid too much contraction of the 
scar. For quite small lesions the points of coagulation are allowed to touch 
one another. The method is also suitable for lupus verrucosus ; the coagulated 
warty tissue can be removed with a curette to allow 1 further destruction of 
the base with the diathermy electrode. 

References. — 1 Brit . Med, Jour . 1933, i, 47 ; *Arc-h. of Dermatol, and Syph . 1932, 
July, 68 ; 3 Presse med, 1932, Oct. 19, 1581. 

SLEEPING SICKNESS. (See Trypanosomiasis.) 

SMALL-POX. ( See also Vaccination.) J. 1). Ro Heston, M.D . , FJLC.P. 

Epidemiology. — According to the Report issued by the Health Section of 
the League of Nations 1 on the incidence and fatality of small-pox throughout 
the world for 1081-2, no case occurred during 1981 or the first half of 1932 in 
any of the following countries : Austria, Belgium, Bulgaria, Danzig, Denmark, 
Esthonia, Ireland (Northern Ireland and Free State), Latvia, Lithuania, 
Luxembourg, Malta, Scotland, Switzerland, and Yugoslavia. There are, how- 
ever, three important foci of small-pox in Europe, viz., Soviet Russia, where 
the disease is usually severe and seems to be on the increase ; England, where 
a very mild type is present ; and the Iberian peninsula, where the disease Is 
mild in Spain but much more severe in Portugal. Asia is the continent most 
severely affected by small-pox. British India being the most important focus 
of the disease in the world. Mexico, where 9971 fatal cases occurred in 1931, 
is the chief focus of virulent small-pox In America. In Canada and North 
America the incidence is falling and the case fatality is very low. In Central 
and South America there are small scattered foci of the severe type. Through- 
out Africa there has been a decline in the disease. 



Small "pox 


436 


MEDICAL ANNUAL 


C. V,. Chapin and J. Smith 2 remark that a mild strain of small-pox has been 
present throughout the United States for at least the last thirty years. Notifi- 
cation has been very defective, but the deaths have been better recorded as 
they attract more attention. The case fatality (ranging from 0-31 per cent in 
1917 to 1*64 per cent in 1900), though considerably lower than that of classical 
small- pox, is higher than that now prevalent in England, but this is probably 
due to the better notification of eases in this country. Chapin and Smith, 
like other American health officers, maintain that the present mild type of 
small-pox which first appeared in the United States in 1896 has since bred 
true and has never reverted to the classical type, although outbreaks of the 
latter have been imported from Mexico and from seaports. 

In an official work on small-pox in Egypt Ahmad Hiliny Bey 3 states that two 
important epidemics have occurred in Egypt in recent years, one in 1919 with 
a case fatality of 24*39 per cent, and the other in 1926 with one of 20*25 per 
cent. Vaccination has been carried out extensively throughout the country, 
with the result that the incidence of small-pox has fallen from 2676 cases with 
542 deaths (20*25 per cent) in 1926, to 240 cases with 34 deaths (14*17 per cent) 
in 1927, and 26 cases, of which 19 were imported, with 4 deaths in 1929, while 
in the following two years there were only 14 and 10 cases respectively, of which 
20 were imported, with no deaths. 

According to M. Tsurumi 1 the incidence of small-pox in Japan was 124,991 
eases during the period 1880-8, 149,012 during 1889-98, 22,607 in 1899-1908, 
7864 in 1909-18, and 15,174 in 1919-20. The decline in the decennium 1899- 
1908 was due to the application of laws relating to prevention of infectious 
diseases and improved methods of vaccination, while the increase in the last 
period was caused by greater frequency of communication with China, where 
small-pox is endemic. During 1912-28 the period of greatest prevalence was 
from March to July. There was then a considerable fall, the minimum being 
reached in September. There was subsequently a slow rise till the end of 
the year, and a more rapid ascent in January and February. 

Symptoms an d Complications. — According to T. W. Lynch 5 the Jains may 
be infected by small-pox, or at least a focal eruption may be present, even 
when the mother has shown no symptoms but has merely been exposed to the 
disease. The average time from the appearance of the maternal eruption 
to the birth of the infant is four and four-tenths weeks. Vaccination seldom 
influences the course of pregnancy and probably does not transfer immunity 
to the foetus. 

R. M. Rice and M. J. Carey, 6 who emphasize the rarity of the complication, 
record the case of a boy, aged 5 years, who developed complete right flaccid 
hemiplegia and aphasia two days after the appearance of the eruption of small- 
pox. The Wassermann reaction was negative in the blood and cerebrospinal 
fluid. Two days after the onset of hemiplegia the boy was able to move his 
right leg slightly, and six weeks after onset recovery was almost complete. 

Diagnosis. — C. R. Amies 7 carried out observations on 10 sera from con- 
valescent cases of severe small-pox in Calcutta and on 28 sera from cases of 
variola minor, and found that the elementary bodies of variola were agglu- 
tinated by the serum of these patients, whereas vaccinia elementary bodies 
were not agglutinated even in the highest concentration of such sera. 

Prophylaxis. — A. F. Cameron 8 maintains that the benefit to public health 
from indiscriminate hospital isolation of small-pox is not commensurable with 
the expense involved, his grounds being as follows : (1) From Jan. 1, 1928, 
to Aug. 31, 1932, 12,807 patients were admitted to the Metropolitan Small-pox 
Hospitals ; 35 died — a mortality of 0*27 per cent. In only 14, however, was 
small-pox the primary cause of death, and in 21 was at most a secondary or 
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adjuvant cause. In only 8 of the 14 eases was the attack of the severe 
toxic type, and of the remaining II fatal cases 4 were infants aged from 
9 days to 5 weeks. (2) Out of a total of 6810 cases admitted between Nov. 1, 
1929, and May 31, 1932, only 852 (18*5 per cent) required hospital treatment. 
(3) The minimum cost of removal and treatment in hospital of small-pox in 
London is not less than twelve shillings per case a day. Cameron does not 
think there is any likelihood of a sudden or gradual, or even an occasional, 
increase in the severity of the disease, and therefore suggests that public 
health would be fully protected by selection as opposed to indiscriminate 
segregation of cases of small-pox. 

References. — l Epidem. Pep. Health Sect . League of Nat. 1932, 223 ; -Jour. Prev. 
Med. 1932, vi, 273 ; z Small -pox in Egypt, 1933 ; Off . internal . cVHyg. puhl. 1933, 

xxv, 604; 5 Arch. Dermatol, and Syph. 1932, xxvi, 997; z Jour. Amer. Med. Assoc. 
1933, c, 817 ; 7 Lancet, 1932, ii, 558 ; 8 Public Health , 1932, xlvi, 50. 

SHAKE POISONING. Sir Leonard Rogers, M.B., F.R.C.P . , F.R.S. 

Further work on the concentration and standardization of Antivenom 
Serums is recorded by E. Grasset 1 working in South Africa, where relatively 
large doses of highly potent serums are required on account of the large size of 
the numerous venomous snakes necessitating the use of specific polyvalent 
serums, as in S. America. The technical details of their preparation have already 
been recorded, 2 and the present paper deals with their clinical use. Equal con- 
centrations of the anticolubrine and antiviperine elements have been obtained to 
fourfold the original strength, and by employing in their preparation detoxicated 
venoms, or ‘ana venoms’, stronger serums have been obtained in horses in four to 
six weeks than formerly in twelve to sixteen months, and concentrated pseudo- 
globulins to neutralize 6 mgrrn. of cobra venoms and 35 to 75 mgrm. of puff- 
adder and night-adder venoms have been obtained. To get the maximum 
efficiency of diffusion in the system they advise using only a double concentra- 
tion supplied in 10-c.c. ampoules equal to two such of the former weak product. 
The curative properties of this preparation have been tested in sheep, which 
are more susceptible than dogs, and the minimum doses causing death in 100-lb. 
sheep in different periods of time were first ascertained. The tests showed 
that the concentrated serum did exert twice the protective action of the 
unconcentrated in both the colubrine and viperine venoms. Next the influence 
of delay in treatment was investigated after the injection of a dose of cobra 
venom that killed the controls in five hours, and it was found that 7 c.c. of the 
double strength serum saved the animals after half an hour’s delay ; 14 c.e. 
were required after one hour, 25 to 30 c.c. after one and a half hours, and 40 c.e, 
after two and a half hours, by which time severe general or local symptoms 
of snake poisoning had developed. In the more resistant dog much smaller 
doses would be required. The influence of the application of a tourniquet 
three minutes after injection of the venom into a limb to retard its absorption 
was next tested, the ligature being left in position for thirty, sixty, and ninety 
minutes respectively, but relaxed momentarily at the end of each half hour 
to prevent necrosis. The retarding and localizing influence of the tourniquet 
was strikingly illustrated, for the curative doses were reduced from 30 c.c, 
and 14 c.c. without the tourniquet to 20 c.c. and 7 c.c. respectively with its 
application for one and a half and one hours, and twelve lethal doses were 
neutralized by 20 c.c. of serum with half an hour’s application of the tourniquet, 
so that a massive dose of venom for such a sensitive animal as the sheep was 
successfully counteracted by a relatively small dose of serum. 

Direct experiments of this nature cannot be performed on man, but from 
data of Calmette and others it is estimated that a fatal dose for a 130-kilo man 
would be about 15 mgrm. of dried cobra venom, of which one-third must be 
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neutralized to reduce it to below the minimal lethal dose, or half of a 20-ingrm. 
dose. The writer estimates that a 10-c.c. ampoule of the concentrated serum 
would suffice for 20 mgrm. and 20 e.c. for 40 mgrm. of dried venom, but rela- 
tively larger doses are necessary in children on account of their lower body 
weight. The concentrated venoms also keep better than the unconcentrated 
ones. Their practical value is thus greatly enhanced. 

G. C. Maitra, B. P. B. Naidu, and M. L. Ahuja 3 report on the technique of 
the concentration of antivenomous serums made in India, and they obtained 
better results by fractionating the pseudoglobulins with the aid of sodium 
sulphate, instead of ammonium sulphate, on account of more rapid dialysis, 
and they have thus effected a threefold, instead of a former twofold, concen- 
tration, and they hope to obtain still better results in time. 

Refebenoes. — 1 S. Afric. Med. Jour. 1933, Jan. 28, 35; "Trans, Roy. Roc. Trap . 
Med. and Hyg. 1932, xxvi, 267 ; Had. Jour. Med. Research , 1933, July, 229. 

SPINAL BLOCK, DIAGNOSIS OF. Macdonald Critchley , MJX, E.R.C.P. 

The Amyl Nitrite Test. — C. A. Elsberg and C. C. Hare 1 have devised a 
simple means of detecting compression of the spinal theca. The principle 
consists in noting whether a rise in intracranial pressure, produced by amyl 
nitrite inhalations, is transmitted or not to the spinal intrathecal cavity. 
Precise details of the technique are as follows : A lumbar puncture is performed 
and the initial manometric pressure noted. The patient is then directed to 
inhale the contents of a capsule of amyl nitrite for exactly 30 seconds, during 
which time readings of the spinal fluid pressure are taken every 5 or 10 seconds. 
In normal subjects a rise in the pressure is immediately observed, and the 
manometer continues to rise for a short period (15 to 00 seconds) after 
the inhalation. of the drug has ceased. The pressure then falls gradually. The 
average rise during the period of inhalation was 90 mm., and the total rise 
durjng and after the inhalation 162 mm. The authors conclude from their 
experiences of 63 eases of suspected spinal block (including 13 positive cases) 
that the amyl nitrite test is a delicate method for determining the presence or 
absence of a block and the degree to which there is interference with the free 
flow of cerebrospinal fluid in the spinal subarachnoid pathway. The amyl 
nitrite test appears to be more sensitive than the Queekenstedt test (com- 
pression of the jugular veins). In 5 cases of complete block shown by 
the amyl nitrite test, Queckenstedt’s test showed a partial block in 1 and 
a questionable partial block in 1. In 5 cases of partial block as shown 
by the amyl nitrite test, Queckenstedt’s test gave a questionable result in 
1 and an entirely negative result in 3 others. In 3 cases in which there was 
a marked block as shown by the amyl nitrite test, Queckenstedt’s test showed 
a marked block in 1 and a complete block in 2 others. In every patient in 
whom there was evidence of a spinal subarachnoid block by the Queekenstedt 
test, a block was also demonstrated by the amyl nitrite test. 

Reference.- — l Bull. Neurol. Inst. New York , 1932, ii, 347. 

SPINE, AFFECTIONS OF. E. W. Hey Groves , M.S., F,R.C,S. 

Spinal Fractures. — Severe injuries of the spine may be sustained without 
serious damage to the cord. The severity and nature of such injuries cannot 
be properly appreciated or treated unless good X-rays are taken at once. These 
must of course be taken in a lateral direction, because it is only by such a 
view that the compression fracture is observed. Many years ago Kummell 
described a traumatic spondylitis in which deformity, pain, and lasting 
invalidity followed an injury. His observations were made before X rays 
were available and it was supposed that in ‘KummelFs disease’ a mysterious 
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process of inflammation and absorption of the bodies of one or more vertebrae 
were caused by the injury of blood-vessels of the bones. But in recent years 
doubt has been thrown on this theory and it is generally believed that 
KummelFs disease is nothing more or less than a compression fracture of the 
vertebrae, usually in the region of the last dorsal or the first lumbar. The 
apparent latency of the disease and the increase of the deformity and sym- 
ptoms are explained by the facts that after the original injury the patient is 
kept at rest, which lessens the pain, whilst the deformity is unobserved in the 
prone position or obscured by swelling of the soft parts. After some weeks 
of recumbency, when the patient gets up pain becomes severe, and it is noticed 
that the lower dorsal spinal process is projecting. 

Every case of severe spinal injury should be submitted without undue delay 
to X-ray examination. This is especially important when there is marked 
tenderness over the junction of the dorsal and lumbar spines. It will then 
be noticed that one or two of the vertebral bodies have been compressed in a 
vertical direction so as to present a wedge-shape. No time must then be lost 
in correcting the displacement and in fixing the spine in correct position. A. 
G. Davis 1 in America, L. Bolder 2 in Vienna, and R. Watson Jones 3 in this 
country have been the advocates of the method of treatment by hyperextension 
and plaster fixation. The injury is always caused by a forcible flexion of the 
spine, and the deformity produced is a kyphosis. The treatment therefore 
involves forcible hyperextension with an attempt to produce lordosis. If this 
is done within one or two weeks of the injury, it is possible actually to dis- 
impact the compressed vertebral body. But even at a much later date it is 
possible to correct the kyphos and to obtain correct, alinement of the vertebral 
column as a whole. 

In obtaining reduction of the deformity the first problem is that of adequate 
anaesthesia. This is usually obtained by local injection of 1 per cent novocain 
between the spinous processes, and by paravertebral puncture. But it is also 
possible to use a general anaesthetic, which will permit of forcible manual 
reposition of the kyphos whilst the patient is slung up by a sheet from his 
head and his heels. If the local anaesthetic is used, the patient lies on his face 
with the legs supported on a low table and the head and shoulders on a higher 
one. A plaster-of-Paris ease is then moulded on to the whole trunk with 
nothing more than a stockinette vest over the skin. The case is moulded on 
to the brim of the pelvis below and up to the armpits and the body of the 
sternum above, so as to maintain the whole spine in a position of hyperextension 
or lordosis. If the reduction is satisfactory and the plaster has been properly 
applied, the patient should be able to sit up without pain within a few days. 

F. Jimeno -Vidal 4 supplies further details of Bohler’s practice ( Plate XLV11). 
The patient is not kept in bed, but gets up after a few days. Then each day 
he is made to do various exercises with the arms and the legs in a systematic 
manner, and when he is able to walk without assistance, he carries weights 
from 5 to 25 kilos on his head. Ail these exercises are with a view to preserv- 
ing and increasing the muscle power, whilst the weight-bearing gives muscle 
balance to the spine in the erect position. The plaster case is worn for at 
least twelve weeks, and when it is removed no spinal brace is necessary. 

Geoffrey Jefferson 5 fully endorses the principles laid down by Watson Jones 
and Bolder, and also describes a useful method of dealing with certain cases 
of dislocation of the cervical spine. If seen at once, these cases can be treated 
by traction and manipulation under anaesthesia. Later it may be impossible 
to carry this out fully, and then continued traction is of value. A well-padded 
collar surrounds the patient’s jaw and occiput. Straps from this pass up, one 
pair in front and the other behind the ears. They are fastened to the top of 
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the bed. A firm pillow or sand-bag is placed under the shoulders so that the 
neck is hyperextended. The bed-head is raised on two chairs so that the body 
weight acts as efficient traction. This position is maintained for one hour. 
Then the bed-head is lowered on to blocks about one foot high and so main- 
tained for about three days. Morphia is necessary in the early part of this 
treatment, and some difficulty may be experienced in feeding the patient. 



After three days a plaster east is applied to the neck, maintaining the fully 
extended position. 

Fractures of the Spine with Cord Injuries . — These terrible conditions afford 
only a very slender hope of anything mole than amelioration. The problem 
of whether it is worth while to do a bjminectomy in apparently complete 
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spinal-cord lesions will always be a very difficult one. it is easy to dismiss 
the matter by a definite negative, but in any individual ease two considerations 
will always occur to the surgeon’s mind, and often to the patient himself. One 
is the remote possibility of finding and removing some definite pressure on the 
cord, and the other is that when months have elapsed and the patient realizes 
his helpless condition, he will be tortured by the regret that nothing was 
attempted at the time of the accident. For these reasons it Mould seem 
expedient to operate on many cases", but especially on those where the X rays 
(lateral view) show there is gross dislocation of the vertebrae. 

Whether operation is done or not, the difficulty' of nursing such patients 
under ordinary circumstances is very great. There is an imminent danger of 
bed-sores, and yet to turn the patient is painful and dangerous. A plaster 
bed and a turning-case require great skill and experience in the making and 
fitting, and even then it requires three or four people to do the daily turning. 

All these difficulties can be overcome by the use of the revolving spinal bed 
designed by E. W. Hey Groves some years ago. (See Medical Annual, 1931, 
p. 444). Recently 6 he has described an improved pattern of the spinal bed. In 
this the bed is trough-shaped and made of two hinged halves (Figs. 79, 80). 
The patient lies in the trough, and when he has to be turned, he is cased in 
by front hinged pieces covered with mattresses. Then he lies perfectly snug, 
and the whole cage containing the patient can be turned over, the posterior 
pieces hinged aside, and the patient’s back fully exposed. The novelty of this 
design consists in the oval shape of the transverse section, instead of its being 
quadrilateral. This makes it possible to fix the patient’s body firmly when 
he is being turned, and, moreover, the size of the oval can be adjusted to fit a 
thin or a stout patient without the use of a number of pillows. 

Deformity of the Lumbosacral Spine associated with Sciatica. — The 
pathology and causation of sciatica is still very far from clear ; but evidence 
is slowly accumulating that shows many eases to be associated with and 
possibly caused by abnormalities in the lumbosacral bones and joints. Paul 
Williams 7 has shown that when accurate lateral X-rays are taken about 90 
per cent, of eases of chronic sciatica show definite changes in the bones and 




Fig. 81. — The three most common appearances of the lesion as shown by the X rays, 
depending on the tilt of the superior articular surface of the first sacral and inferior articular 
surface of the fifth lumbar vertebrae. 

(Figs. 81, 82 re-drawn from the ‘ Journal of the American Medical Association ’.) 

joints of the sacral region. Of these, the great majority exhibited a very 
marked diminution of the joint space between the 5th lumbar and the 1st 
sacral vertebra. No doubt this appearance is often due to a destruction of 
the intervertebral disc and is associated with osteo- arthritis ; but trauma and 
static causes also play their part. However brought about, this malposition 
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•of the lumbosacral joint is capable of producing irritation and pressure of the 
5tli lumbar and the 1st sacral nerves as they emerge from the thecal canal 
in this region (Figs, 81, 82). 



Fig. 82. — Relationship of psoas muscle, fifth lumbar nerve, and first sacral nerve to lumbo- 
sacral intervertebral disc. (Drawing from anatomic specimen with a section removed from 
the fifth lumbar and first sacral vertebra.*, exposing the neural canal.) 



The treatment demanded by this condition consists in some form of immobil- 
ization. In the great majority of the 109 cases this was effected by some form 

of plaster case, followed by suitable 
corsets. In six eases a spinal fusion was 
done with good results. 

Scoliosis. — The treatment of scoliosis 
lias always been, and will remain, the 
most difficult problem in orthopaedic 
surgery. From time to time, however, 
the subject is taken up afresh by an 
enthusiast and some new method is 
devised. All such methods in recent 
years have consisted essentially in forci- 
ble and gradual correction of the deform- 
ity and fixation by plaster-of- Paris. The 
latest and most successful of these has 
been introduced by Galeazzi, of Milan, 
and is reported on most favourably by 
P. Lewin, 8 of Chicago. First of all, the 
rigid spine must be mobilized by a long 
course of manipulation and wrenching, 
the latter being done by the apparatus 
which is used for the final correction. 
The apparatus (which costs $1000) con- 
sists of two pieces of mechanism, one 


Fig, 83, — Galeazzi method of treating 
scoliosis. Cast almost complete, showing 
traction bands still in situ . 
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which • fixes the pelvis and the other the shoulder girdle. Each of these 
can be rotated round a vertical or a horizontal axis. The patient stands 
on a platform and stoops down so that the back is horizontal, in the 
position of a quadruped. The pelvis is then surrounded by a plaster 
ease which comes down to the level of the trochanters. The shoulder* girdle 
is fixed by another plaster case. The two extremities of the spine are then 
de-flexed and de-rotated so as to correct the deformity as far as possible. Two 
bandages are passed round the trunk on opposite sides and pulled upon by 
assistants., so as further to straighten the spine (Fig. 83). A third plaster 
bandage is placed so as to connect the shoulder and pelvic pieces. Window’s 
are cut in the plaster jacket opposite to the concavities of the curves. The 
piaster is worn for about three months, when it is renewed in the same manner. 
Cure is effected in about twelve to thirty-six months (Fig. 84). Whether such 


Fig. 84. — Skiagrams 
of patient with rigid 
structural scoliosis cor- 
rected in the Galeazzi 
apparatus. 


(Figs 83,84 by kind 
permission of 'Surgery, 
Gynecology , and Obstet- 
rics ’.) 



a cure is permanent may be open to doubt, and Galeazzi usually employs 
celluloid cases after the cure is complete for permanent wear. This probably 
represents the best and most elaborate method of correcting scoliosis, and it 
almost justifies the attitude of most surgeons and patients in considering that 
the disability of the deformity is better than the treatment. 

References. — l Jour. Bone and Joint Surg. 1929, xi, 133 ; "Arch . f. Min. Chir. 1932, 
Oct., 842 ; Writ. Med. Jour. 1931, i, 300 ; *Presse med. 1933, May 10, 752 ; 5 Practitioner, 
1933, March, 332 ; Writ. Med. Jour. 1933, ii, 53 ; Mour. Amer. Med. Assoc. 1932, Nov. 
12, 1677 : a Surg. Gynecol, and Obst. 1933, Jan., 79. 


SPIROCHiETOSIS ICTEROHffiMORRHAGlCA. (See Jaundice, Spiro- 

CH.ETAL.) 

SPLEEN, SURGERY OF. A. Rendle Short , M.D., F.B.C.S. 

Indications for Splenectomy. — There was a debate on the surgery of 
the spleen at the 1932 meeting of the British Medical Association, 1 at a joint 
meeting of the physicians and surgeons. Lord Dawson of Penn affirmed his 
belief that three diseases, and three only (excluding injury and rare conditions 
such as tumour), warrant removal of the spleen. These are acholuric jaundice, 
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purpura haemorrlmgica, and splenic aiucmia. The ideal age for the lirst is 
about twelve, before massive adhesions have developed. If there are biliary 
symptoms, it is better to attack the spleen first and the gall-stones at a, later 
date. Blood transfusion before operation may be dangerous from agglutina- 
tion in spite of careful grouping. The results from purpura hmmorrhagiea 
may be brilliant, but the diagnosis must be sound— recurrent bleeding, delayed 
retractility of clot, diminished platelet count, and a positive capillary resist- 
ance test. Aplastic anaemia shows purpura and thrombocytopenia,, but the 
anaemia is more profound. Blood Transfusion before operation is valuable 
in these eases. In splenic amemia the results are scarcely so good, on accoun t 
of the hepatic cirrhosis. 

Lord Moynihan 2 followed with an account of the history of the operation, 
beginning with a ease in Italy in 1540. He then passed in brief review the 
conditions for which it may be performed : rupture, movable spleen, torsion 
or prolapse, malaria (only if mobile), syphilis, cysts or tumours, and the three 
diseases above dealt with. Concerning splenic amemia, he said ; “There are 
few, if indeed there are any, operations in surgery which require such careful 
preparation of the patient.'” If the spleen is very large, its size must he reduced 
by X Rays, or, better, by Radium, which may in a few weeks cause a spleen 
that almost fills the abdomen to retreat nearly to the costal margin. The 
anaemia must be remedied by one or more Blood Transfusions. There is no 
luirry ; a couple of months may be well spent in preparation. 

Delayed Haemorrhage with Rupture of the Spleen. — A. II. Mclndoe, 3 of 
London, relates a ease which he observed at the Mayo Clinic of delayed 
haemorrhage following injury of the spleen, and presents a literature study of 


Blood 



Spleen pulp 
I^Capsule 


'Branches of 
splenic artery 




Jig, 85. — a, Intrasplenic hfomatoma— -solitary ‘blood cyst’; b , Multiple intrasplenic 
hiematomata ; c, Intrasplenic huematoina with moderate subcapsiharhasmorrhagic extravasation 
d, Intrasplenic hamiatoma with complete subcapsular extravasation. (Figs. 85, 80 by kind 
permission of the ‘ British Journal of Surgery ’.) 


46 cases. The patient whose history is given had a not very severe blow over 
the left upper abdomen, followed by severe pain off and on for a day ; then 
he was well and at work seven days. On the ninth day violent pain returned, 
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■with all the signs of intra-abdominal haemorrhage. A huge haematoma had 
formed under the capsule of the spleen, which had burst. Splenectomy 
saved his life. In the series studied, the latent period was from two to six 
days in 23 cases, seven to eleven in 12, up to three weeks in 7 more, and over 


three weeks in 3. During this 
latent period, though the patient 
may go to work, there is often a 
persistent dull ache over the spleen 
and slight rigidity of the muscles 
of the upper left abdomen. Costal 
breathing, left basal pleurisy, and 
leucocytosis have all been noticed 
in a few eases, also fainting spells. 

The final haemorrhage comes on 
suddenly, with agonizing pain and 
collapse ; 7 patients died before 
treatment could be undertaken. 

In half the eases there was a blood* 
cyst in the spleen which had rup- 
tured ; in the others a perisplenic 
haematoma had formed (Figs. 85, 

86). In one instance the surgeon 
made a diagnosis during the latent 
period, and removed the spleen. Of 
the eases reported, 27 per cent died 
after operation. [No doubt the true mortality is higher. Unpublished fatal cases 
have occurred within the knowledge of most surgeons of experience. — A. R. S.] 

Purpura Haemorrhagica . — R. Maingot 4 has removed the spleen twelve 
times for this ailment, and lost only one patient. He says he has never seen 
preliminary blood transfusion do anything but harm. E. L. Eliason and L. K. 
Ferguson 5 publish the following conclusions : (1) A review of the literature 
points to the fact that purpura haemorrhagica is a disease causing not only 
a reduction of blood-platelets but also a disturbance of the entire reticulo- 
endothelial system ; (2) It has not yet been proven that the spleen is the organ 
at fault in purpura haemorrhagica ; (3) Splenectomy appears to be the most 
effective method of controlling extensive haemorrhage in purpura haemorrhagica 
of either the acute or recurring type ; (4) Early operation and adequate 

preparation of the patient by transfusion is imperative ; (5) Removal of foci 
of infection is the best prophylaxis against recurrences ; (6) Five additional 
eases of purpura haemorrhagica with splenectomy are reported ; (7) A review 
of the results obtained in 218 reported cases has been made ; (8) The operative 
mortality for the whole group was 13-1 per cent, but in the cases collected from 
the last four years the mortality is only 7*08 per cent in 118 eases ; (9) In 
acute purpura, there were 35 cases treated by splenectomy with 12 deaths, 34*8 
per cent. In the last 22 cases there were only 3 deaths, 13*6 per cent. In the 
chronic purpuras there were 160 cases with 11 deaths, 7 per cent. 

Splenic Anaemia. — In a number of cases splenectomy has been followed by 
fatal thrombosis of the splenic vein extending into the portal vein, especially 
in those patients who have a normal or high platelet-count. Graham Bryce 6 
records one fatal case, and suggests Ligature of the Splenic Artery instead 
of splenectomy. 



Fig. 86. — Capsular and parenchymal rupture 
with small perisplenic haematoma. Rent plugged 
with blood-clot and omental tongue. 


References. — x Brit. Med. Jour. 1932, ii 9 305 ; 701 ; z Brit. Jour. Burg. 1932 

Oct., 249; A Med. Press and Giro , 1933. June- July, 519, 4 ; B Ann. of Sura. 1932, Nov., 
801 ; 6 Lancet , 1932, ii, 1423. 
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SPONDYLITIS DEFORMANS. (See Rheumatic Disorders, Chronic.) 

STAMMERING. H. St. John Rumsey , M.A. 

Explanation of Stammering . — The well-known fact that a stammerer, if 
musical, can nearly always sing without difficulty, provides the solution to 
the whole trouble, and for this reason. The singer subconsciously * thinks in 
terms of vowels'* while the stammerer ‘ thinks in terms of consonants \ While 
singing, the voice tone is carried through continuously and smoothly ; but 
since the voice tone is heard almost exclusively in the vowels, it is obvious 
that a singer’s whole attention is directed to vowel (and voice) tone formation, 
while the consonants are left to look after themselves. In sharp contrast with 
this is the stammerer’s habit of keeping his chief attention on the consonants. 
This is proved by the fact that most stammerers will volunteer the information 
that their chief difficulties are encountered in words beginning with b/p or 
k/g. Others will find difficulties in words beginning with ffv or s/z. An 
appreciable number will say that the^ cannot utter a word beginning with 
a vowel, but even here the difficulty arises still from not having thought of 
the vocal tone. * 

Phonation, or the production of vocal tone, is accomplished by a combina- 
tion of muscular efforts just as much as the lifting of a weight or the throwing 
of a cricket ball. In throwing a ball the direction and distance are calculated 
mentally, and the muscles do the rest — with amazing accuracy, after a little 
practice. To expect a vocal sound while the mind is concentrated on a con- 
sonant is quite unreasonable. This explains the inability of a stammerer to 
say ‘king’ if his attention is concentrated on the k. If he were singing, his 
chief thought would be to get a vocal tone on the ‘short i ’, and that tone 
would be on a definite pitch, which we call a note, and the note would have 
a definite time value. No one could possibly sing a musical note without 
giving a great deal more attention and thought to it than the average stammerer 
does to the vowels of the word he is trying to say. As we have seen, most 
of Ms attention is focused on the initial consonant, and the stammerer’s 
exaggeration of a consonant is generally in proportion to the thought and 
effort he has given to it. 

With the stammerer who cannot begin with a vowel, the principle is the 
same; it is lack of clearly ‘thinking the tone’. 

Vowel Formation, — To make a vowel it is necessary to phonate with the 
larynx into a definite ‘mouth shape’ — for instance, a very widely opened 
mouth for ah, and a very long and narrow shape for oo, using the lips to 
lengthen the ‘mouth shape’, or a very flat shape for ee ; here the lower jaw 
is pushed forward to enable the tongue to be brought forward and raised so 
as to provide a ‘false bottom’ to the mouth and so make it shallow or flat. 
The stammerer who cannot begin with a vowel has thought of the vowel shape, 
but he has not mentally visualized the tone to be sent through that ‘ vowel 
shape’. A stammerer makes his own difficulty by not thinking of what he 
is trying to do, yet he would not expect to throw a cricket ball if he was 
thinking of tying a knot in a piece of string ! Having concentrated all his 
energies on the consonants, which are also formed by ‘mouth shapes’, and 
having forgotten all about the phonation of the vowels, the stammerer naturally 
develops the habit of ‘sticking’ on the consonants ; thus he comes to imagine 
that he has a difficulty in forming consonants. As a matter of fact, he can 
not only form them, but he quickly acquires the habit of overdoing it, and so 
making too much effort and moving and shaping his mouth too much. 

Having formed the idea that consonants are his difficulty, he makes more 
and more effort, until it becomes very difficult for him to speak ; then follows 
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the anticipation of failure, and so a vicious circle is established and we have 
what is known as the 4 nervous stammerer’. 

That the real difficulty is made by failure mentally to visualize the vocal 
sound is corroborated by these facts : — 

1. As noted above, the stammerer can sing fluently. 

2. A stammerer can imitate a dialect. Now, what we call a ‘dialect' is 
really a particular way of pronouncing vowels which is abnormal to us. There- 
fore to imitate the dialect of another county it is necessary to concentrate on 
vowels all the time, and the moment that concentration is relaxed, the dialect 
is lost. 

3. A stammerer can frequently take part in a theatrical performance, because 
on the stage it is necessary to employ a firmer tone than in ordinary conver- 
sation. This forces the mind to concentrate on tone production. 

Ninety-nine per cent of stammerers can speak fluently as long as they con- 
centrate on the vowels and the tone used in the vowels. The stammerer must 
make up his mind to exaggerate his vowels ; he must remember and realize 

that he has formed the habit of too little attention to vowels and vocal tone 

in other words, he has formed the habit of ‘clipping' all his vowels. He will 
do well to try to exaggerate all vocal sounds in his speech, not that they are 
really exaggerated, but only so in comparison with his habits of neglecting 
them. 

Some stammerers are reluctant to change their voices ; they feel self-con- 
scious about any such change. It is quite impossible to eradicate a stammer 
by any other method ; the stammerer who wishes to keep his voice had better 
make up his mind to keep his stammer as well. 

Value of Good Tone. — While on the subject of vocal tone and vowels it 
is well to realize that the average speaker makes too little of vocal tone, 
although individuality in speech, beauty of speech, rhythm, and correct stress 
and cadence all depend on due attention to vocal tone. It is not too much to 
say that anyone who would be described as a good speaker and pleasant to 
listen to has more than average vocal tone, with consequently Increased vowels. 

The Vowel Stammerer. — So far, we have considered what may be called 
a ‘simple stammer’, the symptoms of which are a tendency to ‘stick’ on the 
consonants or inability to begin a vowel ; in all such cases absolute fluency can 
be attained by careful and consistent concentration on vocal tone. Occasion- 
ally there are found cases of vowel stammerers — that is to say, stammerers 
who go on repeating the vowel just as the most usual type of stammerer 
repeats the consonant. The latter says ‘k-k-k-k-king’, but the former says 
‘c-ar-ar-ar-ar-art’. In my own experience I have never met with a vowel 
stammer only, the more usual type being always present as well. This being 
so, it is obvious that such a ‘double’ stammer is very difficult to correct 
With the simple consonant stammer, the remedy is to think in terms of vowels 
— as stated above — to concentrate on the vocal tone, to think of the ‘ tune 
of the sentence’ rather than the words of it. As long as the patient is ‘on 
vowels’ he will speak fluently, just as surely as he will be fluent when he sings . 

When the vowel stammer is also present, vowels, instead of offering safety, 
present another set of difficulties, as is proved by the fact that a vowel stam- 
merer cannot sing without stammering, although he will stammer very much 
less than when he speaks. The reason for this added fluency is that, when 
singing, the time value of the vowels is decided by the music, whereas the vowel 
stammerer apparently has no idea of time value or what we should more 
ordinarily describe as rhythm in speech. The only treatment on the lines of 
elocution possible is very close and detailed attention to the ‘time values’ of 
pvery vowel — in other words, it entails learning to speak all over again from 
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the start, gradually building up sentences with all the correct time values or 
rhythm. It, can be done and has been done, but it is a long and tedious 
business, and it would always be wise to consult a nerve specialist as well as 
a remedial elocutionist. 

The Nervous Stammerer, — In cases of ‘simple stammering’ the remedy 
is simple, but there are cases where the stammer has so affected the sufferer 
that it has set up other complexes, and in such cases it is wise to combine 
both types of treatment, nerve and elocution, for the following reason. 

When once the patient has become a ‘nervous stammerer’— that is to say, 
when his failures are due as much to anticipated failure as to clipped vowels — 
the help of the nerve specialist is an advantage inasmuch as it builds up 
confidence in the possibility of a cure and in the simple elocutionary method 
to be followed. My personal experience goes to show that a nerve treatment 
without elocution will never effect a permanent cure, because the clipped vowel 
habit is still there , and until that habit is eradicated the stammer is still 
imminent. I have come across scores of cases in which stammering has been 
‘cured’ by suggestion for a few months , but it has come back in a more severe 
degree than before. I am not claiming that there are no cases in which the 
cure has been permanent — naturally such cases would not come under my 
notice ; it is only the failures that come to me ! It is obvious that if the 
‘speech fear’ has not got a strong hold on the sufferer, elocution will effect 
a cure without the aid of nerve treatment, and cure by elocution always lasts 
unless the sufferer allows himself to grow careless. 

The elocution cure is gradual and it takes time, but it has the advantage 
of being permanent and of building up the self-confidence of the stammerer — 
in other words, he treats himself by auto-suggestion. 

Schools of Elocution. — It is necessary to say a word of warning about 
elocutionists. A large number of schools of elocution arc really theatrical 
training schools ; English literature, stage dancing, gesture, and a hundred 
other matters are dealt with, all of which are of great assistance to would-be 
actors, but such training will not benefit the stammerer in the slightest degree. 
On the contrary, such a course will merely suggest to him that elocution is 
not going to help him in any way, which is an absolutely false idea, because 
elocution that really is genuine elocution, a real study of speech, will effect 
a cure. 

There are, too, the elocutionists whose idea of elocution is to emphasize all 
consonants ; this type is now dying out, but twenty or thirty years ago 
elocution meant ‘consonant training’, and many have had to listen to recita- 
tions by so-called elocutionists where the result was not artistic and was not 
even pleasant to listen to. 

Elocution for the stammerer must be on the lines of voice training and vowel 
training ; any other type will do more harm than good. 

Some 75 per cent of stammerers seem to lack determination, but whether 
this is the result of an inferiority complex set up by the stammer or not it 
would be difficult to say. The fact remains that it is very important to stress 
the point from the first that the stammer has to be cured by the stammerer 
himself, that the elocutionist can only point out the way and criticize, but the 
speech control has to be accomplished and established by the patient. In 
cases where there is no deficiency of determination it is often very strongly 
developed, and I have come across eases where a dozen lessons over a period 
of a couple of months have effected a cure. 

Time Required. — The average patient should take three lessons for the 
first week or two, and two lessons for the next two or three weeks ; after 
that he should be able to do with one lesson a week, and, as he becomes 
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established, he should drop gradually down to an occasional 'tune up’ once in 
four to six weeks. It is impossible to lay down definite rules, as everything 
depends upon the stammerer’s ability to imitate the vowel rhythm of the 
elocutionist and to practise it until it becomes his own. It is clear, therefore, 
that the number of actual lessons depends on the patient’s musical ear, sense 
of rhythm, and, most of all, on his determination to cure himself. 

Occasionally cases are found where the stammerer clings to his disability 
in order to avoid social intercourse or work. In the former instance much 
will depend upon whether shyness is the result of the stammer or not. Every- 
one has met with shy people who have no stammer but who will avoid meeting 
fresh people whenever it is possible. Such deep-seated shyness may be treated 
by suggestion, because, until the wish to avoid people is overcome, there must 
still be the temptation to use the stammer as a protection. Lazy stammerers 
will avoid cure if a cure means the starting of regular work of a type which 
makes no appeal. Needless to say this type is met with among sons of 
wealthy parents ; I remember a case where a young man spoke fluently when 
playing lawn tennis or cricket, but stammered badly whenever stocks and 
shares were mentioned. In such a case a little plain speaking is needed 1 

The first step is to win over the stammerer to work with his instructor, 
and to make him realize that the reputation of the teacher rests with him, 
and that any slackness is unfair. After the mental attitude towards a cure 
has been established, then it is a case of vowel training and vowel drill till 
fluency is attained. 

English Vowels. — In this all-important factor of vowel-drill, stammerers, 
and, for that matter, all serious students of elocution, are severely handicapped 
by the shortage of letters to represent the English vowel sounds. With only 
five or seven letters we have to represent as many as twenty-four different 
vowel sounds, of which eleven are 'simple’, ten are diphthongs, and three are 
triphthongs, as follows : — 


Simple. 



1. EE as 

in 

Seat 

7. 0 as in 

Hop 



2. i 


Pig 

8. AR „ „ 

Ark 



3. © 


Leg 

9. OR „ „ 

Cord 



4. a ,, 

,, 

Can 

10. ER „ „ 

Hurt 



5. 00 „ 


Boot 

11. u „ „ 

Cut 



6. 00 ,, 

» 

Foot 







Diphthongs. 



1. 

A and i as 

in 

Tal© 

6. 11 and 00 

as in 

Loud 

2. 

e and ER „ 

» 

Hair 

7. OR and i 

99 

Hoist 

3! 

0 and 00 „ 


Home 

8. i and ER 

99 99 

Hear 

4. 

i and 00 „ 


Tune 

9. 00 and a 

99 99 

Moor 

5. 

u and i „ 


Night 

10, i and u 


Beard 




Triphthongs. 




1. i 

and 00 and 

u as in Cure 




2. u 

and 00 and 

u ,, „ Tower 




3. u 

and i and u 

„ Fire 




Opinions vary somewhat on the question of the English vowels, but several 
well-known authorities agree in saying that there are thirteen different vowels ; 
these are made by taking my eleven simple ones and numbers 1 and 8 of the 
diphthongs. All the others in my list are combinations of what have already 
been listed, so in actual fact I am in agreement with the authorities who quote 
a total of thirteen ; I have described the diphthongs and triphongs in detail 
because, as I have tried to show, vowel study and vowel drill provide the 
only method by which the stammerer can attain fluency. 
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Vowel Drill. — The stammerer should work through the list carefully, making 
a clear distinction between all the vowel sounds ; he should then read a short 
passage from a daily paper, taking care to use the same vowel distinction. 
The ideal routine of practice would be three mi mites in every lialf-hour during 
■the day ; this, however, would not be possible for many people, but they 
should get as near to it as they can. The most important time in the whole 
day is a careful practice before breakfast. It cannot be too clearly under- 
stood that it is all a matter of 6 timing in’ on vowels, so the more frequently 
that 4 timing in’ is practised, the sooner the bad habit of ‘consonant speech’ 
will be overcome. The early morning practice not only tunes in the stammerer 
but also serves to remind him that he can speak as long as he pronounces his 
vowels carefully. 

A stammerer should realize that he can only stammer on a distorted word , whereas 
if his vowels are truly pronounced , he will he fluent. 

Vocal Tone.-— -At all times a stammerer should use a full and firm tone 
of voice, making good use of chest and nasal resonance. Most stammerers 
speak too quietly and must make up their minds to speak out more. 

Speed. — It is of vital importance to speak slowly. It is essential for the 
stammerer to speak slowly and firmly at all times. 

Breathing.- — Much bad advice is given on this point, especially by well- 
meaning schoolmasters who tell stammerers to take a very deep breath before 
speaking. An extra deep breath merely adds to the difficulties the stammerer 
already has to contend with. Anyone who has enough breath to play ordinary 
games has more than enough breath for speech. “Take only as much breath 
as you can comfortably manage ” was the advice of one of the best voice- 
trainers of all time. 

STAPHYLOCOCCUS INFECTIONS. J. D. Uolleston , M.D., F.R.C.P. 

Symptoms and Complications. — G. Suarez 1 reports four cases of staphylo- 
coccal septicaemia in patients aged from 80 to 52, two of which were fatal, while 
two recovered after a protracted illness. In three the condition was secondary 
to furunculosis and in one to an abscess at the site of a cholecystectomy wound. 

E. B. Raymond 2 has collected ten eases of staphylococcal epididymitis in 
patients aged from 21 to 50. Sta. pyogenes aureus was usually found to be 
the causal organism, the epididymis being infected by the blood-stream, or the 
urinary or urogenital tract. Acute staphylococcal epididymitis usually arises 
in the course of an acute staphylococcal infection, and presents the clinical 
symptoms common to all acute inflammations of the epididymis. It is important 
to distinguish chronic staphylococcal epididymitis from tuberculous infection, 
as the course of staphylococcal epididymitis is constantly favourable, in striking 
contrast with that of tuberculous epididymitis. 

R. A. Schless 8 suggests the following classification of staphylococcal meningitis ; 
(1) A localized abscess involving the meninges and caused by extension of 
suppuration from neighbouring structures ; such cases can be cured by oper- 
ation. (2) Meningitis arising in the course of generalized staphylococcal 
septicaemia, the outcome being invariably fatal* (8) Meningitis of hemato- 
genous origin, most frequently secondary to staphylococcal infection in distant 
parts of the body ; no recovery has been reported in such eases, (4) Exceed- 
ingly mild meningitis, of which one case only was reported in 1928 by Lamb, 
in which recovery followed the use of gentian violet. 

Treatment. — C. E. Dolman 4 treated 28 patients with intractable, persistent, 
or recurrent staphylococcal infections, including 16 cases of boils, by sub- 
cutaneous injection of a Toxoid prepared from several strains of staphylococci 
selected for their high toxigenicity. Improvement followed by cure ensued 
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shortly after commencement of the treatment in each ease, and was accom- 
panied by an increased titre of circulating antitoxin. 

Schless 3 reports a case of staphylococcal meningitis following a boil on the 
back in a boy, aged 13, in which rapid improvement and recovery took place 
after intrathecal injection of 5 c.c. of Staphylococcus Aureus Bacteriophage. 
This is the first case on record of intrathecal injection of bacteriophage. 

Suarez’s 1 patients wore treated by intravenous injection of a Specific Poly- 
valent Vaccine. 

Raymond 2 points out that unlike tuberculous epididymitis staphylococcal 
epididymitis with very rare exceptions requires medical treatment only. 

(See also Skin, Pyogenic Infections of ; Wound Treatment by 
Bacteriophage.) 

References. — l l\Ied. ibera, 1933, xxvii, 830; "These de Paris, 1932, No. 570; z Amer. 
Jour. Dis. Child. 1932, xliv, 813 ; 4 Jowr. Amer. Med. Assoc. 1933, c, 1007. 

STERILITY, MALE. {See Testis, Surgery of — Vas Deferens.) 

STOMACH. {See also Gastritis ; Gastric and Duodenal Ulcer ; 

H/ematemesis ,* Leather-bottle Stomach.) 

STOMACH, CANCER OF. , A . Hendle Short , M.D., FJLC.S. 

According to the late R. P. Rowlands, 1 cancer of the stomach kills 10,000 
persons annually in England and Wales. It is so insidious that less than 80 per 
cent of the cases come to the surgeon early enough for a resection. There are, 
however, some encouraging features. Rowlands related one case alive and well 
seventeen years after resection, another eleven years, and a third well six years 
after operation for cancer of the stomach and colon. [A case of mine is well 
fourteen years after operation. — A. R. S.] The special tests for cancer of the 
stomach are not to be trusted implicitly ; the gastric juice may be normal, 
and only after repeated X-ray examinations may a filling- defect or an ulcer- 
crater be shown up. Rowlands repeated wdiat has often been said before that to 
wait till cancer of the stomach is proved is to lose most of the cases ; if the 
symptoms are not better in two months, an exploratory laparotomy should 
be done. 

H. K. Grey, 2 reporting from the Mayo Clinic, writes still more cheerfully. 
Of 373 cases resected for cancer of the stomach, 128 w r ere alive over ten years, 
145 over five years, and 100 died within a year. An attempt to elucidate the 
factors that make for a good or bad prognosis showed that age, sex, and 
condition had no influence, nor had the site of the growth. Anacidity was 
unfavourable, so was a short history, indicating an active growth, E. Seifert 3 
has also noticed that anacidity is associated with a more than doubled mortality. 
Two papers by G. Gatewood, 4 > 5 of Chicago, analyse the symptoms and the 
results in 417 cases. Pain was much the commonest first symptom ; fullness, 
weakness, indigestion, anorexia, vomiting, and loss of weight followed in that 
order, then dysphagia, or diarrhoea. Haemorrhage was the first sign only twice. 
Occult blood was found in the stools in 95 per cent eases ; achlorhydria in 
73 per cent. There were 85 gastro -enterostomies with a mortality of 25*9 
per cent, and 58 resections with a mortality of 32*6 per cent. Of these 17 
survived a five-year period, but 5 of them eventually recurred. R, Freidrich,® 
referring to Seifert’s observation as to the increased risks of operation in 
patients with achlorhydria, mentions that in Vienna they have lately been 
giving diluted Hydrochloric Acid for a week before the operation. 

References. — l BHt. Med. Jour . 1933, i, 905; 2 Ann. of Surg. 1933, June, 882; 
8 Zentralb . f. Chir. 1932, Oct., 2386 ; 4 Arm. of Surg . 1932, Oct., 588 ; h Surg. Gynecol, 
and Obst. 1933, Feb., 442 ; * Zentralb. f. Chir. 1933, April, 801, 
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STOMACH, SURGERY 1 OF, {See also Gastric and Duodenal Ulcer, 
Surgery of; Stomach, Cancer of.) A. Hat die Short, 3/./J., F.H.C.8. 

Gastroptosis. — The operation of slinging up the atonic stomach has not 
obtained a secure foothold in this country, but articles on the subject from 
Continental Clinics have been noticed from time to time in the Medical 
Annual. Professor B. O. Pribram, 1 of Berlin, argues in favour of it, and 
mentions that he has operated on 24 cases. Of 13 followed up, 8 were well 
and 5 better. Some have been followed over seven years. Radiograms are 
presented showing the stomach shadow greatly reduced after operation. The 
method is to sling the stomach by reefing stitches of silk to the diaphragm 
beneath the lower costal cartilages. 

Benign Tumours, — Approximately a thousand eases have been observed 
within recent years. The tumour is usually in the pyloric region. There, are 
often ulcers as well. The symptoms are not distinctive. There may be dys- 
pepsia, vomiting, or haematemesis. Blood is nearly always present in the 
stools. Sometimes there is intermittent pyloric obstruction. The diagnosis 
has often been made from the filling defects in the barium skiagram ; especially 
characteristic is a circular filling defect in the duodenal bulb associated with 
a six-hour residue in the stomach, indicating a polyp prolapsed through the 
pylorus. A Partial Gastrectomy is necessary for cure. These particulars 
are derived from a paper by G. P. La Roque and E. L. Shifiett, 2 of Richmond, 
Virginia. 

Lymphosarcoma. — According to D. Cheever, 3 of Boston, there have been 
9 cases in his hospital in nineteen years, and 7 more of lymphosarcoma of the 
intestines. There is usually a palpable tumour. The symptoms are like 
those of cancer of the stomach. Filling defects may be demonstrated by 
skiagraphy. The main importance of the condition is that it can be controlled 
by X-ray Treatment. A number of lasting cures are on record. It is there- 
fore well worth while to explore doubtful lumps in the abdomen and to confirm 
the diagnosis by microscopic examination, so that the suitable case for radio- 
therapy may be recognized. To radiate patients without a diagnosis runs 
too great a risk of useless fierce reactions. 

Gastrostomy. — Probably most surgeons use the Witzel or the lobster-pot 
technique, but these have the drawback that if the rubber tube is left out for 
any length of time the track may close. Various methods have been intro- 
duced that provide a tube of stomach wall lined by mucosa. One such was 
described in the Medical Annual for 1929 (p. 449). The author, H. E. 
Martin, with W. E. Watson, 4 now abandons that procedure and returns to 
the original Janeway gastrostomy, which is done through a two-inch incision 
in the middle of the left rectus, a rectangular flap of stomach wall being turned 
down, hinged on the greater curvature {Plate XLVJ1I). Tins is converted into 
a tube and brought out through the incision. Of 52 eases, only 5*8 per cent 
died. A mucosa-lined tube may be constructed in another way, by the Jianu 
gastrostomy technique, which is sufficiently explained by Plate X'LIX. The 
tube may be 8 in. long. It is left unopened externally for a day or two, 
to avoid infection of the track. It must be pulled up taut, or a curved track 
may be formed which a catheter cannot enter. G. T. Pack, 5 of New York, 
prefers the Jianu to the Janeway gastrostomy. 

Gastrectomy. — Even those who do not read German, but wish to see how 
a master of surgical handicraft, Professor Eiselsberg, of Vienna, performs a 
gastrectomy, may learn all about it from the nineteen excellent pictures in 
R. Bernel's article. 6 

R. Friedrich and H. Weber 7 point out that in cancer cases the stomach 
contains numerous bacteria such as are normal in the colon ; in duodenal ulcer 
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the stomach is practically sterile* Peritonitis is the cause of death in 70 per 
cent of fatal cases after gastrectomy and 30 per cent after gastro-jejunostomy. 
In ulcer eases it is comparatively uncommon. 

References . — 1 Zentralb . f. Chir. 1933, March, 734; *Ann. of Surg, 1932, Aug., 240 ; 
mid. Nov,, 911 ; *S-urg. Gynecol, and Obst. 1933, Jan., 72 ; mid. July, 86 ; "Arch. f. 
Min . Chir. 1932, Oct., 1 ; hi bid. Sept,, 673. 

STOMACH, ULCER OF* (See Gastric and Duodenal Ulcer.) 

STREPTOCOCCAL PERITONITIS . (See Peritonitis, Pneumococcal 
and Streptococcal.) 

STREPTOCOCCUS INFECTIONS* J. D. Rolleston , M.D., F.R.C.P. 

Epidemiology. — R. E. Archibald and R. F. Femster 1 record an epidemic 
of 20 cases of septic sore throat which was definitely traced to milk from a 
single cow. The attack rate was high, as 87 per cent of the persons who drank 
the milk became ill. There were 3 deaths — a fatality rate of 15 per cent. 
Haemolytic streptococci were found in cultures taken from the throats of 15 
persons and from the throat of the milker, and in milk from the diseased 
quarter of the cow’s udder. 

Symptoms and Complications. — I. Pilot and P. Rosenbaum 2 made a bacterio- 
logical examination of 102 children with sore throat and found Str. epidemicus 
in 9 and ordinary haemolytic streptococci in 50 others. The sore throat due to 
Str. epidemicus was sporadic and not related to the supply of milk. The 
symptoms connected with the sore throat due to Str. epidemicus were similar 
at the onset to those of patients with ordinary sore throat, but complications 
and sequelae such as adenitis, otitis, and nephritis were commoner in the former. 
The writers suggest that the greater frequency of complications may be due to 
the capsule and the mucoid character of Str. epidemicus , properties that have 
been associated with added virulence and aggressiveness. 

Since the publication of Appelbaum’s paper (see Medical Annual, 1933, 
p. 450) four more eases of recovery from streptococcal meningitis have been 
recorded by E. Lewis, 3 M. S. Ersner and T. H. Mendel!, 4 and H. Rockett 5 
respectively. Lewis’s patient was a boy, aged 8 years, who developed otogenic 
meningitis. Recovery followed repeated lumbar punctures, transfusion of 
nitrated blood, and removal of the focus of infection by mastoidectomy. Ersner 
and Mendell’s cases occurred in a man aged 21 and a woman aged 19, in 
whom streptococcal meningitis was also secondary to otitis media. Mastoidec- 
tomy was performed in both eases, and blood transfusions, frequent lumbar 
punctures, and intrathecal injections of Antistreptococcal Serum were used 
as adjuncts to the principal treatment, which consisted in intracarotid injection 
of Acriflavine and Pregl’s Solution of Iodine twice daily.' In both cases 
Cerebral Dehydration by restriction of fluid intake and intravenous injection 
of Dextrose lessened the symptoms of increased intracranial pressure and so 
proved of great value. Rockett’s case was exceptional in that otitis media 
was not present at any stage. The patient was a boy, aged 2£ years, suffering 
from whooping-cough complicated by bronchopneumonia, who developed 
nuchal rigidity. On lumbar puncture turbid fluid under increased pressure 
escaped, and a pure culture of haemolytic streptococci was grown therefrom. 
Recovery followed intrathecal and intramuscular injection of Anti- scarlatinal 
Serum. 

References. — 1 Neio Eng. Jour. Med. 1932, cevi, 1252 ; s Amer. Jour . Dis. Child. 
1932, xliv, 994; z Arch. of Pediat. 1932, Sept., 632; 4 Jour. Amer. Med. Assoc. 1932, 
xcix, 1596 ; “Brit, Jour. Child.. Dis. 1933, xxx, 196, 
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SUBACUTE COMBINED DEGENERATION OF THE SPINAL 
CORD* (See also Anaemia, Pernicious.) 

Macdonald Critchley , M.D., F.R.C.P, 

Treatment.— It has been the experience of most physicians that the usual 
treatment of a patient with combined degeneration of the cord produces dis- 
appointing neurological results, though the beneficial effect upon the anaemia 
may be marked. On the other hand, a few observers have claimed that Liver 
Therapy can produce a most striking amelioration in the spinal signs and 
symptoms. In a recent review of the treatment of subacute combined 
degeneration of the cord,. T. K. Maclachlan 1 emphasizes the importance of 
pushing the liver medication to a greater degree than is usual in the manage- 
ment of the complicated cases of anaemia. Moreover, at the onset it should 
also be given in the form of one of the intramuscular preparations as well as 
by mouth. The proprietary preparations Campolon* and Hepatexf are avail- 
able, and at the onset the equivalent of 500 grm. daily should be given. Both 
fresh liver and liver extract should be administered orally so as to total an 
equivalent of 1 lb. daily. Raw liver is more efficacious than cooked. The 
aim of treatment is to produce an erythrocyte count of five million ; until 
then no reduction in liver therapy is advisable. The use of preparations of 
fish liver is suggestive, and, if proved to be efficacious, will have the great 
advantage of cheapness. Extracts of Hog’s Stomach may be employed 
instead of liver, but here again larger doses are required. Maclachlan advises 
30 to 40 grm. daily. The use of Brain Substance in the treatment of sub- 
acute combined degeneration necessitates smaller doses, however, than in the 
treatment of the anaemia (Ungley). Brain should be taken raw, in the form of 
a puree flavoured with tomato or orange juice, the dosage being 480 grm. daily. 

Recently W. Sargant 2 ’ 3 has employed massive doses of Iron, instead of 
liver, in the treatment of the nervous complications of pernicious anaemia. 
Blaud’s pill should be given in doses of 150 gr. daily for two to three months, 
after which time a maintenance dosage of 30 to 40 gr. daily may be adopted. 
Treatment with vitamin preparations is fashionable at present, and in experi- 
mental cases Mellanby was able to improve the neurological complications by 
the use of Carotene. Preparations of B 1 and B ai as contained in Yeast 
or in Marmite, have been recommended by Strauss and Castle. The use of 
intramuscular injections of concentrated Gastric Juice (300 to 500 e.c. of 
gastric juice) has been proved by Morris to be of value in the treatment 
of Addisonian umemia, but reports as to its effect in subacute degeneration of 
the cord are yet to come. General measures are important in the manage- 
ment of the patient, and urinary antiseptics or lavage of the bladder may be 
required. Bedsores must be sedulously avoided ; focal sepsis should be eradi- 
cated and constipation controlled. Thyroid Extract is at times of value 
in the improvement of the general state. Gastric disorders are best treated 
with dilute Hydrochloric Acid, in doses of I to 2 drachms. 

References. — l Med. Press and Giro. 1933, July 20 (Suppl.), p. xv ; -Lancet, 1932, 
Dec. 17, 1322; "Brit, Med. Jour . 1933, June 24, 1100. 

SUBPHRENXC ' ABSCESS. ' A. Rendle Short , M.D., F.U.C.S. 

C. \V. Flynn, 1 of Dallas, Texas, issued a questionnaire to surgeons, of whom 
sixty-one gave their experience of 840 cases, 333 having been operated upon. 
The results showed a general mortality of 37*9 per cent. The great majority 
have been approached across the pleura or the peritoneum. Of 38 cases 


* Bayer Products Ltd., Africa House, Kingway, London, W.0.2. 

I' Evans Sons Lescher & Webb Ltd., 5G S Hanover Street, Liverpool. 
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drained extraperitoneally only 18*4 per cent died, and the author speaks in 
favour of this whenever possible. It can be done under local anaesthesia. The 
twelfth rib is resected, and a transverse incision made through the attachment 
of the diaphragm below the bed of the resected twelfth rib at the level of the 
first lumbar spinous process. The renal fascia and fat are displayed, and the 
peritoneum stripped away from the diaphragm (Plate L). The pus is now 
located with a needle, if below *the liver ; if not, the suprahepatic region is 
explored. E. Trevani 2 gives the twenty-five year experience of the Vienna 
University 'Clinic. There were 64 cases, with a mortality of 29-7 per cent. 
In 38 cases the abscess was drained by rib resection ; II died. The commonest 
cause was appendicitis, next came gastric or duodenal ulcer, then liver and 
gall-bladder diseases. 

References. — x Amcr. Jour. Surg . 1932, Aug., 183 ; 2 Deut. Zeits. f. Ohir. 1932, Nov., 
751. 

SURGICAL OPERATIONS IN SENILITY. 

Sir W. I. de C . Wheeler , F.R.C.S.l . 

The success following prostatectomy in old men and the safety with which 
prolonged anaesthesia is borne in manipulation of fracture of the neck of the 
femur have shown surgeons that operations are well borne in old age. Polya 1 
reports 27 cases who were operated upon between the ages of 71 and 88 years 
and were cured. The operations include incarcerated umbilical hernia, 
bilateral incarcerated femoral hernia, splenectomy, bowel resection, acute 
intestinal obstruction, suppurative cholecystitis, and diabetic gangrene. All 
the conditions mentioned in Polya’s paper were of a major kind. The exten- 
sive development of local anaesthesia, the increased understanding of asepsis, 
and our knowledge of after-treatment make the senile patient a much better 
risk than he was twenty years ago. Nevertheless, old persons develop pneu- 
monia much more readily than the young, and their resistance is much less. 
In the absence of special contra-indication to surgical intervention, such as 
cardiac or renal insufficiency, an operable carcinoma should be removed 
even in the case of a patient who is very old. 

Reference. — x Surg. Gynecol . and Obst. 1932, Nov., 464. 

SURGICAL TECHNIQUE. Sir W. I. de C. Wheeler , F.R.C.SJ. 

Treatment of Growths by Electrosurgery. — G. A. Wyeth 1 states that 
the ideal treatment of growths has not yet been realized. He believes that 
cancer is a disease of disturbed anterior pituitary secretion. A fragment of 
a tumour can be obtained for microscopical examination in frozen section by 
the cutting current. He urges electrosurgery instead of scalpel surgery. The 
former has the advantage of sealed lymphatics and sterilized tissues. 

Electro-coagulation in Cases of Melanoma. — P. I). Amadou 2 states that a 
malignant melanoma has its origin as a rule from the naevus cells of pigmented 
warts and moles. He condemns the use of electro-coagulation in these cases 
and comes to the following conclusions : — 

1. The cases of malignant melanoma in a series of 27 eases treated with the 
electric needle showed a 100 per cent recurrence. 

2. Electrocoagulation of a group of senile keratotic lesions demonstrated the 
escape of 4 tissue gas’ into the peripheral visible venules under pressure. 

3. An application of this discovery to electrocoagulation of malignant 
melanoma renders plausible the explanation of high recurrence on the basis 
of the mechanical forcing of unstable malignant cells more widely into the 
tissues by pressure exerted in the lymphatics and vessels by generated ‘tissue 
gas\ 
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4. Preliminary encircling of the primary growth with the electric needle 
through apparently healthy tissue is unsound as the fascial lymphatics wide of 
the primary lesion may be filled with tumour cells, the same phenomenon of 
generated ‘tissue gas’ pressure occurring here with similar results. 

5. Inefficient treatment of benign skin lesions, especially the benign melanoma 
with the electric needle, may initiate malignant change by acting as an irritant 
or by the implantation of potential chrornatophores into the subcutaneous 
tissue. 

6. Surgical excision of these lesions, with special reference to the anatomy 
and mode of metastasis, remains the procedure of choice. 

Eleotrohsemostasis In Place off Ligatures. — For some years many surgeons, 
more particularly those specializing in the surgery of the brain, have found 
the high-frequency electrical current rapid and useful for- the sealing of small 
blood-vessels. 

Hugh H. Young 3 is impressed with the value of electrosurgery in arresting 
haemorrhage. In extensive operations which would ordinarily require great 
numbers of ligatures the value of electrosurgery is great if the technique 
is such as to leave a minimum amount of destructive tissue change. Ligatures 
themselves are recognized as distinct impediments to perfect wound healing. 

Young has assisted in designing a special high-frequency apparatus or 
coagulator. The manner in which the electrode is used is shown in Plate LI. 
A mere touch of the haemostatic forceps with the electrode will instantly seal 
any small blood-vessel. 

Sterilization of Catgut Sutures.— R, O. Clock 4 deals with this subject. 
He records the disturbing information that none of twenty-seven chemical 
compounds studied was found to have reliable or uniform action in the steril- 
ization of catgut. On the other hand, catgut subjected to heat sterilization 
showed an entire absence of bacterial growth. The so-called chemical steriliza- 
tion of surgical catgut by any method yet devised is inefficient and unreliable. 
Carefully controlled heat sterilization is the only u informally reliable and 
positive method. Clock’s experimental work is of primary importance, for 
it not only proves the inefficiency of chemical sterilization but also demon- 
strates the deleterious effect that such chemicals have upon the tissues when 
the catgut is introduced. On the other hand, heat sterilization is effective and 
reliable. After heat sterilization there is no impairment of tensile strength, 
thus showing that with sufficient care this method can be employed without 
altering the physical properties of the catgut. The exact process of heat 
sterilization employed is not described. 

Securing the Patient’s Hands during Operation, — Attention is directed 
to this minor matter by W. Bartlett, jun. 6 The usual method of confining 
the hands is to place them under the buttocks of the patient. This is a 
quick and effective procedure, but the reviewer knows of one ease where the 
skin sloughed on the back of the hand, exposing the extensor tendons. Bartlett 
writes as follows on this subject : — 

“For the past year and a half I have followed the plan illustrated in the 
accompanying sketches (Figs. 87, 88). Two points contribute to its complete 
success : (1) The noose around the wrist grows snugger if the patient struggles ; 
(2) The arm is maintained in extension, preventing flexion at the elbow with 
pronation of the forearm which offers an entering wedge for the hand against 
any cuff of fixed diameter and shape. The method in detail follows : — 

“ The wrist is snugly encircled by a folded surgical towel which extends 
downward as far as the level of the thenar and hypothenar eminences. The 
wrist is then encircled by a doubled muslin bandage and the ends are pulled 
through the looped end, making a slip noose which is drawn up snugly just above 
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the level of the styloid processes of the radius and ulna ; the point on the noose 
at which the ends pass through the loop should be opposite the styloid process 
of the radius. The arm is then laid on the operating table at the patient’s 
side in complete extension, and the ends of the noose are passed around the leg 
of the table and tied securely, keeping moderate tension on the arm. A thin 
dressing pad is placed under the elbow. The folded towel under the noose 
prevents more than a slight degree of interference with superficial venous 



protected by a folded towel. 

(Figs. S7, SS by kind permission of 



Fig. 88. — The bandage is attached 
to a convenient portion of the opera- 
ting table, not far from the level of the 
patient’s knees. 

* Journal of the American Medical Association ' ,) 


return from the. hand ; and interference with the arterial flow, deep venous return, 
or nerves at the wrist is impossible with this method. A patient in the 
Trendelenburg position, if conscious as in spinal analgesia, will occasionally 
have so much discomfort from the added countertraction on the wrists after the 
head of the table is dropped that the extension will have to be slackened 
a little. I have not seen a single hand escape from this confinement since I 
started using it.” 

Surgical Uses of Rubber from Motor Tyre Inner Tube (see also 
Anaesthesia). — R. J. McNeill Love 6 points out that a piece of rubber cut from 
the inner tube of a tyre acts as an excellent dam to prevent extrusion of the 





Fig. 89. — Rubber dam with tape attached. 

(Figs. 89-91 by kind permission of the 
• Clinical Journal \) 



Fig. 90. — Disc of rubber transfixed 
by suture. The arrows indicate the 
direction in which the disc is rolled so 
as to form a scroll. 


intestines, etc., during a difficult closure of an abdominal wound (Fig. 89). He 
also has made use of portions of this thick rubber to underlie mattress tension 
stitches in the abdominal wall. 
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The most interesting practical application of sucli a portion of rubber is in 
the treatment of fecal fi strife (Figs. 90 , 91 ). A disc of inner tube is cut to the 
size of a halfpenny in the case of small gut or a penny or larger if the fistula 
is of the caecum or colon. The disc is transfixed by a silkworm suture which 
is introduced near the centre and made to return through the rubber, in the 
manner of a mattress stitch, at an interval of about £ in. (Fig. 90). The disc 
is now rolled tightly between the finger and thumb, so that the silkworm suture 
is in the centre of the resultant scroll, from which the ends of the suture pro- 
trude. The scroll is grasped with sinus forceps and inserted along the fistula. 
With a little manipulation the scroll is introduced into the lumen, and on 
withdrawing the sinus forceps the elasticity of the rubber causes the scroll to 
open. Traction of the silkworm suture approximates the disc, to the wall of 
the bowel and so prevents fecal contents from escaping along the fistula. The 



free ends of the suture are tied round a small roll of gauze, and thus the disc 
is fixed in position (Fig. 91). When healing of the fistula is practically com- 
plete one end of the suture is cut, so that the remainder can be withdrawn, and 
the disc, thus set free passes uneventfully along the bowel and is subsequently 
evacuated. The author has used this method with gratifying results, and on 
one occasion a fistula of four and a half months’ duration, which showed 
no sign of healing and was surrounded by excoriated skin, healed within three 
weeks. 

Blood Transfusion. — See special article . p. 82. 

References.— - l New Eng. Jour. Med. 1932, Sept. 8, 450; 2 Surg . Gynecol, and Obst. 
1933, May, 943; Hbid. 1932, July, 100; *lbid. 1933, Feb,, 149; 6 Jour. Amer. Med , 
Assoc. 1933, May 13, 1490 ; 8 Clinical Jour. 1933, June, 244. 

SYCOSIS BAEBffl. (See Skin, Pyogenic Infections of.) 

SYMPATHETIC NERVOUS SYSTEM, SURGERY OF. (See also 
Kidney, Surgery of — Renal Sympathectomy ; Thrqmbg-Angiitis 
Obliterans.) Geoffrey Jefferson , M.S. , F.R.C.S. 

The Presacral Nerve. — The great success claimed by Continental surgeons, 
notably Cotte, for division of the pelvic sympathetic nerves in various forms 
of pelvic disease has gradually attracted attention in English-speaking coun- 
tries. The operation as originally proposed was designed to relieve or, even 
better, to cure the pain of malignant disease of the uterus and, more recently, 
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of the bladder. Having achieved some success in 'these fields it was extended 
to relieve maladies of non-malignant origin such as intractable dysmenorrhoea. 
It is being employed on an increasing scale in this latter condition, but at 
the moment it is not possible to assert its precise utility. Tlie contention 
that pain can be cured by division of the presacral nerve raises a number of 
interesting points which are important, for until they are settled the wise 
doctor cannot tell exactly which patient to advise to undergo the operation. 
A certain number of clinicians, notably O. Focrster, have long maintained 
that pain may pass along sympathetic pathways to the spinal cord, and, 
entering the posterior roots, follow the spinothalamic tracts to the brain. 
The more orthodox hold that not more than two observations have ever been 
made which give support to such a view, and believe that this is not enough 
to warrant firm conclusions. It may be the case that the relief of pain 
effected by division of sympathetic fibres, such as those which form the pre- 
sacral nerve, is due to a vasodilatation like that which brings such comfort 
to sufferers from Raynaud’s disease. The presence of efferent (motor or motor 
inhibitory) fibres in the sympathetic nervous system has never been called in 
question, and the rationale of removing the sympathetic ganglia to suppress 
over-activity resulting in vasospasm on the one hand, or to suppress undue 
inhibition as in Hirschsprung’s disease on the other, is well understood. Within 
the pelvis the sympathetic inhibitory action on the bladder expulsive (detrusor) 
musculature can be put out of action by section of the presacral nerve, a 
section which at the same time causes a lowering of tone in the smooth 
sphincter at the bladder neck without producing incontinence. Presacral 
neurectomy should therefore make it easier for the bladder to empty. This 
conception and its application to man we owe, of course, to J, R. Learmonth, 1 
but it has been tested out by a few other surgeons whose reports are of 
importance. 

F. H. Colby 2 records two cases from the Massachusetts General Hospital. 
One, a boy 16 years of age with a spina bifida which had been operated upon 
fifteen years before, had deformities of the feet, and anaesthesia in the distri- 
bution S.l-4. During the last two years the bladder had become infected, 
and residual urine was present (5 oz.). Catheter drainage did not improve 
the residual urine and a presacral neurectomy was performed ; five months 
later no residual urine was present and the patient greatly improved. The 
second ease was one of bladder infection and chronic retention in a tabetic 
subject, but here the operation did no good. Hamilton Bailey 3 reports a very 
successful ease, a young woman with a post-partum urinary retention with 
cystitis of nine months’ standing. In this ease residual urine measured 20 oz. 
After operation this improved to such a degree that there was eventually only 
1 oz. of residuum. Gordon Foulds, 4 of Toronto, obtained decrease of residual 
urine from 28 oz. to 2 oz. four months after operation in a young man after 
a spinal injury. 

Study of the details of these cases shows that the result is not immediately 
obtained, and that although there is an immediate small improvement some 
weeks must pass before the maximum effect is obtained. It might be that 
this points to improvement due chiefly to skilled care in hospital, but this 
cannot be the whole explanation, for all the cases had considerable periods 
of catheter drainage and lavage beforehand without showing any appreciable 
alteration. In Bailey’s case, for instance, in spite of electrical treatment, 
strychnine, and so forth, there was rarely less than 20 oz. of residual urine 
before neurectomy. The patient emptied the bladder completely the day after 
operation in this ease. In the others emptying came more slowly, due in all 
probability to the fact that they had more damage to the bladder nerves 



Sympathetic Nervous System 440 


MEDICAL ANNUAL 


which effect contraction of the vesical musculature. In Bailey’s case no 
pathology is suggested as a cause of the condition, and it is likely that such 
nerve damage as there was was slight. 

The anatomy of the pres acral nerve has been studied in two important papers, 
one by A. A. Davis, 8 the other by L. ElautA Davis gives a good description 
of neurectomy and advises removal of all the fibroccllular tissue lying in the 
triangle within the three points of Cotte : (1) The sacra! promontory ; (2) The 
bifurcation of the aorta ; (3) The inferior mesenteric artery ( Plate Lll). 
No attempt should be made to follow the nerve fibres below the sacral promon- 
tory, for very troublesome bleeding may then be induced from the middle sacral 
artery. The left ureter may run close to the middle line and an accessory 
ureter be mistaken for the presaeral nerve. The ‘nerve 1 is rarely a recognizable 
thick bundle but is usually made up of a number of fine fibres running vertic- 
ally downwards beneath the peritoneum rather to the left of the mid- line. 
Only in very thin subjects can they be seen through the peritoneum. The 
operation is simple and no untoward results follow in the female. In the male 
it must be remembered that ejaculation ceases after the operation owing 
to paralysis of the vesicles, and so the patients are thenceforth sterile, 
but not impotent. 

(See also Bladder, Surgery of — Post-operative Retention.) 

References. — l Jour. Amer. Med, Assoc. 1932, xcviii, 632; Zeits, f. urol. Chir. 1933; 
xxxvi, 195; *New Eng. Jour. Med. 1932, Aug., 302; 3 Practitioner , 1933, April, 505; 

Jour. Sury. 1932, July, 1932 ; b Jbid. 1933, Jan., 516 ; *Surg. Gynecol, and Obst. 
1932, Nov., 581. 

SYPHILIS. Col L . W . Harrison , D . S . O . 

Incidence. — T. Griineberg 1 is not inclined to agree with the views of 
Venzmer and others that syphilis is a disease that is dying out. He thinks 
that the present decline may be merely an epidemiological depression such 
as occurs in other infectious diseases. Apart from this, syphilis is tending 
to become less manifest externally, and ebancreless syphilis has been shown 
to be far more common than has generally been thought, so that much syphilis 
may be going undetected. He concludes that we shall be able to speak of 
it as a disease that is dying out when we see a definite decline in its late 
manifestations. The idea that syphilis must die out because of the rapidly 
sterilizing effect of arsenobenzene compounds depends for its fulfilment on 
earliest possible treatment and persistence under treatment, but experience 
shows that a high proportion of patients do not fulfil these conditions. 

[As an antidote to these pessimistic views it may be contended that syphilis is 
less manifest externally now not because of a change in its nature, but because 
of the effect of treatment. An analysis of the symptoms presented by patients 
on first attendance at a Continental clinic a few years ago showed that at 
this visit the external signs are found to be just as severe now as they were 
in pre-salvarsan days, but they disappear much more quickly, so that at any 
one time a clinic cannot show as formerly a large number of cases presenting 
well-marked signs of the disease. Chanereless infection may be commoner 
than is generally thought, but there is no evidence that it is commoner now 
than it was formerly ; most of the evidence that chancreless infection is not 
uncommon is based on cases with tertiary lesions (i.e., infected many years 
ago) but with no history whatever of a chancre. As for the notion that per- 
sistence in treatment is a condition of sterilization, it has to be remembered 
that a comparatively small amount of treatment seems to have sufficed in 
a large number of cases that have now been observed ; the long programme 
of treatment which is usually prescribed is designed to assure as nearly as 
possible cent per cent permanent cures. — L. W. H,] 
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Life Cycle of Spirochssta Pallida, — F. Jahnel, K. Priggc, and M. 
Rothermundt 2 refer to the views which have been expressed by various 
workers, notably Levaditi and colleagues, that S. pallida represents only one 
phase of the life cycle of the organism of syphilis. These views rest mainly 
on the rarity with which S. pallida is found microscopically in the glands and 
organs in experimental syphilis, though transplants show these tissues to be 
infectious ; also on the granule and other forms seen in sections of syphilitic 
tissues by various histologists. The authors say that the suggestion that an 
ultra-microscopic stage exists is controverted by the fact that the organism 
of syphilis is not a filter-passer. A much more likely explanation of the rarity 
with which S. pallida is seen in glands is that, like S. recurrens , it multiplies 
and diminishes in numbers in cycles, and that, when it is not seen, the number 
per unit volume of material has become reduced below the figure at which 
they can be found in sections. In order to show that a minimum number of 
spirochaetes per unit volume must be present for them to be found by micro- 
scopical methods, the authors first estimated the number of S. obermeieri and 
of S. hispanica per c.mm. in samples of infected mouse blood and then diluted 
the samples progressively with sodium citrate solution. When the dilution 
had reduced the number per c.mm. to 300 to 400 the closest search under 
dark-ground illumination failed to discover one. At the same time intra- 
peritoneal inoculation of fresh mice with 0*4 c.c. (the quantity commonly 
employed in such inoculations) of this dilution resulted in the animals becoming 
infected ; in fact, 0*2 c.c. of an emulsion containing only 156 spirochaetes per 
c.mm. was successful. The authors point out that the conditions of the 
microscopical search were far easier than in the ease when tissue is being 
examined ; hence the fallacy of arguing that because S. pallida cannot be seen 
in a tissue which inoculation experiments prove to be infectious the organism 
of syphilis must be there in some other form. Again, if one searches the 
brains of paralytics one often finds S. pallida only in very small numbers or 
not at all ; yet in these one does not see the forms described by Levaditi and 
colleagues as stages in the life cycle of S, pallida . 

Treatment. — F. Lesser, 3 in a paper in which he questions the necessity 
of long persistence in treatment, states his belief that in early cases of syphilis, 
even those with a secondary roseola, it is justifiable to suspend treatment 
after the first course if then the serum reactions remain or have become 
negative. Out of 178 such cases that received no more than this amount of 
treatment, 162 remained free from relapse during a period of not less than 
two years (70 for three or more years). The 16 relapses occurred within a 
year of treatment being suspended, 0 within the first three months. Con- 
sequently he thinks it justifiable to reckon patients as successfully treated 
who have remained free from relapse for one year after suspension, and out 
of 218 so observed, found only 16 (7*2 per cent) relapses. This relapse rate 
was approximately the same as that (7-3) in 76 patients who completed a 
second course after being negative at the end of the first, so that the author 
does not think much was gained by this second course. A table of 28 re- 
infections from one and a quarter to thirty years after the original infection, 
and including a number who had received only one course, is shown as 
further evidence that syphilis can be cured with comparatively little treat- 
ment. The programme recommended by the author is a series of injections 
of 4 914 ’ (0*45 to 0-60 grin.) until the serum reactions are negative, and 
then three further doses to make sure. After this the patient is examined 
and tested at least every two months for the first six months and subse- 
quently every three months for the remainder of the two years. He holds 
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that only cases which resist the first course, or relapse after it, need be 
treated on the chronic intermittent plan. 

H. T. Sehreus and F. Bernstein , 4 as a result of seven year's experience, 
recommend a treatment of syphilis which is based on the -principle of main- 
taining the concentration of the Arsenobenzene preparation in the body 
longer than obtains in the ordinary method of dosage. This is doin' without 
raising the individual dosage on the following plan : — 


DAT OF 
Tee ATM UNIT 

BrSMOGENOL 
, OR MESUIIOL 

Neosalvaksan 

PYRIFER 

1st 

i 

e.c. 

; 0-5 

grm. 

Strength 

2nd 

i — - 

0-45 

■ — 

5th 

1*0 

0-60 

- — 

8th 

— . 

— 

I 

9th 

1-0 

0.45, 0-15, 0*15 

i — 

12 th 

1*0 

— 

i IX 

15th 

— 

— 

! III 

16 th 

1-0 

0-45, 0-3, 0*3 

— 

19th 

1*0 

— 

IV 

22nd 

i — 

— 

V 

23rd 

1*0 

0*6, 0*45, 0*3* 

— 

26th 

1*0 

— 

VI 

29th 

’ — 

— 

VII 

30th 

1*0 

0*0, 0-45, 0*45* , 

— 

33rd 

1*0 

« — 

VII 

36th 

— 

— . 

VII 

37 th 

1*0 

0*6, 0*45, 0*45* 

— 

40th 

1*0 

— 

VII 

44th 

j — 

0*6, 0*45, 0*45* 

i 


In women as a rule the dosage was not increased beyond that given on the sixteenth day. The 
multiple injections ol neosalvarsan on any one day succeeded one another at intervals of about twenty 
minutes, by which time the concentration* of the remedy in the body has sunk to about one-half of that 
irarn ed iat ely after ii ljection . 

The treatment has mostly been restricted to in-patients, and intolerant 
patients are eliminated by the preliminary two doses, given on the first and 
fifth days. Prior to using Pyrifer* the authors employed malaria as the pyro- 
genic adjuvant. Toxic effects are stated to be no more frequent under this 
form of treatment than the ordinary. The treatment was well tolerated even 
by cases with syphilitic disease of the heart and great vessels, as well as by 
those with severe changes in the spinal fluid. Judged by the usual criteria, 
the results appear from the authors’ tables to have been excellent. Only one 
course is considered necessary in sere-negative primary syphilis, and two in 
eases which have become positive, the second after an interval of six weeks 
to six months. 

E. E. Prebble 5 reports on the results of an intensive course of treatment 
which was planned for merchant seamen attending the Seamen’s Dispensary, 
Liverpool, with the idea of reducing to a minimum the duration of the patient’s 
stay ashore and yet permitting him afterwards to go to sea for three months 
without treatment between the first and second courses u with the certainty, 
as will be shown later, that he will not have a clinical or VVassermann relapse 
during that time”. The author mentions that if the man’s circumstances 
compel an absence of four and a half months, this period is allowed to elapse 
between the first and second courses. [The Brussels Agreement provides for 


*Chas. Yarrow & Co., 36, Basinghall Street, London, E.C.2, 
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a seaman of any nationality receiving treatment tree of charge at a V.D. 
Treatment Centre, so that a merchant seaman, after a short period of treat- 
ment ashore at the outset, may continue his treatment at the different ports 
visited by his vessel. The authors of the course under review, however, 'have 
evidently designed their treatment of syphilis with the idea of making their 
patients independent of the provisions under the Brussels Agreement. — 
L. W. H.] 

The course as first outlined consisted of two doses of 1 914 ? (0-45 and 
0-6 grin.) a week until the 25th day (eight doses) and then two of 0-75 grm. 
at intervals of a week, making a total of 5-7 grm. 4 914 5 in 39 days. Con- 
currently with this, twelve injections of a preparation of Bismuth were given 
in such doses as contained 0-3 grm. metallic bismuth in the 39 days. The 
author states that they have used many preparations of bismuth, but have 
seen no material difference between them in respect of therapeutic efficacy. 
The results in 92 sero-negative primary eases, 77 sero -positive primary, and 
33 early secondary cases in which this course was administered with perfect 
regularity, were completely negative reactions in every case. In 24 sero- 
negative primary cases, 32 sero-positive primary, and 9 secondary which 
completed the course 44 but with some irregularity in attendance ” there were 
7, 21, and 4 respectively with positive reactions at the end of the course. 
The incidence of jaundice and dermatitis in patients undergoing this course 
was “slightly higher than those obtained by syphilologists making use of the 
once-weekly course of treatment”, and for the past two years the dosage has 
been reduced. In the modified course the patient receives 0*3 and 0*45 grm. 

4 914’ per week for a total of twelve injections (4*5 grm.), and concurrently 
twelve injections of a preparation of bismuth in doses containing 0*2 grm. 
metallic bismuth. The results in 40 sero-negative primary cases, 19 sero- 
positive primary, and 10 secondary who received this course with perfect 
regularity, have been completely negative reactions in every one. The results 
in the 19 cases whose attendance was “slightly irregular” were very different, 
8 of them (including two that were originally sero-negative) showing positive 
reactions at the end of the course. [So far as the results go they seem to 
show that when the patient’s circumstances are such that he can be certain 
of attending regularly for treatment only for about six weeks such a course 
as the first of those outlined above will afford him a reasonable assurance 
that he will not lose ground for at any rate three, or perhaps even six, months— 
but about 1 in 30 of such patients are likely to develop either jaundice or 
some dermatosis. The risk of his developing some such complication appears 
to be reduced to less than half (1 in 63) if the second of the above courses is 
adopted, but the reader will note that the number of cases which completed 
this course was too small to justify one giving a patient undergoing it any 
very strong assurance on the question of liability to relapse in a few months. 
It will be noted also that the patient must receive the treatment with perfect 
regularity. — L. W. H.J 

An important analysis of results of treatment undertaken by the directors 
of five of the foremost American syphilis clinics in collaboration with officers 
of the United States Public Health Service 6 should he studied in the original 
by all who are interested in the treatment of syphilis ; only a few of the 
outstanding deductions made by the authors from their analysis can be repro- 
duced here. In the treatment of early syphilis by far the best results were 
seen in sero-negative primary eases, and the difference between sero-positive 
primary and secondary cases in respect of serum results was so small that 
the authors think a sero-positive primary case should, for practical purposes 
of treatment, be regarded as having reached the secondary stage. The analysis 
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brought out the great importance of regularity in treatment during the first 
three months. Continuous treatment during this time gave 80*5 per cent 
reversals of the serum reactions to negative, while under intermittent treat- 
ment the percentage was only 16*2. Cases in which the treatment had been 
prolonged for more than a year showed far better results than did those in 
which it was carried out for less than this time. In the section on latent 
syphilis the authors comment on the large number of cases with no history 
of external signs, indicating again the fact that chancreless infection is far 
commoner than is generally thought. The analysis brings out the value of 
perseverance in treatment in old-standing cases. Whereas in the absence of 
treatment a case of some years’ standing is expected by the authors to become 
negative in 25 to 85 per cent of cases, prolonged treatment raises the percentage 
of reversals to 85. As an illustration of the value of using a heavy metal (Hg 
or Bi) in conjunction with an arsenical, the following remark resulting from 
the discovery of a high incidence of neuro-recurrence in one of the live clinics 
may be quoted : “ It seems an inescapable conclusion that this omission of 
some heavy metal treatment during the first course of arsphenamine is a factor 
in the much higher incidence of early infectious relapse and neuro-recurrence 
at clinic B. In early syphilis, including early latency, treatment with a heavy 
metal should be started before the conclusion of the first arsphenamine course 
and should completely fill the interim between courses.” It is interesting 
that in the late cases the results of treatment with only heavy metal appear 
to have been as good as in those treated also with arsenicals. 

4 Arsenic-resistance — In reports on the treatment of syphilis it is not 
uncommon to find the term ‘arsenic-resistant’ used to explain the failure of 
a patient to respond to antisyphilitic treatment, or to be told that such-and- 
such a line of treatment may result in patients becoming arsenic-resistant. 
It has repeatedly been shown by various workers that the term is used much 
too lightly and that when a patient does not respond to arsphenamine treat- 
ment it is much more likely that the fault is in his tissues, which do not 
convert the injected remedy to that derivative which destroys S. pallida . 
Thus E. Hoffmann- and G. Armuzzi 7 described a case of relapsing syphilis 
which was completely resistant to several injections of arsphenamine com- 
pounds until a Zittmann’s sweating cure was introduced, after which the 
response to arsenical treatment became normal. Also F. W. Oelze, 8 in a 
review of the literature on the subject, concluded that there was no justifi- 
cation for the term ; he said that one should not speak of ‘ salvarsari-resistant 
spiroehastes ’ but of ‘ salvarsan-resistant patients’. 

Recently Warrington Yorke, in a paper read before the Medical Society for 
the Study of Venereal Diseases, 9 reviewed the whole question of drug-resistance, 
and in regard to the question of drug-resistance in spiroeiuetes said that 
“ although there is some evidence that it is possible to produce drug-resistant 
strains of blood spirochaetes, and possibly even of Spvrochceta pallida , it is a 
much more difficult matter than in the case of trypanosomes. The clinical 
evidence that drag-resistance plays any serious part in the therapy of syphilis 
is still very unsatisfactory.” 

Calomel Inunctions , — Opinions have differed as to the efficacy of Calomel 
Ointment inunctions, some saying that in this form mercury is absorbed 
as well as it is in the form of metallic mercury ointment, and others that the 
absorption of calomel ointment is indifferent. H, N. Cole, H. F, De Wolf, 
Nora E. Schreiber, T. Sollmann, and J. Van Cleve 10 submitted six male 
patients to daily inunctions for a month with 4 grin, of 50 per cent mild 
mercurous chloride ointment. The urinary excretion of mercury by patients 
undergoing calomel inunction was found to be only equal to that seen under 
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daily inunctions with 4 grin, of 5 per cent mercurial ointment for a month, 
or about one-eighth the amount excreted under daily inunctions with 50 pel 
cent mercurial ointment. The explanation lies in the fact that, as found by 
Furbinger and Neumann, when metallic mercury ointment is rubbed into the 
skin the mercury finds its way into the hair follicles as far as the bulb and 
into the sebaceous follicles, while, as shown by Neisser and Siebert, mercurous 
chloride is physically less pliable, and is found only in the openings of the 
follicles. 

Vaccine Treatment — L. Spitzer 11 has revived a method of treatment which 
he reported on twenty-seven years ago. At that time he injected patients 
with a sterilized emulsion of chancre tissue, and reported that of 19 cases of 
early syphilis so treated, 7 remained free from symptoms two years later. 
Stimulated by the work of R. Hilgennann 12 which resulted in a method of 
growing S. pallida , Spitzer has treated a number of patients with Vaccines 
made of cultural spirochetes. The following example may serve to show the 
possibilities of the treatment. A patient infected twelve years previously, 
and thoroughly treated, now had sluggish left and almost fixed right pupil, 
and also almost absent knee-jerks ; blood and spinal fluid were positive. In 
about six weeks he received five injections of mixed vaccine followed by one 
of ‘autovaccine’ (0-5 c.e.). Two days after the sixth injection he showed 
a typical maeulo-papular secondary syphilide, and the serum from a mucous 
patch contained S. pallida. The rash had disappeared a fortnight later and 
at the same time both pupils and tendon- jerks reacted smartly. A month 
after this the cerebrospinal fluid was negative. As the vaccine contained no 
living S. pallida , the secondary rash twelve years after infection must have 
been due to mobilization of spirochaetes in the patient ; the, incident showed 
that one must be careful over the dosage of the 4 auto- vaccine’. The author 
reports other eases of a type that is well known to be resistant to ordinary 
treatment in which the vaccine acted well. He mentions also that in all cases 
of tabes the effect on the lightning pains was good. 

Toxic Effects of Anti-syphilitic Treatment — G. Ensbruner 18 discusses the 
danger that the intracutaneous injection method of testing may itself sensitize 
the skin. He admits the experiences of others in this respect, but states that 
the danger can be avoided by using a sufficiently high dilution of the com- 
pound. His technique is to inject into three sites, strictly intracutaneously, 
0-01 to 0*02 e.c. of 1-100,000, 1-10,000, and 1-1000 respectively, the three 
different strengths giving a better idea of the patient’s degree of allergy. A 
positive immediate reaction is manifested by an increase in the size of the 
wheal, and in marked cases by the outbreak of a broad urticarial eruption some 
minutes after the injection. A late reaction appears as an oedernatous bright 
red infiltrate which increases for forty-eight hours. In none of 150 control 
cases was the skin sensitized by this method, which, on the other hand, gave 
positive results in arsphenamine-sensitive cases. The author does not con- 
sider the epi cutaneous test as good as the intracutaneous, but uses it in addition, 
the strength of the solution with which the patch applied to the skin is soaked 
being 10 per cent. The tests are applied on any suspicion of arsephanamine 
allergy and when this has occurred. They are repeated after four to five 
days whether the first results were negative or positive. Patients may be 
positive to one type of compound but negative to another ; in such a case 
this other is likely to be tolerated. If the results are or become negative, the 
salvarsan therapy may be cautiously resumed. 

In collaboration with J. Wendlberger 14 Ensbruner has found that the serum 
of a patient who is sensitive to one or more of the arsphenamine group of 
remedies gives a complement-fixation reaction with those remedies, and suggests 
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that the test might; be used to detect sensitiveness. Apparently a serum may 
give a reaction with one type of compound, e.g., neosalvarsan, but not with 
another, e.g., solu-saivarsan, and the skin sensitivity test, may accord with 
the serum reactions in this respect. 

A. E. W. MoLachlan 15 reports on some eases of arsenical dermatitis and 
jaundice, and of bismuth dermatitis, treated by intravenous injections of 
Calcium Thiosulphate, the calcium in place of the hitherto more usual 
sodium salt having been suggested by J. F. Sehamberg and M. H. Brown, 16 
who had reported on calcium thiosulphate as being particularly efficacious in 
arsenical dermatitis. The author found the preparation useful ; the dose 
recommended by Sehamberg and Brown is 5 c.c. of a 10 per cent solution 
daily for three days and then two or three times a week. 

B. Appel 17 reports •well on the result of intravenous injection of Sodium 
Dehydrocholate in gastro-intestinal disturbance and in jaundice resulting 
from arsphenaminc treatment. The initial dose was 5 c.c. of a 5 per cent 
solution and the subsequent ones 10 c.c., the first three or four being given 
daily and the subsequent ones approximately twice a. week. He quotes both 

C. Continescu and A. Savuleseo, who were able to administer particularly 
heavy doses of 4 914’ without ill-effect by dissolving the remedy in 5 c.c. of 
20 per cent dehydrocholate of soda. Reference is also made to Hans Abelsohn, 
who reported on seven eases of jaundice occurring during arsphenaminc treat- 
ment, in which the arsenical injections were continued without ill-effect thanks 
to the precaution of dissolving the remedy in sodium dehydrocholate. This 
salt is an oxidation product of cholic acid ; it has a marked cholagogic effect. 
[At the V.D. Department, St. Thomas’s Hospital, it has been found that when 
a patient’s urine shows urobilinogen, which is a common precursor of jaundice, 
this can usually be prevented by dissolving subsequent doses of ‘914’ in sodium 
dehydrocholate . — L . W. H.] 

References.’ — l Deut. med. Woch. 1933, lix, 317 ; z Dermatol. Zeits . 1932, lxiv, 29 ; 
*Deut. med . Woch. 1933, lix, 767 ; munch . med. Woch . 1932, lxxix, 1987 ; & Brit. Jour. 
Wen. Die. 1933, April, 119 ; 6 United States Public Health Service , Ven. Dis. Information, 

1932, cxxxiii, 135, 1G5, 207, 253, 317, 351, 371, 389, 407 ; Went, med , Woch. 1927, 
bib 51 ; ' *Arb. a. d. Staatsimt. f. exp . Ther. u. d. Georg -Sp eyer-Hause m Pmnkfurl-a-M . 
1928, No. 21, 120; 9 Brit. Jour. Ven. Bis. 1933, April, S3 ; m Arch. Dermatol . and Sypk . 

1933, xxvii, 1; n Munch, med. Woch. 1932, lxxix, - 1990 ; Vi Deut. med. Woch. 1931, xii, 
(ref. Spitzer) ; l *Arck, /, Dermatol, u. Syph . 1933, clxviii, 356 ; u Wien. Min . Woch. 1933, 
xlvi, 333 ; l& BrU> Med. Jour, 1933, i, 916 ; l *Proc. Eighth Internal . Congress Derm . and 
Syph . Copenhagen, 1930, 487 ; 17 Arch, of Dermatol . and Syph. 1933, March, 401. 

SYPHILIS OF THE HEART ATO ARTERIES. 

A. G. Gibson , MAX, PM AUK 

II. T. Karsner 1 records a ease in which syphilitic disease of the pulmonary 
artery was accompanied by complete obliteration of the left branch, which 
extended to the hilum of the lung. Viewed from the main trunk, this branch 
appeared as a small, pit-like depression. The pulmonary orifice was 8 cm. In 
circumference, the leaflets were thin and transparent, but immediately beyond 
this the arterial wall w> r as thickened, wrinkled, and of a slightly bluish tint. 
These changes, characteristic of syphilis, extended through the entire course 
the pulmonary artery. The left lung, which weighed 640 grin., had a 
thickened pleura and extensive intercommunicating tuberculous cavities with 
caseous pneumonia in the upper lobe. There was a tuberculous cavity in the 
lower Jobe and the rest showed passive hyperaemia. There 1 was some mes- 
aortitis of the systemic aorta. The patient was a woman, aged 28, who early 
in February, I960, had noticed dizziness, shortness of breath, and a sensation 
described as a pulling-dowm feeling at the lower end of the sternum. She had 
periods of nausea and vomiting and a slight cough, blit neither hsematemesis 
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nor haemoptysis. She had lost about 20 lb. in the previous six months. 
There was distension of the veins on the right side of the neck, marked pulsa- 
tion of the right carotid artery, and a to-and-fro murmur at the base of 
the heart, which -was enlarged to a point just above the anterior axillary line. 
The right border was not abnormal. The chest moved poorly and there was 
enlargement of the upper mediastinal dullness to the left. The X-ray examina- 
tion showed a marked transverse enlargement of the heart with an unusually 
high aortic knob. In December, 1930, she was unable to do much, and noticed 
swelling of both legs and thighs. In October, 1931, fever with sweats set in, 
acid-fast bacilli were found in the sputum, and she gradually sank, and died 
in November, 1931, with the symptoms of meningeal irritation. 

Aneurysm of the descending thoracic aorta has been shown by G. Bourne 2 
to produce a lateral thoracic jerk or pulsation. It can be both seen and 
recorded graphically. The movement is systolic and is not seen unless the 
aneurysm is on a level with the ventricles. Radiograms and tracings are 
given in confirmation. 

In a Report of the New England Heart Association 3 which includes several 
articles on cardiovascular syphilis, B. D. White refers to the value of Wasser- 
mann reactions , which are usually positive in cardiovascular syphilis. In the 
Massachusetts General Hospital from a small series of proved post-mortem 
cases of cardiovascular syphilis, 78*6 per cent showed a positive reaction. 

Treatment. — H. H. Hazen 4 reviews the treatment of cardiovascular syphilis. 
The ordinary methods of treatment for cardiac failure, if it is present, are 
necessary. An electrocardiograph is taken to determine whether coronary 
blockage is present or not. The outlook for a cardiac breakdown, according 
to Hazen, is not so dangerous in a person with sedentary habits. Those 
who have been treated by antisyphilitic remedies and who show signs of con- 
gestive failure should receive no antisyphilitic medication. On the other hand, 
in a paper by L. M. Blackford and J. H. Boland 5 the authors strongly recom- 
mend intramuscular injections of Sodium Bismuth Tartrate. They have 
treated 150 cases by this remedy, and find that pain, which was the commonest 
symptom in 100 cases of aortic syphilis, was relieved in all but one case. Heart 
disease associated with syphilis showed marked clinical improvement. They 
strongly advise its use in congestive heart failure in any stage. In 47 cases 
this was present, and of these 6 were able subsequently to do manual labour 
and 15 were in a fair condition when last heard of, with no perceptible oedema. 
The dosage given is 2 c.e. of a 1*5 per cent solution of sodium bismuth tartrate 
twice weekly in a course of ten injections. 

References. — 1 Arch. of Internal Med . 1933, March, 367 j z Lancet, 1932, ii, 66 ; 
s New Eng. Jour. Med. 1933, Jan. 26, 177 ; 4 Jour. Amer. Med. Assoc. 1932, Oct. 1, 
1201 ; Mbid. Dec. 3, 1902. 

TESTICULAR HORMONES. (See Sex Hormones.) 

TESTIS AND APPENDAGES , SURGERY OF. 

Hamilton Bailey , F.B.C.S. 

Epidtdymo-orchitjs. 

It is not desirable, nor is it frequently possible, to distinguish inflammations 
of the body of the testis from those of the epididymis. 

The, Treatment of Acute Epididy mo - orchitis in General. — Unless 
abscess formation makes it imperative, operative treatment for acute epididymo- 
orchitis appears seldom to be undertaken in England. Certain American 
and Continental surgeons consider that too conservative treatment is the 
cause of unnecessary suffering, recurrence, chronicity, male sterility, and even 
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testicular atrophy. B. W. Turner 1 states that the question of medical v. 
surgical treatment of acute epididymo-orchitis should be limited to a single 
trial of rest in bed with the organ supported on a bridge of adhesive (Fig. 92). 

Ice applications are employed for forty- 
eight hours, and if the pain and swelling 
begin to subside, heat is substituted for 
the ice. If the swelling continues or 
extends higher, Turner considers it a 
mistake to wait more than live days. It 
is his advice to operate on all cases which 
do not subside within this period, and 
earlier in cases of ‘pan-epididymitis’. 
By ‘pan-epididymitis 1 is meant an in- 
volvement of the entire epididymis, vas, 

t .. , , . .. . n . and the spermatic cord. 

Fu/. 92. — A splint for the testicles. Broad. _ r . 

adhesive is employed to make the sling. OPERATION. — Local ansesthesm IS Used, 

unless the cord and vas are involved* 
when spinal anaesthesia is employed. The organ is explored through a lateral 
incision from the outer surface of the scrotum, exposing the entire epididymis 
and cord for 2 in. 



Step 1 . — The epididymis is freed from adhesions and the cord separated front 
its bed. The vas' is exposed and a hollow needle inserted into its Imnen. By 


means of the needle acting as a cannula the vas is catheterized with a strand 


of silkworm gut. If the vas is patent and no pus exudes, its sheath is closed 
with a catgut suture. If pus is present , the silkworm gut is left in place and 
brought out through the skin at the upper angle of the wound. 

Step 2. — When a secondary hydrocele sac j.s present it 
is incised. This is done through a simple longitudinal 


incision at a point opposite the epididymis. 

Step 3.—- An incision is made over the entire epididymis, 
which is separated from its sheath by a blunt dissection 
(Fig. 9 3). The epididymis is probed systematically with 
a sharp instrument in search of an abscess. A piece of 
rubber drain is inserted and the sheath united over the 
drain. The wound is closed and the drains removed upon 
the third or fourth day. 

Goxioccocal Epididysno - orchitis , — Very favourable 
results are reported from the East of the use of a 7*5 
per cent solution of Calcium Chloride administered 
intravenously. The chief symptom following the injection 
Is a sense of heat all over the body, but this lasts only 
a few moments, and. no other untoward symptoms have 
been reported. Often within twenty-four hours the In- 
flamed painful testicle begins to assume a normal appear- 
ance. This dramatic effect is seen particularly in acute 
cases, and, curiously, the urethral discharge is quite 
unaffected. S. Kama Iyer 2 recommends the following : 



Fig . tKi.—jiiciaion 
for decompression of 
the epididymis. (After 
IK W. Turner.) 


2 drachms of eat 


ciuin chloride are dissolved in an ounce of distilled water (this is the stock 


solution.) ; 2 c.c. of this are boiled in a test-tube and drawn into a sterile 10-c.c. 


syringe, into which freshly prepared normal saline is added up to 7 c.c. The 
contents of the syringe are then injected intravenously, very slowly. Zung 
Ban Zau 3 records 58 cases of acute gonorrhoeal epididymo-orchitis from -the 
Peking Union Medical College Clinic treated by intravenous injection of calcium 
chloride. In only one case was there no benefit from the treatment. In 
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many cases only one injection was necessary to produce a gratifying improve- 
ment, but in the majority of cases several injections were necessary at intervals 
of between two and five days. In all cases the treatment was ambulatory 
and the patient was allowed to go home with a suspensory 'bandage. 

B. Coli Epididy mo - orchitis . — Epididymo-orehitis due to B. coli some- 
times occurs idiopatliically, especially in individuals run down with overwork, 
Heitz-Boyer (quoted by L. Strominger 4 ) refers to an enterogcnital syndrome 
in which there is a chronic colon bacillus infection of the epididymis without 
urethral infection. When the infection is acute constitutional symptoms are 
often severe. M. H. King 5 describes a case of a base-ball player who became 
infected after intercourse with his wife, who at the time had just made a clinical 
recovery from a serious B. coli infection of the urinary tract. The temperature 
rose to 103*5° and an abscess of the epididymis was drained. , G. CalissanoV 
patient, a boy of 15, an active pederast, also developed an abscess which neces- 
sitated drainage. This author speaks highly of injections of stock vaccines 
of colon bacillus. 

Typhoid and Paratyphoid Epididymo- orchitis. — Typhoid orchitis tends 
to suppurate. Of 2500 cases of the typhoid group analysed by A. E. Webb 
Johnson, 7 4 patients developed epididy mo-orchitis. All of them were of the 
paratyphoid group, and in each instance the patient had bacilluria. 

Staphylococcal Epididymo -or chills. — E. B. Raymond 8 records ten eases 
of staphylococcal epididymo-orehitis in patients aged from 21 to 50. Acute 
staphylococcal epididymo-orehitis usually develops in the course of a general 
staphylococcal infection. The chronic variety presents many of the features 
of tuberculosis of the testis, and the diagnosis can be made only by repeated 
clinical and bacteriological examinations. It is most important to recognize 
this condition, for its prognosis is consistently favourable. In contrast to 
tuberculous infection, the condition usually resolves. If suppuration occurs, 
a simple incision is all that is required. This brings home the paramount 
importance of distinguishing staphylococcal from tuberculous epididymo- 
orehitis. 

Orchitis of Mumps, — ■Orchitis develops in about 18 per cent of males 
suffering from mumps. The testis, usually the right, becomes swollen and 
painful when the parotid inflammation is waning. Rarely, the testicular 
precede the salivary manifestations. Resolution always occurs. Orchitis of 
mumps is generally conceded to be mainly, if not entirely, limited to the body 
of the testis, i.e,, orchitis pure and simple, and it is therefore interesting to hear 
what G. G. Smith (quoted by W. D. Bieberbach and E. Vibber®) found in two 
eases which lie explored, findings which emphasize the wisdom of refraining 
from referring to orchitis apart from epididymitis (H. Bailey and R. J. M. Love 10 ). 
At each operation, on opening the tunica vaginalis there was an escape of about 
an ounce of turbid yellow fluid. The testicle was considerably enlarged, the 
colour bluer than normal, and punctate hemorrhages were scattered over the 
tunica albuginea. The epididymis was red and the globus major almost black. 
The cord was somewhat (edematous and the vas normal. A piece removed 
for histological examination shewed signs of acute inflammation. No bacteria 
could be isolated. From various sources it appears that fully 55 per cent 
of cases of orchitis of mumps are followed by atrophy of the testis. It often 
takes many months before signs of testicular atrophy become apparent. [Such 
a high percentage of eases of testicular atrophy would appear to indicate that 
an operation such as Turner suggests (see above) is more than justifiable, par- 
ticularly in these young subjects. — H. B.] 

Tuberculous Epididymo-orehitis, — Apparently spermatozoa never carry 
tubercle bacilli, nor has it been proved that prostatie fluid harbours this 
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organism. Therefore it is improbable that a female is ever infected, by semen 
of a male with genital tuberculosis. 

Diagnosis. — Adhesions of the epididymis to the skin of the scrotum and 
later a sinus discharging creamy pus, together with a craggy epididymis, are 
classical, but late, signs of testicular tuberculosis. A. C. Morson, 11 while 
stressing the importance of examining the testicle with the patient standing 
before the seated clinician, calls attention to two very early signs. 

1. Changes in the Skin. — In tuberculosis there is often a loss of elasticity, 
as shown by smoothing out of the rugae and wasting of the cellular tissues 
immediately beneath the dermis. 

2. Loss of Mobility of the Testis on the Affected Side . — Normally the organ 
can be moved freely within its coverings, particularly in an upward and. down- 
ward direction. This movement is often restricted in tuberculosis. 

In early eases Morson advocates division of the vas (see Vas Deferens, 
p. 473) in addition to energetic general treatment. The object of severing 
the continuity of the vas is two-fold. If the testis is infected by way of the 
blood-stream, the vas Is divided in order to prevent vesicles becoming diseased, 
and viee versa. Epididymectomy, in Morson’s opinion, is a poor procedure ; 
in necessary cases he performs orchideetomy. A. E. Webb Johnson urges 
those who treat genital tuberculosis by purely medical measures to consider 
the advisability of performing early epididymectomy on the affected side and 
tying the vas on the opposite side. The latter is an endeavour to prevent the 
healthy testis from becoming infected, and the former will often obviate that 
unpleasant but only too frequent complication, a discharging .sinus in the 
scrotum (Plate LIII). V. Alberti has practised with success the following con- 
servative operation in comparatively early eases. He excises the affected part 
of the epididymis beyond the limits of the disease, and then by means of 
interrupted catgut sutures performs end-to-end anastomosis of the two stumps ; 
when the whole epididymis has to be removed the distal part of the vas is 
united to the tunica albuginea of the upper part of the testis. .The results 
of this operation have been most successful, and restoration of complete 
functional activity has been obtained in most instances, C. A. R. Nitch 
reviews his cases of genital tuberculosis treated by radical surgical methods. 
When the corresponding vesicle is diseased, but the tuberculous process is 
apparently confined to one side, he performs orchido-vaso-vesiculectomy. He 
finds that 52 per cent of his patients are apparently cured, whereas, when epidi- 
dymectomy or orchideetomy is alone carried out, 46 per cent remain free from 
recurrence. 

The majority of speakers at a discussion on this subject at the Royal Society 
of Medicine were opposed to extensive surgical measures, which include 
removal of the seminal vesicle. All agreed on the necessity for efficient general 
treatment. The views expressed upon the value of tuberculin, in genital 
tuberculosis were conflicting. 

Malignant Disease of the Epididymis. — Malignant disease of the epidi- 
dymis is probably not exceedingly rare. P. Jaisohn and E. Y. Jordan 12 suggest 
that in practically every ease which has been reported the original diagnosis was 
one of chronic epididymitis. The reviewer made an erroneous diagnosis in 
a ease of this kind during the past year, and A. C. Morson 11 cites an instance 
where a patient with primary carcinoma of the epididymis with secondary 
deposits in the lungs was sent to a sanatorium diagnosed as tuberculosis. The 
reason why this condition is included in the section on inflammations of the 
testis will be evident, and the reader, when confronted with a hard nodule in 
the epididymis, is urged to consider the possibility of malignant disease. (€. A, 
■Coleman, J. A. Maekie, and W. M. Simpson. 13 ) 
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tuberculous epididymg-o rchitis 



A discharging sinus in the scrotum complicating a case of genital tuberculosis. 
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MALIGNANT DISEASE OF THE TESTIS 


(X?. Htnman ) 


Ureter 


The complete operation for malignant testis. Block dissection of the 
ilio-lumbar glands. 
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Other Affections of the Testis and Epididymis. 

Polyorchidisxn* — Supernumerary testes are not nearly as common as was 
believed in remote times, when cysts of the epididymis and other swellings 
were mistaken for extra testes. R. H. Boggon 1 * describes a ease of a baker, 
aged 23, who had orehidectomy performed on the left side for recurrent torsion. 
Examination of the specimen showed that there was an accessory testicle 
communicating with a common epididymis. The right testis was normal. 

Aaorchism. — The only method of being certain that a testis is not present 
is a complete post-mortem examination. ¥. S. Counseller and M. A. Walker 15 
supply an attractive theory for 
this abnormality. It is well 
known that in cryptorchidism 
the body of the testis is separ- 
ated from the epididymis. In 
anorchism this separation be- 
comes complete (Fig. 04). 

Maldeseent of the Testis. — 

So long as a testis remains in 
the' inguinal canal or the abdo- 
men it does not develop norm- 
ally. For this two explanations 
are given : (1) The scrotum is a thermo-regulating mechanism, and for active 
spermatogenesis the testes must be kept at an even temperature slightly below 
that of the normal body temperature ; ( 2 ) The testis is an organ intolerant 
of pressure, and for its proper development it must be suspended in a loose 
sac— the scrotum . 

The hazards of maldeseent of the testis are : — 

1. Hernia . — Approximately 75 per cent of imperfectly descended testes are 
associated with inguinal hernia. 

2. Torsion . — This occurs much more frequently in the maldescended organ. 

3. Pain— Particularly when the testis is situated in the inguinal canal 

testicular pain is usually in evidence. . ^ 

4. Malignancy. — A conservative summing up of this delicate question would 
indicate that there is at least a slightly increased tendency to neoplastic 
formation. 

Does Late Descent Ever Occur ? — There is a widespread and deep-rooted 
belief that if a young boy with maldescended testis is left alone the organ will 
drop into the scrotum at puberty. H. Bailey 16 has encountered a few cases 
where a concomitant hernia had been treated by operation early in life but no 
attempt had been made to bring down the testis — proof indeed of an implicit 
faith in the doctrine of late descent. Examples of patients and their hopeful 
parents waiting in vain are plentiful, but it has not been his lot to encounter' 
a single instance of descent after the second year. 

The Age at which Operation should be Performed . — If ten cases of imperfectly 
descended testes arc operated upon above the age of 15, seven are likely to be 
failures. Such a high percentage of failures naturally brings orchidopexy into 
disrepute, and it is the operation rather than the delay in performing it which 
is blamed. The majority of surgeons agree that unless there is a large concomi- 
tant hernia making the operation during early life almost a necessity, the age of 
election for orchidopexy is between the 7th and 11th years. If the spermatic 
vessels are divided, atrophy of the testis is inevitable. O. H. Wangensteen 17 
insists that adequate mobilization of the spermatic vessels is the significant 
and essential factor in successful orchidopexy. D. Browne, 18 in an anatomical 
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Fig. 94. — The evolution of anarchism, a. Normal 
testis ; b and c, Separation ol body from epididymis as 
seen in maldescended testis; d, Separation complete — 
the body is lost. (After Counsellor and Weekes.) 
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.study of the subject, concurs with this view. It would appear that the common 
factor in the numerous methods of performing successful orchidopexy is 
thorough mobilization of the spermatic vessels without injuring them. 

(See also Undescended Testis, p. 475.) 

Malignant Disease of the Testis.— The controversy regarding the correct 
treatment of malignant disease of the testis continues. Those interested, in 
the subject can be said to be divided into two camps : (1) Those who in all 
eases practice simple orchidectomy plus deep radiation focused particularly 
upon the lumbar glands ; (2) Surgeons who, in suitable cases, embark upon 
a radical operation which consists in removing the testicle and its entire 
lymphatic field (Plate LIV). While none can deny that some remarkable results 
have followed simple orchidectomy and radiation, the conservative school 
have written a good deal calculated to exaggerate the difficulties, and particularly 
the clangers, of the complete operation. In at least one instance the author 
condemning the procedure on account of its gravity admits that he has never 
even seen it performed ! That removal of the testicular lymphatic field is not 
particularly dangerous is emphasized by the following figures : More than 
100 eases of radical resection have been performed by American surgeons, with 
a single operative death, and that from pneumonia ten days after the operation 
(F. Hinmaii 19 ). Nineteen consecutive operations were carried out at the London 
Hospital without mortality (A. E. Roche, 20 quoting Cairns). 

All observers are now agreed that a large number of testicular neoplasms 
are teratomata. According to H. Dew 21 they are, in round figures : 

Per cent 


Teratoma . . . . . . . . 50 

Carcinoma (or so-called seminoma) 41) 
Sarcoma . . . . . . . . 1 


The seminoma is found particularly in sexually mature men between the 
ages of 80 and 45 (K. Brandes). 22 

F. Hinman, after a most careful study of this subject, states that while the 
seminoma (carcinoma) is radio-sensitive , the teratoma is not. If this is so, radio- 
therapy in the majority of testicular neoplasms is futile. On the other hand, 
radiotherapy should be employed with or without a radical operation in every 
ease of seminoma. A, L. Keyes 23 has noticed that the very eases which are 
quite incurable by surgery because of their malignancy — he., those with 
massive secondary deposits — are sometimes the most radiosensitive. 

The importance of early diagnosis of malignant testis was dealt with in 
the Medical Annual last year (p. 477). There is still too much delay in 
exploring suspicious eases. As C. H. Carlton 24 says, it is better to remove 
a normal testis than to leave an early case of one of these intensely 
malignant tumours. That a timely radical operation offers the best chance 
of permanent success is emphasized by the following summary of Ii in man's 
investigations r — ■ 

.Alive after 

Oases dead o Tears 

Radical operation .. .. .. .. 80 29 17 

Orchidectomy with or without radiation . . 258 118 17 

(See also Malignant Disease of the Epididymis, p. 470) 

Hydrocele. — W. Gerhardt 25 speaks highly of the following simple operation. 
Under local anaesthesia and through an incision 3 cm. long, the hydrocele is 
exposed. The upper end of the sac is opened and the fluid evacuated. Then 
the whole of the sac, including all its corners, is swabbed with a 10 per cent 
Formalin Solution, afterwards wiping it dry so as to leave no trace of 
the formalin. The little operation is completed by suturing the skin. An 
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inflammatory oedema usually follows, but this subsides rapidly. The average 
time of discharge of the patient was on the sixth day. 

Ambulatory Operative Treatment, — K. Kettcl 26 reports remarkable success of 
the ambulatory operative treatment of hydrocele at the Communal Hospital, 
Copenhagen. Under local anaesthesia Kirsehner’s operation is performed. 
The patient is sent home in an ambulance, and comes up on the fourth, day 
for a change of dressing. In 134 cases there are only 6 recurrences. 

N. J. Kilbourne and C. J. Murray 27 find the Injection Treatment of hydro- 
cele satisfactory. The hydrocele is tapped, and at the first injection 2 to 4 c.c. 
of Quinine Hydrochloride (13*33 per cent) with Urethane (6*66 per cent) is 
used. The hydrocele fluid reaccumulates after the first injection. The second 
injection treatment is usually given one week later, and if this is not entirely 
effective, a third injection is given in three weeks. At the second and third 
injection the authors use 3 c.c. to 10 c.c. of the solution. 

Steinach’s Rejuvenation Operation. — Vasoligature or 1 rejuvenation \ 
after a tremendous boom a few years ago, seemed to have almost faded from 
current medical literature. Steinaeh himself proved that in rats, when the 
vas was divided and ligatured, the interstitial cells of the testis hypertrophied j 
as a result old rats became more active. In man, many scientific observers 
have been left unsatisfied as to the claims for this method of rejuvenation. 
H. Benjamin, 28 of New York, after reviewing his 300 eases, seems to be more 
than pleased with the late results. He finds that in 75 per cent of the cases 
the operation was worth while. Not only have a number of patients lost their 
symptoms of senility, but an increased growth of hair, decidedly better pig- 
mented, was noted. In some instances he combines vasoligature with 
Steinach’s Second Operation. This consists of making an incision into 
the tunica albuginea and removing the testicular substance which protrudes. 
According to Steinaeh the excision of some of the external secretory tissue 
stimulates the interstitial cells to still further hypertrophy. P. Schmidt, a great 
enthusiast for the method, went to Shanghai and operated upon elderly Chinese 
prisoners, who did not know why, or for what, the operation was performed 
(quoted by Benjamin). Under these truly scientific premises it is stated that 
prison officials and others noted many striking results. 

Vas Deferens. 

The vas deferens has very little contractile power. Spermatozoa reach the 
seminal vesicles by their own motile power. When the vas is ligatured it is 
uncertain what happens to the imprisoned spermatozoa. A. C. Morson 29 
considers that in all probability the overcrowding soon causes a cessation of 
spermatogenesis, and a testis with its duct ligated becomes physiologically 
impotent for all time. Division of the vasa in no way affects the prostate, 
and the quantity of secretion ejaculated during an orgasm is the same as before 
vasoligature. The most noticeable — indeed, the only — change to be observed 
in the sexual apparatus after vasoligature is atrophy of the vesicles, and it is 
not long before these structures become so attenuated that they are no longer 
palpable per rectum. 

The great value of vasoligature as a preventive of the troublesome compli- 
cation of orchitis following operations upon the prostate was stressed in the 
Medical Annual last year (p. 476). Morson advocates that this simple 
procedure should be practised as a routine measure in cases of genito-urinary 
tuberculosis to prevent infection passing from the tuberculous testis to the 
vesicle, or vice versa. 

The Vas Deferens and Male Sterility,— A. L. Wolbarst 80 is satisfied that 
by far the commonest cause of male sterility is bilateral stricture of the vasa. 
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Stricture of the vasa with obstruction to the passage of spermatozoa is found 
frequently without coexisting epididymitis. 

J. Sequy and Vimeaux 31 describe an effective method of examining spermatozoa 
m cases of sterility. The specimen is obtained fresh by masturbation and 
collected in a Petri dish taken from an incubator. The dish is returned to 
the incubator for five minutes, after which the specimen is more fluid and 
homogeneous. A drop is then placed on a slide, covered with a slip, and 
examined with a No. 7 objective and a No. 3 eyepiece. A hundred or more 




Fig. 95. — Method of excision of a stricture of the vas, with end-to-end anastomosis by 
means of a strand of silkworm gut. {After B. W. Turner.) 




spermatozoa can be seen in the field at this magnification ; below 50 is defi- 
nitely low. Normal mobility is straightforward progression across the field 
in a few seconds. 

When a tentative diagnosis of stenosis of the vas is made A. L. Wolbarst 
performs exploratory vasotomy. The vas is exposed as close as possible to 

the epididymis, a fine puncture is made in 
its wall, and a piano-wire is introduced as 
far as it will go. This is followed by an 
injection of sterile water coloured with mer- 
curochrome on one side, and a 5 per cent 
solution of argyrol on the other for differential 
identification. For medication of the entire 
tract Wolbarst finds that 5 per cent argyrol is 
effective and less irritating than many other 
solutions. 

B. W. Turner 32 describes an operation which 
he has found effective in certain eases of male 
sterility. The vas is exposed and if a nodule 
is found along its course this may be the prin- 
cipal if not the only seat of obstruction to its 
lumen. The nodule is excised and portions of 
the vas are snipped away until there is a 
patent lumen in each end. Anastomosis is 
effected with a strand of silkworm gut (Fig, 95), The suture is removed 
on the fourth day. r ■. 

Vesiouljs Seminales. 

Examination of the ¥esicmigg Seminales.-— ' When the patient is obese 
or the prostate is enlarged examination by palpation of the vesicles becomes 



Fig. 98. — Luys’ method of 
examining the seminal vesicles 
in' a difficult case. 
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a difficult matter. In such circumstances G. Luys 3 recommends that the 
examination should be made with the patient in the position indicated 
in Fig. 96. 

Refebences. — l Jour. of Urol, xxvii, No. 3, 359 j 2 Indian Med. Gas. 1929, Feb. 20, 77; 
if National Med. Jour, of China » 1928, Dec. 28, 368 ; 4 Pres,s*e mid. 1931, June 6, 836; 
r, Amcr. Jour. Surg. 1932; *Ann. ital. di Chir. 1931, Aug.; 7 Proo. Boy. Soc. Med . 1933, 
796; H These de Paris , 1932, 750 ; 3 Jour. Ajmer. Med. Assoc. 1932, April 8, 301 ; m Short 
Practice of Surgery, 1932, 301; ll Proc. Roy. Soc. Med. 1933, 796 ; 13 Jotir. Amer. Med. 
Assoc. 1933, April 1, 1021 ; Vi Surg. Gynecol, and Obst. 1932, July, 111 ; u BHt. Jour. 
Surg. 1933, April, 630; 15 Ann. of Surg. 1933, July, 104; 1{i Post-graduate Med. Jour. 1933, 
July, 247 ; 17 Surg. Gynecol, and Obst. 1932, Feb., 219 ; ls Lance6, 1932, i, 460 ; 19 Surg. 
Gynecol, and Obst. 1932, Fob., 450 ; ~ ti Proc. Roy. Soc. Med. 1933, June, 10C3 ; ‘^Quoted 
by Bailey and Love, Short Practice of Surgery , 305 ; -“Zentralb. f. Chir . 1932, Dec. 10, 
3013 ; 33 Surg. Gynecol, and Obst. 1933, Feb., 462 ; 24 Practitioner , 1933, Feb., 225 ; 
a3 Zentralb.f.CMr . 1932, Sept. 3, 2159; 20 Hospitalstidende , 1932, March 24; * 7 Calif, and 
Western Med. 1932, July, 3; 28 American Med. 1932, Dec., 467; -Brit. Med." Jour. 
1933, Jan. 14, 54 ; M Jour. of Urol. 1933, April, 425 ; 91 Rev. tried, frany. 1932, Oct., 083 ; 
93 Jour, of Urol. 1932, March, 367 ; 33 Maladies des Vesicates seminales » 1930. Paris. 

John Fraser , Ch.M., F.R.C.S.Md. 

Torsion of Appendix Testis.-*— Attached to the upper end of the testis 
there is a small, pedunculated body — the appendix testis, sometimes known 
as the hydatid of Morgagni. It is the vestigial remnant of the, upper end of 
the Mullerian duet, and it corresponds to the uterine tube of the female. Its 
type of attachment to the testis varies — in some instances its base is relatively 
sessile, occasionally its connection is in the form of a delicate pedicle, and it 
is in the latter instance that the risk of torsion exists. (For illustration, see 
Medical Annual, 1933, p. 474, Plate XLVII.) 

C. H. Foshee 1 reports two cases of this disorder. The usual history is 
somewhat as follows. A boy complains of swelling and tenderness on one 
side of the scrotum ; there is no rise of temperature, and practically no general 
disturbance. Operation shows a haemorrhagic infarction of the appendix 
testis, the change passing into the upper pole of the testis proper. In so far 
as the diagnosis is concerned the condition may be .impossible to distinguish 
from true torsion of the spermatic cord. The cause of the error is probably 
a sudden cremasteric reflex acting upon, an unduly pedunculated appendix 
testis. 

The treatment is to remove the affected segment, and operation should not 
be delayed in ease the body of the testis .becomes unduly affected. 

Undescended Testis (see also Maldescent of the Testis, p. 471.) — 
In recent years there has been an increasing amount of interest in the 
subject of undescended testis, no doubt for the reason that there has been 
a certain measure of dissatisfaction with the operative results obtained in 
cases of this type. 

Hamilton Bailey 2 reviews the position from a general point of view. lie 
has some interesting things to say in regard to the function of the scrotum. 
He rejects the view that, it is a thermo-regulating mechanism (Wangensteen), 
and prefers to regard the testis as an organ intolerant of pressure, believing 
that the function of the scrotum is to ensure to the testis a freedom of move- 
ment and indirectly a sufficiency of blood-supply. He puts forward the 
hypothesis that in virtue of its rich sympathetic plexus, pressure reflexly causes 
the testicular blood-supply to be cut down so that the organ hibernates, and 
conversely that when the testis is suspended in the scrotum “ the gentle 
undulation of the ever-contracting and relaxing dartos may call forth a vaso- 
dilator reflex, so that the fully nourished secretory cells increase and multiply 
It is obvious that it is difficult, .even impossible, to prove or disprove such 
a theory. 
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Hamilton Bailey is also critical ot* the teaching in regard to the explanation 
of the descent of tlie testis, but he has to confess that he has no better theory 
to oiler, though he is satisfied that the influence must be sought elsewhere 
than in the gubernaculum. He quotes the influence of intra-abdominal 
pressure, but he recognizes that such an influence will scarcely explain why 
the left testis descends somewhat before the right. He is doubtful if late 
descent ever occurs ; he discusses the hazards of maldescent, hernia, torsion, 
pain, and malignancy, and in passing it may be noted that he regards the last 
as a definite possibility. 



Fig. 07. — .Dissection 
showing the layer of 
tissue in which the sper- 
matic vessels run, isolated 
between, the peritoneum 
oil the inner side, and 
the muscle-sheaths of the 
abdominal wall on the 
outer. A fan-shaped pro- 
longation of its fibres can 
be seen running down 
with the cord towards the 
testis, which has been, 
pulled out of the scrotum. 
A, Kidney in its fibrous 
sheath ; B» Peritoneum 
covering intestines ; c» 
‘ Abdominal connective 
tissue 1 ; D> Spermatic 
vessels; E, Psoas muscle. 


( Figs, 97, PS by kind 
permission of the 
* Lancet \) 


3fi regard to the most suitable time for operation he quotes the majority 
opinion as being in favour of a period between the seventh and the eleventh 
years. This is an interesting conclusion, because we would have said that to 
accept the view, that an undescended testis degenerates would seem to imply 
that the earlier the operation is performed the more likely is it that the 
function of the organ will be preserved. Hamilton Bailey is satisfied that the 
'spermatic vessels constitute the main barrier to replacement, and in so far as 
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operation is concerned, he indicates that any procedure which is likely to 
ensure laxity of attachments while safeguarding the blood-supply will probably 
be efficient. He concludes thus : “ the method by which the organ is held in 
the scrotum is of secondary importance 

A very similar view is expressed' by F. Schuck, 3 who points out that, assum- 
ing that sufficient relaxation of testicular attachments and supports is secured, 
the method of fixation within the scrotum is of secondary significance. In so 
far as the age question is concerned, this author favours a period between the 
ninth and the twelfth years. 

'SS . 


In operating on undes- 
eended testis it is recog- 
nized that the real crux of 
the problem lies in securing 
sufficient relaxation, and in 
this connection there is 
much important information 
to be found in a paper 
by Denis Browne . 4 He asks 
the very pertinent question : 
1,4 How is the testis supported 
in its normal position ? ” 
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Mg. 98.— Drawing of an operation, showing a fan-shaped band of fibres spreading out- 
wards and upwards from the spermatic vessels at the internal inguinal ring. The vas is seen 
turning at a sharp angle to join the cord, this angle being maintained by the fibrous internal 
crus of the internal ring. The deep epigastric vessels are running in the shelter of the internal 
crus, and take no part in bounding the ring. A, The testis; B» Tan-shaped expansion of 
suspensory fibres ; C, Spermatic vessels ; D, vas deferens ; F, Edge of internal eras of internal 
abdominal ring ; f, Deep epigastric vessels. 

The influence of the skin he rejects ; dartos and cremaster muscles have a 
certain suspensory influence in so far as they contract and thereby raise 
the testis ; the blood-vessels and the ductus deferens appear to have no 
real fixative value ; and it is Browne’s view that the real factor in 
opposing the pull of gravity is found in fibres distributed over the posterior 
abdominal wall. They are derived from a fibrous tissue layer which lies 
beneath the peritoneum, and which extends on the outer side of the spermatic 
vessels and upwards as far as the kidney (Fig. 97). Ensheathing the kidney 
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above, it includes the ureter and the spermatic vessels in its substance, and 
at the internal ring a portion of the same tissue accompanies the cord into 
the inguinal canal as far as the testis, and it would seem therefore that to 
divide this band would result in considerably increased relaxation of the 
testicular attachments,, It is true that division is followed by a straightening 
out of the vessels and to some extent of the vas, but such a result leads to 
the vessels meeting the inguinal canal at an angle of 45° instead of curving 
gently into the axis of it, and, in order to secure a satisfactory alinement, it 
is necessary to divide a strong crescentic-shaped fibrous band, which ensheaths 
the Inferior epigastric artery at this point (Fig. 98). Once this has been divided, 
the vessels and the vas can be displaced inwards with ease, and any undue 
angling corrected. On these lines Browne recommends that the operation for 
liberation of an imperfectly descended testis should consist in the division of 
the two structures mentioned above — the longitudinal fibres which nm in 
continuity with the vessels, and the band which forms the median relation 
of the internal abdominal ring. 

References . — x Jour. Amer. Med. Assoc. 1932, July 23, 289 ; 2 Post-Graduate Med. 
Jour . 1933, July, 247 ; *Arch. f. Min. Gkir . 1932, Sepfc., 821, ; Mamet, 1933, i, 460. 

TETANUS. Sir W. I. de C . Wheeler, FJLC.SJ. 

A reference to back numbers of the Medical Annual recalls the methods 
of treatment recommended by the Committee presided over by Sir David 
Bruce during the War. In the Medical Annual, 1917 (p. 519) the War Office 
Committee recommended prophylactic doses of 500 U.S.A. units of Anti- 
tetanic Serum given subcutaneously. In about ten days’ time the immunity 
conferred, by this prophylactic injection is to a large extent lost, A second 
injection should therefore be given at an interval of about seven days. In 
long-continued septic' wounds the immunity of the patient should be made 
certain by a third and fourth injection at seven-day intervals. The ordinary 
vial contains 1500 units. 

Curative doses must be very much larger. The technique is as follows ; 20 c.c. 
of cerebrospinal fluid are withdrawn and' 20 c.c. of serum very slowly injected. 
If the serum used is of ordinary strength (150 units in 1 c.c.), the patient will 
then receive a dose of about 3000 units in about 20 c.c. At the same time, 
5000 or 10,000 units should be injected intramuscularly, and about half this 
amount subcutaneously. The intrathecal injections may be repeated daily 
for three to five days. The intramuscular and subcutaneous injections are 
continued daily according to the severity of the symptoms. 

B. B. Yodh 1 takes stock of the present situation regarding various methods 
of treatment. A well-ventilated dark room is very important, as by this means 
the external stimuli are considerably reduced. There should be silence in the 
ward. Bromides, Chloretone, Chloral Hydrate, and Hyosoyamus are the 
usual sedatives employed. Morphine with Atropine may be useful when 
the spasms are very severe. The prolonged use of sedatives is attended with 
some danger. Several cases of drowsiness and even coma were noticed after 
the spasms had passed away. This writer avoids the use of chloroform, as 
the clinical impression was produced that pulmonary oedema supervened in a 
fair, number of cases with fatal results. Much old ground is covered in this 
communication. Emphasis is properly laid on the necessity for radical treat- 
ment of a dirty, lacerated wound. Rectal saline alone may have to be relied 
on for nourishment for twenty-four or forty-eight hours, A marked increase 
in the pulse-rate and respiratory failure may be successfully met by injections 
°f riiF gJ* of Bigiialin and A (y g r . of Atropine every three hours. Antitoxin 
cannot combine with the toxin that has already reached the nerve-cells, and 
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the only hope of getting better results lies in the early saturation of the blood 
and the immediate neutralization of all toxin that lies free in the cerebrospinal 
fluid. The memorandum on tetanus by the War Office Committee concluded 
that the intrathecal injections were the most effective. 

Yodh advocates the injection of the antitoxin into the cistern a magna. The 
technique is simple if ordinary precautions are taken. The eistema magna 
is situated in front of the occipito-atlantoid ligament at a distance of 4*5 to 
6 cm. in the adult. It is not advisable to go beyond the 6 cm. The hair at 
the back of the head is shaved. The tips of the mastoid processes are impor- 
tant landmarks. The centre of the line joining these points is the point for 
puncture. It would be preferable to have the patient sitting up with the head 
flexed, but as this is not possible in tetanus the patient is made to lie on one 
side with the head flexed as much as possible. [Local anaesthesia is quite suffi- 
cient. — -W. I. de C. W.]. A lumbar-puncture needle is then introduced in the 
centre of the line joining the tips of the mastoid processes and above the spine 
of the atlas, which is easily felt. The needle is pushed in slightly upwards 
till the edge of the foramen magnum is struck. The point of the needle is now 
slightly depressed, and the atlanto-oecipital ligament pierced. When the needle 
reaches the dura mater, and while it is piercing it, the patient feels a sharp 
twinge of pain. The needle should now be gently rotated and the cerebro- 
spinal fluid then rushes out. It is wise to remove the trocar from, time to time 
to see if the cistern is reached. As a rule the puncture is easy ; 20 to 80 c.c. 
of the fluid are allowed to come out, and are then replaced by a slightly smaller 
amount of antitoxin. This must be done very slowly, at least two to three 
minutes being taken. The foot of the bed is raised to keep the fluid at a high 
level for as long a time as possible. 

The waiter concludes that it appears to be established that : — 

1. The use of tetanus antitoxin in the treatment of tetanus is perfectly 
rational, is absolutely necessary, and should be used early and hi large doses. 

2. The combined intrathecal (cistern puncture), intravenous, and intra- 
muscular method of administration is superior to all the others. It definitely 
lowers the mortality rate, and ameliorates the symptoms far more than does 
tieatinent by intravenous and intramuscular routes alone. 

8. The administration of the antitoxin into the eistema magna is preferable 
to lumbar puncture, as the former is nearer the vital centres. This method 
appears to neutralize any toxin that might be there quickly, and is much 
easier to perfomi. 

,4. The" cistern puncture, properly performed, has no dangers. Not one 
single fatality could be attributed to the administration of the antitoxin by 
that route directly in a series of 112 cases. If the needle is not pushed beyond 
5*5 to 6 cm. in adults there is no danger of puncturing the medulla, 

H. L. Brown 2 advocates the use of Chloroform in severe tetanus cases, 
and describes an interesting ease of the injection of antitoxin into the 
brain : — 

44 The patient was anaesthetized with chloroform, the head shaved and the 
scalp cleaned, a semicircular incision about £■ in. in diameter, going down to 
the bone, was made in the scalp, and a hole large enough to admit the needle: 
of a serum syringe drilled through the skull, at a point midway between the 
external angular process and the mid-point of the, vertex, over the right hemi- 
sphere ; 20 c.c. of serum were drawn into the syringe and the needle introduced 
vertically into the brain for a distance of 2 in. The needle was held very firmly 
to prevent any lateral movement, and the serum was injected very slowly — a. 
few' drops at intervals of half a minute— -taking half an hour to complete the 
process. 
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44 The effect was almost miraculous. During the rest of the day there were 
no more paroxysms, and he was decidedly more comfortable, the improvement 
lasting during the whole of the next day. On the following day, as there was 
a tendency to recurrence of spasm, although much less severe, I repeated the 
injection In the same spot.” 

References. — x BHt. Med, Jour . 1932, ii, 589 ; -Atner. Jour, Surg. 1932, Aug., 24. 

THROMBO- ANGIITIS OBLITERANS, (See also Adrenalectomy; 

Blood-vessels, Surgery of.) A. G. Gibson, M.D . , F.R.C.P , 

Lumbar Sympathectomy. — In the hands of E. D. Telford and J. S. B. 
Stopford 1 this would appear to be the ideal method in the treatment of thrombo- 
angiitis obliterans . Fifty operations have been performed since April, 1931, 
but the report is concerned only with the first 16 eases, because in the later 
eases a sufficient length of time had not elapsed to estimate the effect. The 
patients were all males, and three were of Jewish blood. The . Wassermann 
reaction was negative in all but one case. Syphilis, they believe, has nothing 
to do with the disease. In the earliest stage of the disease vasospasm is the 
chief feature and the complaint is that the walking distance is progressively 
lowered. In 7 patients there were complaints of vascular disturbance, and 
in 1 case the classical symptoms of Raynaud’s ' disease were present three 
months after the operation for lumbar sympathectomy. All the patients had 
found before operation that the dependent position together with cool air gave 
them the most comfort. In 4 patients no arterial pulse could be felt at any 
point below Poupart’s ligament. An early symptom is onychia, which proved 
in several eases to be the starting-point of a massive gangrene. The evulsion 
of the nail in some of these cases had led to very painful and callous 
ulcers* 

The operation consists in the removal of a section of both sides of the 
lumbar sympathetic cord by the transperitoneal route. The results show that 
the pulse after the operation in a few cases only becomes palpable lower than 
before the operation. The silent arteries for the most part remain without 
pulsation, and the beneficial effects are due to the dilatation of collateral vessels. 
Out of the 16 cases, 9 showed a good result ; these patients became free from 
pain and were able to walk well. The relief of pain is one of the most striking 
results of the operation. Onychia showed a rapid healing, but when gangrene 
is present the outlook under sympathectomy is not good. 

Reference. — x Brit. Med, Jour, 1933, Feb. 4, 173. 

THYROID GLAND, DISORDERS OF. (See also Heart Disease— 
Thyroid Heart.) W. Langdon Brown , MJ), S F.1LC.P, 

Aschoff, in speaking of endemic goitre recently, said that the brilliant 
progress in the last century had been followed by a period of relative exhaustion. 
It would be equally true to say this of the brilliant progress in the study of 
Graves’ disease which followed the war. Harington has continued his researches 
on the chemistry of thyroxin and has shown it to he inactive unless it 
contains four iodine atoms, but on the clinical side there is not much of 
importance to report. One might single out as of interest the influence 
of cabbage in producing goitre, the value of cholesterinaemia in the diagnosis 
of thyroid disorders, and of fluorides in the treatment of Graves’ disease. 
Each of these will be alluded to in the appropriate place* 

Goitre. — The areas of endemic goitre are everywhere extending in size, 
while the intensity of the disease is gradually falling. 1 Holst calls attention 
to its incidence in Norway, despite its maritime position. Possibly this is 
related to weak intensity of sunlight during so much of the year, since 
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J. H. Smith 2 maintains from a geographical study of goitre that a deficiency of 
solar radiation tends to a deficiency of the iodine content of the gland due to 
a lack of irradiation of the air, soil, food, drinking water, and skin, and that 
this leads to an increased prevalence of goitre. Galli- Valerio 1 maintains that 
iodine is merely an antidote, in the same sense as quinine is an antidote for 
malaria, but that lack of iodine is not a cause of goitre, any more than malaria 
is due to a lack of quinine. Blum 1 maintains that there must be other factors, 
since no district in the world is so badly supplied with iodine that the meagre 
requirements of the body, amounting to only 0-05 mgrm. daily, cannot be sup- 
plied. R. McCarrison, Chesney, and Webster, 3 and V. Suk, 4 all stress the import- 
ance of some goitrogenous substance in cabbage. Spring and summer cabbages 
are said to be inert, while Suk attributes the high incidence of goitre amongst 
the Carpathian highlanders to excessive cabbage diet in the winter months. 
The toxic substance in cabbages was found to be insoluble in water, but freely 
soluble in ether. Marine thinks that it is connected with the mustard oils or 
cyanide precursors, which would depress oxidative processes. It is probable 
that all Cruciferse contain more or less of this substance. R. H. Rose 5 revives 
the claim that gastro-intestinal infections play an important part in the 
production of goitre. 

Relationship of Simple Goitre to Other Diseases of the Thyroid . — This subject 
appears still to arouse much controversy. J. W. Hinton 6 maintains that it 
would be much simpler to regard the different goitres as stages of a continuous 
disease process and treat all cases medically unless hyperthyroidism, pressure 
symptoms, or an encapsulated tumour actually exists. In this way some of the 
nodular goitres that are called adenomata would be found to be colloid rests 
from connective-tissue formation, which would respond to iodine or thyroid 
medication, thus saving many needless operations. Marine also believes that 
there is no clear distinction between diffuse and nodular goitres, that the 
adenomata can change their appearance, that they can produce thyroxin, and 
that they are not, strictly speaking, neoplasms. It is rather surprising to note 
that such views received little support at the Berne Conference. 

With regard to malignant disease of the thyroid, Wegelin stated that it is 
undoubtedly more common in endemic areas than in regions free from endemic 
goitre, and that 81 per cent of malignant eases develop in previously existing 
nodular goitres. Such malignant growths may be true 4 endocrine ’ tumours. 
In von Eiselsberg’s case 1 extirpation of a thyroid cancer was followed by 
myxoedema. This was relieved when a large metastasis appeared in the 
sternum. The metastatic growth enlarged and became painful with each 
menstrual period. ' It was removed and showed a structure identical with 
that of a normal gland. The myxoedema promptly reappeared. 

Acute Colloid Goitre . — McCarrison spoke at Berne of an acute form of colloid 
goitre common in low-level countries and seen most often in boys at puberty. 
It may compress the structures of the upper thoracic aperture so completely 
as to become a surgical emergency. Thyroxin by the mouth may fail to cure, 
but given intravenously it rarely fails, according to Plummer, 

Hyperthyroidism. 

The Iodine Content of the Blood . — E. C. Dodds, W. Lawson, and J. D. 
Robertson, 7 in confirming Lunde’s claim that the iodine of the blood exists in 
two fractions, find that the alcohol-insoluble fraction is increased in all patients 
with toxic goitre and that it can be reduced by oral treatment with iodine, but 
that this reduction is not necessarily associated with a decrease in the basal 
metabolic rate or in toxicity. They conclude that the alcohol-insoluble fraction 
is not a measure of the toxic secretion by the thyroid. 

Hyperthyroidism and Glycosuria , — H. J. John, 8 following up his cases of 

31 
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hyperthyroidism which had glycosuria, thinks that true diabetes occasionally, 
but rarely, follows, on account of a previous tendency which lias been precipi- 
tated by the thyroid disease. In 100 dextrose-tolerance tests, lasting glyco- 
suria was present in 19, whereas 60 curves indicated impaired tolerance, Rena! 
permeability would therefore appear to be decreased in the active stage of 
hyperthyroidism. No sugar curve is specific in this condition, nor is there a 
strict relation between the severity of the thyroid disorder and the impairment 
of sugar tolerance. S. S. Lichtman 9 finds some moderate impairment of the 
capacity of the liver in thyrotoxicosis as measured by the power to oxidize 
cinchophen. He did not find any appreciable disturbance of the excretory 
functions of the liver. 

Treatment. — 

Operative.— IL N. Chute and J. R, Veal 10 put their cures by Subtotal 
Thyroidectomy at 94 per cent At the same time, as will be seen below, there 
appears to be a reaction against surgical intervention in early cases, and a 
tendency to explore the possibilities of medical treatment rather more fully. 

Non-operative. — J. Eason and H. L. Wallace, 11 making] a ten-year survey of 
their cases of toxic goitre not treated by operation, find their results so good 
as to suggest that when time is not an important factor medical means should 
be given adequate trial except in severe eases of long standing. They are 
favourably impressed with the results of Radium treatment in ambulant cases. 
G. E. Pfahler 12 speaks highly both of radium and of K Bays in the treatment 
of thyrotoxicosis. J. M. Read 13 stresses the importance of adequate dosage 
if X rays are used. I. Brain, 14 in emphasizing the importance of psychotherapy 
in primary Graves’ disease as opposed to secondary toxic goitre, reminds us 
that thyroidectomy leaves the underlying nervous tendency untouched. Else- 
where 15 he insists on the importance of distinguishing the primary form — a 
katabolic neuro-endocrine dysfunction — from the secondary, a local condition 
which pours an excess of thyroid hormone into the blood. In the foimer the 
body upsets the thyroid, in the latter the reverse condition obtains. 

Of the newer medicinal remedies recommended ' in Graves’ disease, the 
Fluorides, first used by Goldenberg of Buenos Ayres in 1980, have been coming 
in for special attention. He offered no explanation of their action, but. V. 
Gorlitzer 10 attributes it to the general depressant effect of halogens on basal 
metabolism, fluorine being the most active in this respect. He has employed 
dilute hydrofluoric acid in a bath, and reports favourably of the results, but 
the method seems open to several objections. Goldenberg, 17 in a more recent 
paper, attributes the effect to neutralization or precipitation of the thyroid 
hormone. He gives sodium fluoride intravenously, starting with 3 to 8 e.c, of 
a 2*5 per cent solution in distilled water. The dose is gradually increased by 
| to 1 e.c. in each injection until clinical symptoms begin to abate, after which 
the dose is gradually reduced again. Injections are given at first every day or 
every other day, and are gradually spaced out as the patient improves. Fifteen 
to twenty injections in all will probably be required. He found the sodium 
salt tolerated badly when orally administered and preferred the ammonium salt. 

A. F. Todd 18 thinks that the toxicity of the sodium salt is due to irritation 
of the. small intestine, and finds that he can avoid this by giving an astringent 
: also. His method is as follows. Two. solutions are prepared, : — 


1* 2 per cent Aqueous Solution of Sodium Fluoride Jlfxxx 

Lugol’s Solution of Iodine H[x 

Water to 3] 

2. Chiorodyne ' up v 

Tr. Catechu j][xv 

Syrup ITjxx 

Water to 3] 
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These two are mixed in equal parts and taken immediately after meals three 
times daily. It is best to start with half the amount of the first but full amount 
of the second for a few days, gradually increasing until equal parts are taken. 
A remission may be expected in about a fortnight. He is very favourably 
impressed by the method. [The reviewer has seen one case on the border line 
for operation which definitely and continuously improved on this treatment.] 

Hypothyroidism* — Epstein and Lunde drew attention in 1922 to the high 
blood-cholesterol values found in myxcedeina and noted their decrease after 
the administration of thyroid extract. Elwyn, in 1920, showed that the same 
obtained in lipoid nephrosis. L. M. Hurxthall 19 has extended these observa- 
tions to various types of thyroid disease, and finds that the level of the blood- 
cholesterol and the basal metabolic rate vary inversely. Thus not only is the 
blood-cholesterol high in myxoedema, but it is normal in non-toxic goitre, 
while it is at its lowest in patients in or near thyroid crises, and lower in exoph- 
thalmic goitre than in toxic adenoma. Its level, therefore, appears to be 
a helpful guide as to the state of activity of the gland, E. II, Stokes 20 has 
also found this method valuable both from the point of view of diagnosis and 
of following the progress of treatment in ten cases of myxoedema. 

J. W. Hinton 21 calls attention to hypothyroidism as a factor in the causa- 
tion of abdominal pain, and urges that this should be borne in mind when no 
other cause can be found. He attributes it to hypoperistalsis combined with 
pylorospasm. 

Bepeben ow ,.— 1 Report of International Conference on Endemic Goitre , 1932, Berne ; 
-Arch, of Internal Med. 1932, Aug., 76 ; 'Mour. Amer. Med. Assoc. 1932, July 16, 250 ; 
4 Lancet , 1932, ii, 596 ; h Med. Jour, and Record, 1933, March 15, 224 ; 6 Med. Press. and 
Giro. 1932, July 20, 27 ; 7 Lancet, 1932, ii, 608 ; 8 Jour. Amer. Med . Assoc. 1932, Aug, 20, 
620 ; 9 Arch, of Internal Med . 1932, Nov., 721 ; m Jour. Amer. Med. Assoc. 1932, Aug. 20, 
642 ; 11 E din. Med. Jour. 1932, Aug,, 507 ; 12 Jour. Amer, Med. Assoc. 1932, Aug. 13, 598 ; 
lz Calif. and Western Med. 1932, July, 25 ; l 4 Canad. Lancet and Practitioner , 1932, 
Nov., 135 ; u Med. Jour, and Record , 1933, Jan. 4, 22 ; ™Med. Klin. 1932, May 20, 717 ; 
17 Quoted in Jour. Amer. Med. Assoc. 1932, Sept., 869 ; 1H Practitioner , 1932, Aug., 222 ; 
1 <JI Arch. of Internal Pled. 1933, Jan,, 20 ; m Med. Jour, of Australia, 1932, Nov. 12, 589 ; 
21 J our. Amer. Med. Assoc. 1932, xcviii, 1702. 

THYR0IB SUBGEEY, Sir W. 1. de C. Wheeler , FJi.C.SJ. 

Toxic Goitre. — In addition to the usual toxic physical signs and symptoms 
in Graves’ disease, in almost every case a very slight widening of the palpebral 
fissure gives rise to a definite stare which is noticeable even in early cases. 
Furthermore, the patient, apart from tremor, seldom allows the hands to remain 
quiet for a moment. With the raised metabolic rate the appetite is abnormally 
good in the presence of loss of weight. There is a tolerance of cold and a 
corresponding intolerance of heat. The signs of muscular weakness can foe 
easily demonstrated. During the clinical examination, if the patient is asked 
to get up on a high stool, difficulty is experienced owing to the weakness of the 
quadriceps muscles. Occasionally the high basal metabolic rate and loss, of 
weight is absent. The reviewer mentioned such a case in the Medical Annual 
for 1924 (p. 464) in which there was protrusion of one eye and few other signs. 
The thyroid was not enlarged, but when removed showed all the histological 
features of toxic goitre. 

Cases are reported from the Mayo Clinic 1 in which nervousness is the only 
complaint. A determination of the basal metabolic rate is a necessary aid in 
ruling out the presence of hyperthyroidism. In an occasional case the basal 
metabolic rate tends to confuse the diagnosis rather than to clarify it. Anxiety 
neurosis also may confuse the diagnosis. The basal metabolic rate may be 
raised, but not consistently raised if several examinations are made. The 
treatment of such cases is the lessening of work, responsibilities, and worries. 
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At the Mayo Clinic such patients are warned not to count the pulse. It is 
emphasized that, if the determinations of the basal metabolic rale taken on 
successive clays show a decline to a normal level, a diagnosis of hyperthyroid- 
ism usually should not be made. 

Treatment or Graves" Disease.— Strong differences of opinion still 
exist on the relative merits ol* medical and surgical treatment. With regard 
to the latter, there is no condition in surgery which requires more judgement, 

experience, and skill. If an operation is performed under good conditions - 

i.e,, by experienced surgeons, -anaesthetists, and assistants — there is little doubt 
that operation is indicated in a large percentage of cases. 'With proper pre- 
operative preparation and a definite knowledge from experience how much 
each individual patient will stand in the way of operation at a given time, 
the mortality can be brought down to less than 2 per cent. 

,W. H. C. Romanis 2 states that a recent series of 650 cases published in 
St. Thomas's Hospital Reports has shown that the mortality of all eases treated 
in the surgical wards is about half that of all the eases treated in the medical 
wards. He states that ligature of one or more of the thyroid arteries is very 
seldom done now. [Nevertheless there are still patients who do not respond 
to JUigol’s solution sufficiently to make operation safe, and it is wise to test 
the reactions of the patient by performing the minor operation first. The 
reviewer finds that the superior thyroid artery can lie rapidly ligatured under 
gas-oxygen or local amesthesia by making a small vertical incision in the 
region of the upper pole of the gland. Superficial bleeding is ignored. A 
fully curved needle carrying catgut is passed round the tissues in the region 
of the upper pole. The operation can be performed in three or four minutes. 
The reviewer asked Crile for the exact landmarks, and this brilliant authority 
replied, “The landmarks are always difficult to find, but the artery never is”. 
— ' W. I. de C. W.] 

Schmidt 3 gives some particulars of deaths due to thyrotoxic myocarditis ; 
those due to degenerative changes occurring in the liver, kidneys, and pancreas ; 
and those due to accident and failure of operation. Eighty per cent of the 
operations were performed under gas-oxygen amesthesia. Great care, he 
states, must be taken to prevent injury of the viscera (liver, pancreas, and 
kidneys) in Graves’ disease. Avertin is. used in only a small, well-chosen group 
of cases. 

■ With regard to pre-operative treatment, it may be a mailer of days or, in 
cases of crisis, of several weeks or months before the patient is ready for the 
surgical ordeal. It is here that the co-operation of the physician and surgeon 
is, so important. In an average ease, assuming that septic teeth and tonsils 
have been removed, ten days’ preparation in hospital, giving 5 min, of Lugol’s 
Solution three times a day, with ample rest, fluids, glucose, etc., is sufficient. 
The patient need not necessarily be kept in bed. 

As a working basis it may be stated that the more gland that is taken away 
at operation, the better the results. There is, perhaps, some risk in leaving 
a small amount of gland in the region of the Inferior thyroid, artery for the 
purpose of protecting the parathyroids and the recurrent laryngeal nerves. 
Small portions of gland may be responsible for persistent post-operative 
symptoms. A second operation may be necessary in such eases. Permanent 
.hypothyroidism, following complete or almost complete removal of the thyroid 
gland in cases of Graves’ disease, is very rare. Such eases can be controlled 
by the administration of thyroid' extract. It is much more common to find 
hyperthyroidism resulting from leaving too much gland behind. 

Anaesthesia . — The best anaesthetic in the experience of the reviewer is Colonic 
Ether administered by modern methods and preceded by a hypodermic 
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injection of Morphia, The line of the skin incision is deeply infiltrated with 
l per cent novocain solution without adrenalin. This infiltration can be safely 
carried into the region of the upper and- lower poles before commencing the 
operation. As an alternative, Gas -oxygen Anaesthesia is employed by many 
experts. It has the obvious advantage of allowing the patient, to come to 
and articulate at any given moment. Injury to the recurrent laryngeal nerves 
can be avoided in this way. Some years ago the bad surgical risk was operated 
upon with local anaesthetic. alone, preceded by morphia ; but colonic ether 
does not appear to have any deleterious effect. Bo mauls recommends Avertin 
in all but the severest eases, combined with a minimum amount of gas-oxygen. 
The dose of avert in should be slightly greater per pound body weight than 
one would give to ordinary abdominal cases. One of the advantages of colonic 
ether over gas-oxygen anaesthesia is that the anaesthetist and his apparatus 
are entirely out of the way. The disadvantage of colonic ether is the time 
taken for induction. To put a patient quietly to sleep under colonic ether 
without fuss or fear on his part requires nearly an hour. 

Lingua! Thyroid .—H. H. Miller 4 refers to lingual goitre and pathological 
changes in the lingual thyroid. Lingual thyroids occur only once in about 
two thousand, cases. About one hundred cases have been recorded in the 
literature. The gland is observed as a smooth, reddish tumour protruding 
upwards from the base of the tongue, without tenderness, and rather iinn. It 
is redder than the tongue itself. On pulling the tongue forward the uvula rests 
on top of it. Pathological developments such as colloid nodules, the changes 
of exophthalmic goitre, or even malignancy may cause symptoms. The 
illustrations accompanying the article show a photograph of a ease of lingual 
goitre and a diagram of the method of exposure for operation. 

. Division of Platysma.— -In operation for goitre the platysma muscle should 
not as a rule be divided. The fibres can be separated and retracted with the 
strap muscles ; by this means later stretching of the skin scar is avoided. 

Significance of Nerve Paralysis, — -Apart from the presence of goitre or 
other tumour of the neck, if the phrenic nerve or the recurrent, laryngeal nerve 
is found paralysed, cancer of the lung should be suspected. 

References. — l Proc. Staff Meetings Mayo Clinic , 1933, Nov. 1, viii ; 2 Brit . Med. Jour. 
1933, i, 88 ; hSurg . Gynecol . and Chat. 1932, Aug.. 109 (Int-emat. Abstiv) ; Eng. 

Jour. Med. 1933, March 2, ISO. 

TONGUE, CANCER OF. (See Mouth and Tongue, Cancer of.) 

TOXICOLOGY. G. IL Oates , M.D . , MJLC.P . , D.PJi. 

Radium Poisoning, — A serious hazard in luminous disc painting was first 
recognized in 1924. At that time the brush conveying the radio-active 
material was pointed with the lips of the girl workers. Shortly afterwards 
this harmful practice was eliminated. J. P. Leake 1 furnishes a preliminary 
account of the exhaustive researches carried out in the U.S.A. on the prevention 
of radium poisoning in industry. The use of the more dangerous mesothorium 
as a constituent of the paint has been discontinued. The paint is now prepared 
by moistening a dry powder, which consists largely of zinc sulphide, with minute 
amounts of radio-active salts. In order to minimize painting by hand, 
mechanical processes are now used in part, either transferring the paint from 
a die to the watch face by means of a transfer press, or dusting the dry luminous 
powder on dials previously painted with non-luminous adhesive. Large 
numbers of workers have been examined, including a special group of those 
exposed' to serious risk prior to 1929, when precautions were first taken. The 
individual workers were examined for gamma radiation from their bodies, and ' 
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In most instances for the gaseous radium or mesothorium emanation In their 
exhaled breath. In all those examined, including the pre-1926 group, the 
amounts of radio-activity found, when there was a positive reading at all, were 
much smaller than those reported for severe and fatal eases of radium poisoning, 

H. S. Martland 2 furnishes an account of occupational cancer due to the inges- 
tion of radio-active materials, founded on the study of five eases of sarcoma 
of the bones which occurred in luminous-dial painters. He is of opinion that 
the development of these hone tumours and the anaemias are two different 
stages of the same process, and are both due to a continuous bombardment 
by alpha particles from the radio-active material deposited in the bone. This 
at first produces a hyperplastic red bone-marrow due to compensatory stimu- 
lation following upon destruction. When this process subsides, a cellular 
replacement fibrosis of an intense inflammatory character develops, in which 
many of the fibroblasts show mitotic division and hyperchromatism. It is on 
the basis of this reaction that the sarcomas develop. 

The total amount of radio-active material in the deposits necessary to pro- 
duce fatal results is extremely small. Only , 00 | tnM , grm. distributed through 
the body is sufficient to lead to the terrible sequela*. Apart from anaemia or 
sarcoma, necrosis of the jaw may occur, due to infection supervening upon 
changes in the bone. A chronic osteitis has also been described, producing 
bony deformities and crippling. 

The first case of death resulting from drinking radium water is reported by 
A. O. Gettler and 0. Norris. 3 In about five years the patient drank 2800 oz. 
of radium water containing 2800 micrograms of radio-active substances. He 
was emaciated on admission to hospital, and an autopsy showed that death 
was due to necrosis of the jaw, cerebral abscess, secondary anaemia, and 
terminal bronchopneumonia. There were 78*66 micrograins of radium in the 
body, the greatest concentration being in the vertebra*, jaw bone, teeth, femur, 
and ribs. (See also Pharmacology — Radium.) 

Nicotine Poisoning. — H. M. Stevenson 4 relates his experiences of acute 
nicotine poisoning in men who manufacture nicotine insecticidal dusts. The 
literature is greatly lacking in reports of nicotine poisoning by inhalation or 
skin absorption, by far the greater number of recorded cases having resulted 
from the accidental swallowing of the alkaloid or its sulphate. The symptoms 
of the latter form of poisoning are, firstly, nausea and vomiting, with quick, 
deep, and then laboured respiration ; next, muscular relaxation, giddiness, 
mental confusion, restlessness, feeble circulation, general depression, and, 
occasionally, clonic convulsions. Finally there may be complete loss of reflexes 
and death. In the author’s series of cases, which resulted from skin absorption 
and inhalation, the first symptoms complained of were giddiness, quickened 
respiration, and nausea. Intense depression followed, but 'vomiting did not 
always occur until induced by chemical or mechanical means. Difficulty of 
respiration was not relieved by artificial respiration, but increased regularly. 
No convulsions were observed, perhaps owing to the small quantity of nicotine 
absorbed. A very early sign of poisoning is an excessive, secretion of saliva and 
tears and an aqueous nasal discharge. 

Nicotine, however it is taken, quickly appears in the urine and is then 
continuously eliminated by the kidneys. If it has been swallowed and there is 
no free emesis, it is usual to give Apomorphine Hydrochloride hypodermically 
and to wash the stomach out with Tannic Acid Solution, Strong 1 Tea, or a 
solution of, Iodine in Potassium Iodide. In cases of poisoning by inhalation 
or skin absorption, these measures are not of much use, and in the author’s 
eases vomiting was generally induced by the taking of large quantities of warm 
water. In every case, Strychnine Nitrate was administered hypodermically 
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with speedy relief of the symptoms. The author’s eases, which resulted from 
the manipulation of nicotine insecticidal powders, were comparatively mild in 
comparison with the few which have been recorded from the breathing of air 
or handling of liquids having a high concentration of nicotine base. 

L. P. Lockhart 5 records a case of poisoning in a girl who, whilst making 
insecticide in a factory, accidentally spilt about two drachms of 95 per cent 
solution of nicotine on her overall sleeve. She changed the overall and washed 
her arm in hot ‘water, dried herself, wiped her damp jumper sleeve and went on 
with her work. Twenty minutes later she collapsed. The recovery of the 
patient was partially attributed to the acumen of the nurse in the casualty 
room of the local hospital, who, before the diagnosis of the cause of the poisoning 
was established, stripped the clothing off the upper part of the patient’s body 
and scrubbed the skin thoroughly with soap and cold water. 

,J. M. Faulkner 6 records the case of a florist who nearly died from the effects 
of sitting upon a chair upon which a 40 per cent solution of nicotine had been 
spilled. The clothes were wetted merely over an area the size of the palm 
of the hand. In four days’ time, after recovery, he put on the same clothes 
and had a serious recurrence of symptoms of poisoning. 

A. D. C-owbiirn, 7 a London coroner, in an inquest on a ■woman who died, after 
swallowing insecticide containing nicotine, observed that the public as a whole 
were entirely unaware of the highly dangerous nature of this poison. Since it 
was frequently used by amateur gardeners it should never be sold in a con- 
centrated form. 

Carbon Tetrachloride Poisoning'. — Carbon tetrachloride is used in industry 
as a solvent for gums, resins, and fats. It is used as a dry cleanser, and is a 
constituent of some of the rubber solutions. It is used, under the name of 
"Pyrene 1 , as a tire-extinguisher, and in medicine as a vermifuge in the treatment 
of ankylostomiasis. It is volatile at ordinary temperatures but non-inflam- 
mable. L. W. McGuire 8 furnishes a useful summary of what is known of its 
toxic effects, and describes seven. cases of poisoning in men engaged in the 
cleaning of felt, and using a 33j per cent mixture of carbon tetrachloride. The 
symptoms of poisoning, are firstly nausea, vomiting, and diarrhoea, accompanied 
by restlessness and periods of consciousness and unconsciousness, rise of tem- 
perature, and jaundice. This latter is due to fatty degeneration and necrosis 
of the liver cells, which is similar to that found in chloroform poisoning. The 
author’s cases were in wine-drinkers. Carbon tetrachloride was used to remove 
spots from felt. This method was changed, and instead of using the pure 
substance to remove the individual spot, a large amount of a diluted mixture 
was placed in vats through which the felt was passed while' the fluid was still 
warm. This resulted in an outbreak of poisoning. In addition to the classic 
symptoms, four men had evidences of kidney irritation, and one of these 
became critically ill with bronchopneumonia and acute nephritis. All recovered. 

K. O. Moller® records two cases of poisoning from hairdressing with carbon 
tetrachloride. In Denmark this substance is much used to cleanse a greasy 
hair and scalp, but the author strongly condemns this practice. He considers 
that bottles containing the substance should be clearly labelled, with a state- 
ment as to its poisonous properties, and warning the public not to employ it 
in a closed room, but as far as possible in the open. 

Finally, it should be remembered that when carbon tetrachloride fire- 
extinguishers are used in a closed room on a hot fire, intensely poisonous gases 
such as phosgene (carbonyl chloride) may be liberated in toxic quantities. 

Hsemafuria from a Toluidine Derivative.- — Cases of hsematuria occur 
from time to time among chemical workers exposed to aniline derivatives. 
In most cases there is' a history of intimate and long working contact with 
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these substances, and this sign is often premonitory of commencing neoplastic 
change in the bladder. In such cases a cystoscopic examination almost in- 
variably discloses (where tuberculous involvement is excluded) the presence 
of single or multiple papillomata in the bladder wall. .Examples ot sudden 
damage to the urinary epithelium with consequent lucrnaturia are, how- 
ever, rare. 

A. N. Currie 10 describes an outbreak of sudden lueinaturia in a factory where* 
5-chloro-ortho-toluidine was being purified. Contact with this substance 
brought in its train a distressing series of clinical events, even after elaborate 
precautions had been taken to guard against its effects. The bladder was 
chiefly affected, although the kidneys were involved to a slight extent. It 
produced cyanosis, strangury, frequent, urgent, and painful, micturition, with 
hmmaturia and, exfoliation of the bladder epithelium. Owing to this outbreak 
the manufacture of this substance was stopped. The author, after a dose 
study of the process, is unable to say whether the poisoning resulted from, the 
base or from its hydrochloride derivative, and whether absorption took place 
by the skin or by the lungs. 

Lead Poisoning. — M. C. N. Jackson and L. N. Jackson 31 describe an out- 
break of lead colic affecting some ten or a dozen men in a Devonshire town. 
Ten eases had the classic symptoms. In three the abdominal symptoms were 
so severe as to warrant the diagnosis of acute intestinal obstruction, and in one 
ease the abdomen was actually explored. The source of this ‘Devonshire 
colic’ was cider which had absorbed lead from the conducting pipes. These 
pipes were 1 tin-lined’, but the lining of tin was apparently not thick enough 
to protect the lead pipes from the corrosive action of the cider. That poisoning 
from cider does not more often occur is possibly due to the fact that most 
publicans throw away the first drawn eider that has lain in the pipes all night, 
knowing that it is liable to be contaminated with lead. Some, however,- of a 
more economical habit, do not waste the first drawn cider, but return it to the 
cask. In commenting on this outbreak the Chief Medical Officer of the Ministry 
of Health in his Report for 1932 deplores the practice of allowing cider and 
beer to come into contact with lead. Unavoidable sources of lead in foods 
and drinks are sufficiently numerous without being multiplied unnecessarily. 
Injury to health from traces of lead does not necessarily begin only with obvious 
symptoms of lead colic. There may be, and probably are, lesser degrees of 
lead poisoning, manifested only in generally impaired health and vitality, 
and not obviously attributable to any definite cause. Pipes properly lined 
with a thick coating of tin are available; and it will be discreditable alike 
to wholesalers and retailers if, with the knowledge and experience now avail- 
able of the action of cider upon lead, they are deterred by questions of 
cost from taking all necessary precautions to prevent the occurrence of lead 
poisoning. 

Consequent on . certain severe eases of plumbism being admitted to 
Aberdeen Royal Infirmary, L. S. P. Davidson and others 13 made an investiga- 
tion in the neighbourhood into the types of water-supply, the plumbo -solvency 
of the water, and its lead content. A clinical and hematological investigation 
was also made of a number of individuals using the local water, and a quanti- 
tative chemical investigation of their urines and faeces for lead was made. In 
108 houses out of 160 sampled, the drinking-water was found to have a lead 
content beyond the safety limit of 0*05 parts per 100,000. Quantitative 
investigations for lead in the urine and faeces of 80 persons showed excessive 
amounts in 74 cases. Punctate basophilia was found in 88 eases out of 59 
examined. Out of 102 persons examined, 51 had symptoms suggestive of mild 
lead poisoning, and 8 were judged to have severe poisoning. 
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It cannot be too strongly emphasized that the drinking-waters of many parts 
of Great Britain are pin mho -solvent. It would appear that various degrees of 
lead poisoning are by no means uncommon in these parts, and recognition 
of this possibility will facilitate the diagnosis and rapid amelioration of the 
symptoms by suitable preventive measures. 

Antimony Poisoning from Enamelled Vessels. — In recent years there 
have been several outbreaks of antimony poisoning, fortunately not attended 
with fatal results, due to the use of enamelled vessels of inferior quality for the 
preparation of acid drinks such as lemonade. Antimony oxide, it appears , 13 
is widely used, in place of tin oxide, as an opacifying agent in the enamelling of 
hardware on account of its comparative cheapness. The vessels in which the 
lemonade had been, prepared in the above-mentioned outbreaks were examined, 
and it was found that the enamel coating had been heavily attacked and 
disintegrated by the add, and the lemonade itself contained a large quantity 
of antimony in solution. The antimony is dissolved not only by the tartaric 
acid in ‘lemonade crystals’, but also by the natural citric acid of fresh lemons. 
The buckets and cans responsible for the poisoning in the cases referred to were 
not intended for use with foods and drinks, but the fact remains that they were 
so used, and there was nothing in their appearance to suggest that they were 
not suitable for the purpose. Now that the use of antimony in the place of 
tin has become common, it is advisable that the public should be warned that 
enamelled hollow-ware vessels obviously intended for other purposes may be 
dangerous if used for the preparation or storage of food or drink. 

Sodium Fluoride Poisoning and Fluorosis. — T. P. Sharkey and W. M. 
Simpson 11 call attention to the scant information contained in modern text- 
books relative to the toxicology of sodium fluoride, and to the paucity of reports 
in medical literature on eases of poisoning. They summarize a number of 
papers on the subject and are able to add reports of eight recent cases in their 
own practice. Sodium fluoride is widely employed as an insecticide, and is 
the chief constituent of most roach powders. It has often been mistaken for 
saline laxative or baking powder, with disastrous results. In the seven non- 
fatal cases reported by the authors, roach powder was accidentally substituted, 
for baking powder in the preparation of biscuits. The one fatal case resulted 
from roach powder being mistaken for Epsom salts. 

Sodium fluoride has an acrid bitter taste and exerts a strong local irritant 
action on mucous membranes. The chief symptoms of poisoning from it are 
the sudden development of nausea and vomiting, accompanied by burning, 
cramp-like abdominal pains, and diarrhoea. Clonic convulsions have occurred 
in occasional cases. A peculiar greyish-blue cyanosis has been observed in 
some cases, possibly due to the formation of fluomiet haanoglobin . Death is 
due to the direct action on the cardio-respiratory centres in the medulla. ' The 
important consideration in the treatment of sodium fluoride poisoning is the 
employment of calcium-containing substances in order to convert the soluble 
sodium salt into the insoluble calcium fluoride. This is best accomplished by 
copious, repeated gastric lavage with Lime Water or a weak solution of 
Calcium Chloride, and by the intravenous injection of calcium chloride or 
intramuscular injection of Calcium Gluconate. 

Within the last ten years the serious nature of chronic fluorine poisoning 
has been recognized, owing to the presence of this substance in many insecti- 
cides and fumigants used in agriculture and food production. One important 
sign of chronic poisoning — namely, mottled teeth — -is said to occur endemieally 
in large areas of America and Southern Europe. P, F. M oiler and V. 
Gudjonsson 16 -describe a new industrial risk — fluorosis of the bones and liga- 
ments. Cryolite, a fluoride of sodium and aluminium, contains as much as 
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54* per cent of fluorine, together with a considerable amount of quart://.. It is 
crushed and refined, near Copenhagen, for use in the manufacture of aluminium. 
Seventy-eight employees of some standing were examined. Pulmonary silicosis, 
almost certainly due to the quartz-laden dust, was found in half tlie subjects 
examined by radiograms. In 30 of the 78 subjects the shadows of the ribs, 
clavicles, and cervical vertebrae showed unusual density and abnormalities in 
the bone pattern. The shadows of the ribs showed uniform increase of density, 
and there was pronounced calcification of the costal cartilages. The bony 
pelvis also showed changes. No symptoms were traceable to these bony changes, 
but, remembering that fluorosis in animals leads to abnormal brittleness of 
bones, it remains to be seen whether these workers will sooner or later develop 
fractures. Of the 30 workers who showed bony changes, 14 were suffering 
from anaemia, showing a reduction in red blood-cells and total haemoglobin. 

Cinchophen Poisoning. — Cinchophen is a constituent of so many widely 
advertised preparations that it is almost impossible for patients taking medicine 
for chronic pain to avoid receiving it sooner or later. It is also largely used 
in the treatment of gout and various kinds of chronic arthritis, owing to its 
ability to cause a great increase in the output of uric acid in the urine of healthy 
persons, and an even greater increase in those suffering from gout. T. G. 
Reah 16 furnishes a summary of existing knowledge on the effects of this drug, 
and discusses a number of reported cases of toxic jaundice due to it, together 
with three hitherto unpublished cases. The manifestations of cinchophen 
poisoning are numerous. Various rashes have been described. Anorexia and 
gastric symptoms are readily evoked, and are followed later by jaundice, if 
the liver becomes involved. The liver affection may be transient, or severe, 
leading to death. The toxic effects do not appear to be related to the amount 
of the drug -taken, but the author calls attention to certain accompanying 
conditions known to affect the liver, such as alcohol, syphilis, and pregnancy, 
which may have rendered the liver more susceptible to cinchophen in some of 
the reported cases. Apart from the recognized treatment of the liver condition 
by Glucose, the author suggests that Calcium may be of value, given 
intravenously. He deprecates the use of cinchophen as a routine measure in 
the treatment of gout. In severe eases where other treatment has been of no 
avail it may be given with caution, the patient being tested with a small 
initial dose. 

M. W. Comfort and others 17 discuss toxic cirrhosis due to cinchophen 
derivatives. It would appear that toxic cirrhosis of this etiology cannot be 
distinguished clinically from the catarrhal type of intrahepatic jaundice. The 
latter condition should be regarded as toxic cirrhosis until all toxic agents have 
been eliminated as etiological features. In cinchophen poisoning a characteristic 
inhibitory effect is apparently exerted on the regenerative mechanism of the 
liver. Clinical normality in patients who recover does not indicate complete 
anatomical restoration of the liver, but rather the establishment of compensa- 
tion, a subelinical cirrhosis persisting and threatening the future. 

There can be no doubt that if other available analgesics are effective, cinchophen 
products should be avoided. 

Gastric Lavage in Poisoning. — H. L. Marriott , 18 after considerable experi- 
ence of cases of poisoning, feels that the danger of gastric lavage in comatose 
patients is not sufficiently realized. A stomach wash-out on an unconscious 
patient, whose cough reflex is absent, may be lethal. Stomach contents are 
always regurgitated round the tube, and must inevitably, in the absence of 
precautions, flow into the defenceless trachea. The result is either immediate 
suffocation or later bronchopneumonia. The principal precaution . necessary ta 
that the mouth and pharynx should be lower than the larynx. This is usually 
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achieved either by putting pillows under the shoulders and bending the head 
right baek 9 or by hanging the head and shoulders over the end of the couch. 
Dissatisfaction with these methods led to the idea of taking the patient to the 
operating theatre and putting him on the operating table in the Trendelenburg 
position. 

Resort to the theatre shows other advantages besides the tilting table. The 
electrical suction pump can be utilized to remove regurgitated fluid from the 
mouth. First-class lighting and a warm room are available., together with 
convenient apparatus for the administration of oxygen and carbon dioxide. 
An atmosphere of control and cleanliness obtains which is 'hard to get elsewhere. 

References. — V our. Amer. Med . Assoc. 1932, March 26, 1677 ; -Amer. Jour, of 
Cancer , 1931, Oct., 2435; ®. Jour, Amer. Med. Assoc. 1933, Feb. 11, 400; 4 Calif . 

and Western Med . 1933, Feb., 92 ; *Brit. Med. Jour. 1933, i, 246 ; (i Jour . Amer. Med, 
Assoc. 1933, May 27, 1664 ; 7 The Times, 1933, Jan. 31; 8 Jour. Amer. Med. Assoc. 

1932, Sept. 17, 988 ; 3 XJgeshr: f. Laeger . 1932, Sept. 15, 897 ; 10 Jour. of Indust. Hyg. 

1933, 205; 11 Lancet , 1932, ii, 717; 12 Ibid. 1933, ii, 374; 13 Min. of Health , Memo. 
171/Med. H.M. Stationery Office ; u Jour. Amer. Med. Assoc. 1933, Jan. 14, 97 ; 
15 Acta Radiol. 1932, xiii, 269 ; 18 Lancet, 1932, ii, 504 ; 17 Proc. Staff Meetings Mayo 
Clinic , 1932, July 20, 419; l *Lancet , 1933, i, 962. 

TRIGEMINAL NEURALGIA. • (See Neuralgia, Trigeminal. ) 

TROPICAL TYPHUS. (See Typhus, Tropical.) 

TROPICAL ULCER. (By an oversight discovered too late to be rectified 
this subject has been dealt with under the heading Oriental Sore — q.v.) . 

TRYPANOSOMIASIS. Sir Leonard Rogers , MM., F.R.C.P. , F.R.S. 

Epidemiology. — H. L, Duke 1 has carried out further transmission experi- 
ments, but obtained negative results in attempting to infect one native and 
three volunteers with laboratory-bred G. palpalis cyclically infected with 
three different strains of polymorphic trypanosomes recovered from the wild 
G. palpalis on Damba Island, Victoria Nyanza. The same worker, in a further 
series of papers, 2 reviews our knowledge of the subject of such transmissions, 
and he points out that probably only a limited number of tsetse flies act as 
hosts for trypanosomes, and he finds that G. morsitans is a better carrier of 
polymorphic trypanosomes than is G. palpalis, with 6*5 per cent of the former 
against 2*9 per cent of the latter being found to contain, flagellates when dis- 
sected, but a strain of T. gambiense that was found to be non -transmissible by 
G. palpalis also proved non-transmissible by G. morsitans. II. M. O. Lester 2 
also deals with this subject, and reports that a serum-sensitive strain of 
T, brucei kept in mice, and treated with repeated doses of human serum until 
it became serum-fast, retained that character after being passed by cyclic 
transmission through G. tachinoides , but its virulence to small animals became 
greatly diminished. J. F. Corson 4 has found that guinea-pig serum and that 
of a resistant rat had no apparent action on two strains of T. brucei , although 
both were susceptible to normal human serum, A. F. Brown,® reports a ease 
of clinical trypanosomiasis in which exhaustive examinations failed to demon- 
strate the parasites in the blood, but the diagnosis was confirmed by a positive 
red-cell adhesion test. P. D. Johnson 6 reports a ease of infection of a child in 
the Malay States by T. lewisi , and a rat taken 4n the child’s home was heavily 
infected by the same parasite. 

W. York, F. Murgatroyd, and F. Hawking have published the following 
, four further studies in chemotherapy. In their eighth paper of the series 7 they 
show that with an old laboratory strain of T. rhodesiense they could produce 
in mice treated by subcurative doses strains resistant to aromatic compounds 
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of arsenic and antimony and to acriflavine and Bayer 205, but not to tartar 
emetic. Resistance to Bayer 205 did not involve resistance to aromatic 
arsenic and antimony, and vice versa, and arsenic-resistant strains were not 
resistant to tartar emetic, but aromatic-antimony-ivslstant ones were. Tills 
indicates that aromatic antimony substances undergo some decomposition 
in the body. In the ninth paper 8 they report that they failed to confirm Citron's 
conclusion . that the resistance of a neosalvarsan-fast strain of trypanosomes 
can be abolished by the use of thiosulphate, in their tenth paper 0 the}’ show 
that strains of trypanosomes resistant to aromatic arsenical# are transmissible 
by Glossina and retain their characters, and in a further paper 10 they proved 
that the resistance is maintained after passage through other laboratory 
animals. 

The fiction of human serum on (34 recently isolated strains of T. rhodesieme , 
all in the first rat passage, is reported by II. Fairborn 11 working in Tanganyika. 
The majority of them were found to be resistant, but their resistance proved 
to vary greatly on passage from rat to rat, as it might disappear on the second 
passage only to reappear in later ones, so that the test should be applied to 
either the first rat passage or over a long series. Further, a strain cannot he 
said to be non-effective because no trypanosomes are visible in Yorke's tech- 
nique after two to four hours, but rats must be siibinoeulated with it. Twenty- 
nine human sera, European and native, all showed the same value. The same 
worker 12 also reports experimental infection of man with a strain of T. rho- 
desieme susceptible to human serum in vitro from the ninth to the nineteenth 
rat passage, so the in-vitro technique does not indicate whether a strain, has 
lost its infectivity for man, and the trypanolytie power of the serum is no 
indication of susceptibility. The action of human serums on human trypano- 
somes in animals is also dealt with by A. R. I). Adams 18 working in Uganda. 
He found that four, strains of T. gambiensc were not susceptible to the action 
of normal human sera, but the . serum of a case . of sleeping sickness and of 
infected animals all showed some trypanocidal action, but passage 'through 
small animals causes a rapid decrease of the action. He also concludes that 
the tests of himself and Corson show, that sensitiveness to human serum is 
not an indication of lack of ability of a strain of trypanosomes to infect man. 
H. L. Duke 14 records inoculations of antelopes, wild pigs, and cats with recently 
isolated strains of T. rhodesieme with uniform success through the bites of 
cyclically infected laboratory- bred G. palpalis and G. morsitam. 

Treatment. — The treatment of *719 cases of Rhodesian sleeping sickness 
with Bayer 205 and Tryparsamlde is reported on by G. Maclean and II. 
Fairbum 15 in Tanganyika Territory. With 4 to 5 grm, of Bayer 205 in weekly 
1-grm. doses 73*5 per cent may recover and remain well for twenty-nine months 
or more, provided treatment is begun within one month of the onset of sym- 
ptoms, and the drug is effective in the early stages of cerebrospinal infection. 
Treatment at the onset of symptoms in uncomplicated cases is practically 
certain to result in recovery. Tryparsami.de alone may also cause recovery, 
but it is less certain than Bayer 205 in early cases. A combination of the two 
drugs is of advantage in late cases, for in cachectic cases recovery may .follow 
the combination, but does not result from Bayer 205 alone. The dose of 
tryparsamide should be 2 to 4 grm. in adults, with a total amount of at least 
22 grm. , . .... - 

B. Coghlan 16 records his experience of prognosis and treatment in 110 cases of 
Rhodesian sleeping sickness. Unfavourable signs are the presence of hard 
fibrosed glands indicating an old case, generalized ' oedema, much wasting and „ 
weakness, which indicate prolonged treatment, a cerebrospinal-cell count 
of over 20 per cm., and the occurrence of relapse. The presence of treuxor 
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and enlarged spleen ' were of little significance. ' The author concluded that 
prolonged thorough treatment with Bayer 205 and tryparsamide gave better 
results than short intensive courses. The injurious effect of tryparsamide 
on the eyes must be watched for, but 17 of 24 cases with visual affection 
recovered completely when the drug was withdrawn for a time, and they were 
subsequently able to complete their course of treatment without further trouble. 

References. — l Ann. Trap. Med. and Parasitol. 1932, July 14, 191 ; -Ibid. 1933, 
April 10, 99 and 123; Mbid. 1932, Dec. 16, 525; 4 Jour, Trap. Med. and Hyg. 1933, 
Feb. 15, 53 ; n Trans. Roy, Soc. Trap, Med . and Hyg. 1.933, March 23, 471 ; 6 Ibid. 467 ; 
7 Ann. Trop. Med. and Parasitol . 1932, Dec, 16, 577 ; H lbid. 587 ; ti Ibid. 1933, April 10, 
157 ; Mbid. 1932, July 14, 215 ; n Ibid. 1933, July 7, 185 ; l Hbid. 251 ; Mb hi. 309 ; 
u Ibid. 215 ; 1 Hbid. 1932, July 14, 157 ; 1(i Trans. Roy. Soc . Trop. Med, and Hyg. 1933, 
June 29,, 67. 

TUBERCULOSIS, AN0-RECTAL. (See Ano-rectai/ Tuberculosis.) 

TUBERCULOSIS, AY1AN, IN MAN. 

G. E. Oates. M.D., M.R.C.P. , B.PJ1 . 

S. R. Gloyue 1 summarizes modern knowledge of avian tuberculosis with 
special reference to infection in man. The avian strain can be readily distin- 
guished from the bovine and human ones. There are apparently only some 
fourteen proved eases of avian tuberculosis occurring in man, and none has 
been recorded in this country. It tends to produce in man atypical tuberculous 
lesions, e.g., unusual skin conditions, kidney lesions, and a generalized form 
resembling leukaemia or lymphadenoma. It is a low-grade infection in man, 
and so far only two or three autopsy accounts are available. The disease occurs 
in both epidemic and endemic forms in fowls and is more likely to affect adult 
birds. Apart from workers on poultry farms, the risk of infection in man 
would appear to be chiefly through eggs and milk, which are liable to be used 
for food in an uncooked or partially cooked state. Apart from milk, the avian 
bacillus is found in localized lesions in cattle. The pig is also affected, but the 
risk from consuming beef or pork may be regarded as negligible if the meat is 
cooked. The author calls attention to the increasing number of unclassifiabie 
strains of acid-fast bacilli which occur in clinical pathology. In view of the 
recognized possibility of avian bacillus infection in man, he suggests that' such' 
strains should be carefully investigated. 

Refekencei . — l BulL of Hyg . 1933, Jan., 39. 

TUBERCULOSIS OF JOINTS, (See Joints, Surgery of.) 
TUBERCULOSIS OF LARYNX. (See Larynx, Tuberculous Disease of.) 

TUBERCULOSIS, PULMONARY, (See also Kpituberculosis.) 

J. J/\ Gashed > M.A., M.ifo FJLC.P, 

Diagnosis.— The value of the skiagram in the diagnosis of tuberculosis of 
the lung is emphasized by many authors, and the point is stressed that the 
early stages can be substantiated with much greater certainty, so that treat- 
ment can be also earlier and more successful. The majority of the papers 
which have been written during the year are thus based on X-ray findings. 
Continued frequent X-ray examinations during the course of treatment have 
become essential for proper control. (See also X-ray Diagnosis*) 

With regard to other aids in diagnosis M. Sullivan and P. 11 Jones 1 have 
made a detailed study of the monocyte-lymphocyte index , using the supravital 
technique of Sabin. Following the experimental work of Grieger in animals, 
which shows that a monocyte storehouse is developed in tuberculous animals, 
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they have attempted to show this in a series of known and ■ doubtful eases of 
tuberculosis of the lung in man by simultaneous injections of old tuberculin 
of 0*5 to 1*0 mgrm. intradermally, and 0*75 to 0*0 mgrm. subcutaneously. They 
find a marked increase of monocytes and a tendency to inversion of the mono- 
cyte-lymphocyte ratio in tuberculous cases, accompanied by a focal lung 
reaction demonstrable by X rays, and producible where no positive evidence 
of a focus had hitherto been obtained. They consider the method of great 
value in substantiating a doubtful diagnosis. 

R. B. King 2 has examined the possibilities of using the intradermal tuberculin 
test in a quantitative manner in adults. He considers that a critical dia- 
gnostic dose can be found with a given tuberculin. With this as the basis 
of a careful technique the good results which have been obtained in orthopaedic 
cases can also be got in disease of the lungs and other forms. In a series of 
225 cases with a wide variety of disorders, he got an accuracy of 90 per cent. 

S. Lyle Cummins 3 reviewed this question when opening a discussion at the 
centenary meeting of the British Medical Association. He still adheres to 
the opinion that in the adult who lives in an ‘industrialized’ or ‘civilized’ 
community, the test is too delicate to be of value. In children and those living 
in primitive conditions it is of value but not diagnostic, and the other methods 
now available should in the main be relied upon. 

Course and Pathology. — C. A. Stewart 4 reports on the continuous study 
of the children at the Lymanhurst School for Tuberculous Children in Minne- 
apolis. All positive reactors to 1 mgrm. of old tuberculin intradermally have 
been followed by X-ray and physical examination for periods of four to eleven 
years. The evolution of primary tuberculosis has thus been followed in many 
cases. He fully supports the vlew r that primary tuberculosis is benign. 

In the early stages it produces wedge-shaped parenchymatous lesions, 
which gradually recede and are followed by the production of calcified glands 
and Ghon tubercles. The adult type of disease, which is much more dangerous, 
leads to cavitation rather than calcification ; it is always due to a fresh super- 
imposed * infection, never to a lighting-up of the old primary focus. The 
primary type of the disease is never repeated in any given case. 

Treatment. — The value of Surgical Methods of Treatment which cause 
collapse of the diseased lung is now acknowledged among all specialists in 
tuberculosis, and the treatment has been in use for a sufficient length of time 
for the sequel to be observed and appreciated. 

L. Bernard, G. Poix, and A. Bocquet 5 record an investigation into a series 
of cases six to thirty years after treatment by Artificial Pneumothorax ; 
48 per cent were alive and well, 47 per cent were dead. Cured cases suffer 
from hardly any pulmonary disability, and are living an active life. Some 
retain symptoms for a considerable time, which is held to be due to medi- 
astinal displacement, and which may amount to paroxysmal tachycardia and 
considerable precordial pain. Ultimately such symptoms become less and 
less. The condition of the lung, as shown by X-ray photographs, varies from 
almost complete restitution to great pleural thickening with fibrosis, thoracic 
collapse, and displacement of the mediastinum. 

E. Mayer, 6 discussing cavity formation, states that for early discovery skia- 
grams are indispensable ; 50 per cent of early cavities disappear with rest 
alone, but if after a few weeks there is no improvement, or increase in size, 
collapse therapy by pneumothorax must be used without delay. The possi- 
bility of collapse depends on the condition of the surrounding lung. 

M. Gross 7 emphasizes the value of pneumothorax, and holds that it should 
be much more widely employed. He considers that the method should only 
be used in an institution, as each ease must be treated on its merits, for 
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the rapidity of absorption, and therefore the frequency of refilling, varies greatly, 
also the total length of the treatment. He advocates Fhrenicectomy at the 
end of the course to minimize the effects of re-expansion. 

J. Gravesen, 8 working in Denmark, has studied selectivity in collapse 
therapy. By careful regulation of pressure, the affected part of the lung can 
he left collapsed, while the rest of the lung* on the same side is more or less 
expanded. He considers simultaneous bilateral pneumothorax of great value 
in certain eases, and describes a successful case of bilateral Thoracoplasty, 
Thoracoplasty should also be selective. 

M, Ascoli 8 points out that hypotensive pneumothorax frees the lung from 
the obligation to follow the movements of the thoracic wall, and respiratory 
movements and coughing then cause selective collapse of diseased lung areas. 
The increased pressure causes displacement of the mediastinum and a relative 
collapse — not expansion — of the opposite sound lung. On the diseased side 
the lung still expands and contracts round an altered mean pressure. The 
indication for bilateral pneumothorax is when the mediastinum reaches its 
limit of elasticity, and the contralateral effect on the opposite lung Is incom- 
plete, so that pressures are not equalized. 

L. S. T. Burrell, 10 reviewing treatment in the various stages of disease, 
emphasizes, as do many others, the value of pneumothorax in the early stages 
before much fibrosis is present, and also the necessity to use thoracoplasty 
and phrenic avulsion in cases where fibrosis has hardened the lung tissue. 

R. Rautureau, A. Salle, and A. Bohemier 11 have studied the after-effects of 
phrenicectomy and find that paralysis of the hemidiapliragm is the rale, but 
that this may be only temporary and disappear in about forty months. To 
get a lasting result 12 cm. of nerve must be resected. 

A. Bernou 12 gives revised rales for the use of Oleothorax. The effect is 
mechanical merely, and a test injection should always first be given for fear of 
severe pleural reaction. He gives thfree groups in which oleothorax is indi- 
cated : (1) In cases of progressive adhesion ; (2) When pulmonary collapse 
by pneumothorax is insufficient ; (3) In certain cases of tuberculous empyema 
not responding to puncture and drainage. The third group is almost invari- 
ably fatal without treatment ; oleothorax gives the best chance of success. 
D. A. Carmichael 13 has also had good results with these three groups. Brian 
Taylor 14 recommends gas replacement and lavage for the third group. 

Gold Therapy is discussed by L. Bernard. 15 It should only be used where 
pneumothorax alone does not apply. He gives six indications for its use ; 
(1) Unilateral cases already treated by pneumothorax with recurrence in w r hieh 
a second pneumothorax does not work ; (2) Pneumothorax not completely 
efficacious in cases with large X-ray opacity ; (3) Pneumothorax treatment 
successful, but spread of the disease to the opposite side ; (4) Disease bilateral 
at the beginning, pneumothorax on the w r orst side does not control ,* (5) 
Disease bilateral and severe — gold added to bilateral pneumothorax ; (6) In 
place of pneumothorax — impossible or refused. He gets 50 per cent favour- 
able results. G. Fabri 16 advocates much smaller rising doses. He considers 
blood-counts valuable for control. A rise of red cells is favourable ; a poly- 
morph rise and eosinophilia contra-indicate gold treatment. 

References. — U lmer, Jour, Med . JSci. 1933, June, 762 ; -New Eng. Jour . Med. 
1932, Nov. 10, 831 ; Med . Jour. 1932, ii, 1089 ; Ulmer. Jour . 'Med. Sci. 1933, 

March, 346; 5 Presse mid . 1932, Nov. 23, 1767 ; 0 J our. Amer. Med. Assoc . 1933, 
May 13, 1478 ; : 7 Munch, med. Woch. 1932, July 8, 1122 ; ^Lancet , 1933, i, 364 ; 9 Presse 
mid . 1932, Aug. 31, 1333 ; m JBn£. Med. Jour . 1933, April 29, 731 ; ll Presse mid. 1933, 
July 12, 1109; n Ibid. 1932, July 20, 1139; ls Canad. Med. Assoc. Jour . 1932, Aug., 
160; u Proc. Roy. Soc. Med . 1932, Sept., 1616; li Preaae med. 1932, Dec. 17, 1901; 
1 e PolicHnico (Sez. Prat.), 1932, Oct. 3, 1540, 
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TUBERCULOSIS, PULMONARY : SURGICAL TREATMENT . 

A . Tudor Edwards , M.Cit., F.R.C.ti. 

The increasing use of- surgical measures, particularly Thoracoplasty, in 
the treatment of pulmonary tuberculosis has led to the development of opera- 
tions which aim at the collapse of those parts of the lung which essentially 
•require it, with as little interference as possible with normal lung tissue. 
As pulmonary lesions, particularly cavities, are more common at the apex, 
these limited procedures largely consist of methods of apical collapse, which 
are locally sufficiently extensive to allow closure of quite large cavities. This 
has been termed by F. Johns 1 ‘‘selective operative collapse", and he records 
a group of 88 cases treated on such lines. In these, only the upper five or at 
most seven ribs were resected, and with such excellent results that in 7 per cent 
only was there a persistent positive sputum after operation. The size and 
position of the cavity appears to be the governing factor in the choice of 
procedure, although in the majority wide resection of the 1st and 2nd ribs 
is required. In some cases the operation is done in more than one stage. 

P. Bull,- in discussing the value of thoracoplasty for pulmonary tuberculosis, 
states that patients with unilateral or largely unilateral disease, in whom pneu- 
mothorax is unsatisfactory, can be cured by complete or partial thoracoplasty, 
alone or combined with Pneumothorax or Phreiiicectomy. Patients should 
be submitted to a definite period of observation, and should be operated on in 
two stages, as this has a lower mortality than the one-stage operation. The 
operation is more successful in the chronic productive forms than in the purely 
exudative, and is indicated when sanatorium treatment of three or four months 
does not lead to improvement, and especially in the presence of cavities and 
repeated iuemoptyses. The writer states that 85 to 40 per cent of patients 
can be healed, and 20 per cent are benefited but die later of tuberculosis, making 
a total of 60 per cent who are definitely improved by the operation ; 16 per 
cent are not improved, 6 per cent are worse, and 10 per cent die within eight 
weeks. In Bull’s opinion no one has the right to deprive patients of the 
advantages of this treatment if they are suited for the operation. 

Division of Adhesions during Pneumothorax Treatment. — Attempts 
are still being made to improve on the methods of indirect division of adhesions 
preventing collapse of the lung during pneumothorax therapy. This division, 
of course, was originally performed through two trocars and eannuhe 
pushed into the pleura through an intercostal space under local anaesthesia. 
Through one cannula was introduced the thoracoscope, and through the other 

the cautery originally . the simple electric type, later the diathermic; type. 

The operation is largely restricted by the size and extent of the adhesions, and 
if these are somewhat widespread and very short this will preclude the opera- 
tion. In addition, of 00111 * 80 , there are the risks of opening up pulmonary 
cavities and either in this way or otherwise causing pleural effusions, some 
of which are serous, others tuberculous purulent, and occasionally the latter 
are associated with secondary pyogenic organisms. The last condition is often 
eventually fatal, and even the simple tuberculous purulent collections may 
necessitate the cessation of pneumothorax treatment. 

Haemorrhage of a serious nature has also resulted from cauterization, and 
has occasionally necessitated thoracotomy for its control. N. Bethune, 3 in 
order to avoid the risk of haemorrhage, has devised, special suture clips which 
can be closed, upon the adhesions before division, the division being carried 
out by -special scissors or cautery. ■■■.-.■ 

The large series of figures published • concerning the value of cauterization 
suggest that in many cases the operation is performed without regard for 
strict indications. The real value of the procedure appears to be manifest 
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in those eases in which adhesions are the obvious cause of failure of cavities 
to collapse after pneumothorax has been carried out for some months. 

The division of multiple adhesions during the early stages of pneumothorax 
treatment, and especially in the absence of cavitation, is unjustifiable and 
an unnecessarily dangerous interference. 

Phrenicectomy in Pulmonary Tuberculosis. — The value of this measure 
in tuberculosis appears to be firmly established, both as a single measure and 
in association with other collapse procedures such as pneumothorax, thoraco- 
plasty, etc. 

A very valuable contribution to this subject has been made by L. Nehil and 
J. Alexander, 4 who give an account of the late results in 654 patients in 
whom temporary or permanent paralysis had been induced for phthisis. The 
time interval varied from three months to six years, and of the total the ulti- 
mate fate of 612, or 95-5 per cent, is known. The essential group consists of 302 
patients in which phrenicectomy was the sole operative procedure. Of 272 of 
this group followed up, 34 per cent are apparently cured or arrested, 12 per cent 
are stationary, 5 per cent are worse, and 14 per cent are dead, More than 
half of the cured or arrested patients had been under treatment in sanatoria 
for from eight to thirty-six months before operation ; 215 patients had 
pulmonary cavities, and phrenicectomy resulted in closure of the cavities in 
38 per cent. In 66 patients a unilateral phrenicectomy failed to cause satis- 
factory improvement, and in these further supplementary operations, such as 
pneumothorax, thoracoplasty, etc., were required. In 67 patients the opera- 
tion was used as part of general collapsing measures, and the clinical results 
were largely due to the major measures. 

Summing up, these authors state that in the entire series the operation 
fulfilled their expectation, which ranged from palliative relief to complete 
arrest, in 58 per cent, partly fulfilled it in 6 per cent, failed to fulfil it in 30 per 
cent, and the result was unknown in 5 per cent. Moreover, the operation was 
neither directly nor indirectly responsible for the death of any patient. They 
state : “ As phrenic paralysis has been the principal factor responsible for 
arrest of the tuberculosis in 34 per cent and for improvement in 35 per cent 
in our patients for whom the operation w r as used independently, and as the 
only severe complication in 654 patients was marked dyspnoea in I patient, 
we are convinced that phrenic paralysis is of genuine value.” 

Tuberculous Empyema. — Tuberculous empyema, which is probably more 
common as the result of more extensive use of artificial pneumothorax treat- 
ment and the division of adhesions than it was formerly, is always a problem 
from the point of view of treatment. An account of the treatment of a large 
series of 143 patients by C. Hedblom 5 is very valuable. This observer states 
that these effusions may be primary, or secondary to a pulmonary lesion, and that 
diagnosis is completed by the recognition of the tubercle bacillus in the effusion, 
and by seeing tubercles on the pleura by thoracoscopy and in some eases by 
biopsy, 

The aim of treatment in primary cases not secondarily infected by pyogenic 
organisms is re-expansion of the lung, which can result by Aspiration of the 
fluid and leaving a negative pressure in the pleural cavity. Where, however, 
the primary lesion is pulmonary, the aim should be to obliterate the pleural 
cavity by multiple-stage Thoracoplasty, In secondarily infected cases, Closed 
Drainage associated with frequent Pleural irrigation is indicated. Later, 
if the secondary infection can be controlled, the cavity is obliterated by thoraco- 
plasty. Thus in his series of 143 patients, 61 were treated by aspiration, 
irrigation, and drainage only — 22 patients in this group died ; 23 further 
patients without secondary infection were operated upon by thoracoplasty 

“'■'62 
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without mortality, and obliteration of the pleural cavity followed in 18. 
There were 59' cases complicated by secondary infection, and operation resulted 
in the obliteration of the cavity in 30, with a persisting sinus in 12 cases. 
In the last group the mortality was 20 per cent. 

References. — l Amer. Jour. Burg. 1933, June, 737 ; “Surg. Gynecol, and Obst. 1933, 
Feb., 98; '\Jonr. of Thor. Sure/. 1933, ii, 302; 4 Ibid. 549; 5 Acm. (Mr. Brand. 1932, 
Ixxi, 3L l. 

TUBERCULOSIS, RENAL. {See Kidney, Surgery of.) 

TUBERCULOUS GLANDS IN THE NECK. 

Sir W. I. de C. Wheeler , FJl.C.SJ. 

The treatment of cervical tuberculosis by operative methods has been 
abandoned to a large extent and has been superseded by treatment in the 
open air and by methods of general hygiene. In the case of bones and joints 
results have proved the change of method to be amply justified. The same 
applies in large measure to the treatment of tuberculous glands. Usually, 
although scars may remain, the disease ultimately become quiescent. A gland 
may remain enlarged for a considerable time without, further change. It may 
caseate and form a cold abscess, or the process may be cut short by calcification. 

R, A. Ramsay 1 calls attention to the advantages claimed for treatment by 
operative removal of the infected glands, with special reference to the pre- 
vention of searring in the natural course of events. He points out that the 
treatment is also much shorter, but that these theoretical advantages arc 
difficult to realize in practice. Operative, dissection must be very extensive 
and the incision correspondingly large. Duration of treatment is often dis- 
appointing owing to the unsatisfactory healing or recurrence in other glands. 

Conservative Treatment. — Tonsils and adenoids should be removed in 
order to prevent the usual source of entry of infective organisms ; the opera- 
tion should not be premature and should be performed when the tonsils are 
in a quiescent state. An out-of-door life, good food, and Cod -liver Oil and 
Malt are indicated. If possible the child should be sent to a Seaside Climate 
and carefully watched. Children should be sent to school under the care of 
the school doctors, if possible in a suitable climate. Sunlight and Ultra- 
violet Rays are helpful. They should not be applied directly to the affected 
part but to the body in general, with a view to producing a constitutional 
rather than a local effect. Movements of the head and arms should be 
restricted. X Rays promote fibrosis ; softening of the gland, and even slight 
redness of the skin, is no contra-indication to their use. Caseous material 
should be removed by Aspiration ; a thick needle is required, A few drops 
of novocain solution are injected at the site of puncture to render the aspiration 
painless. The needle is introduced through healthy skin. Ramsay recom- 
mends a trocar, cannula, and obturator which fits a Record syringe. Such 
aspirations should be. repeated at weekly intervals as long as fluid re-forms. 
After five or six aspirations all the caseous material that is going to soften has 
done so and the gland shrinks and becomes hard. Sometimes it is necessary, 
under gas-oxygen anaesthesia, to make a very small incision to scrape out the 
caseous contents. 

In conclusion, Ramsay says that there is no reason why non-operative 
treatment should not be as universal for tuberculous glands of the neck as 
for bone and joint disease. 

Reference. — l Med. Press and Circ . 1933, April, 311. 

TUBERCULOUS MENINGITIS. {See Meningitis, Tuberculous.) ; 
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TULARiEMIA. J. 1). Holleston, M.D . , F.R.C.P. 

Epidemiology. — E. Henninger 1 remarks that though no case of tularaemia 
has hitherto been reported in Germany its prevalence in adjacent countries 
such as Russia and Scandinavia as well as in the United States indicates the 
likelihood of its being introduced into Germany. Warning notices have 
therefore recently been issued by the German Home Office drawing attention 
to the possibility of the introduction of tularaemia by living or dead animals, 
such as rabbits, hares, moles, squirrels, water rats, and sheep. 

G. Olin and P. Sehlstedt 2 state that the first cases of tularaemia in Sweden 
were observed at the beginning of 1931 by Granstrom, of Stockholm, following 
the cutting up of a hare. The disease was made notifiable in Sweden in the 
autumn of 1931, when an epidemic of about 20 cases occurred in the course of 
two and a half months in the Lindesberg district. No contact with hares could 
be discovered, and squirrels appeared to be the only source of contagion in 
some cases. In others the disease appears to have been transmitted by the 
same insects — viz., Chrisops discalis and Stomoxys calcitans— as in America. In 
other parts of the country cases were found to be undoubtedly due to contact 
with hares, although bacteriological examination could not be carried out in 
any case. Most of the cases were of the ulcero -glandular type, and there was 
only one example of the oculo-glandular and glandular types. In many cases 
the symptoms were very slight and no deaths took place. 

Symptoms and Complications. — A ease of tularaemia in which no local 
lesion developed ait the site of injury is reported by E. R. Mallard. 3 The 
patient was a pathologist who became accidentally infected with tularaemia 
by pricking his finger with a thumb tack while performing an autopsy on a 
guinea-pig which had died of experimental tularaemia. On the seventh day 
after the accident he developed symptoms of an infectious disease, such as 
malaise, headache, and fever, but no lesion developed ait the site of the prick, 
nor was there any palpable enlargement of the regional lymph-glands. Remit- 
tent fever in which the temperature ranged from 99° to 104° lasted for three 
weeks. .Definite agglutinations of Bact. tularense in dilutions of 1-040 and 
1-1280 were obtained, while agglutination tests with Br. abortus and B, 
proteus X19 were negative. Although such eases are exceptional, Francis 
has also reported examples of tularaemia among laboratory workers without 
any primary lesions and glandular enlargement. 

Under the title of familial tulanemia , W. W. Waddell, jun., and C. Wills 4 
record three cases in brothers aged 11 , 8, and 4 years, who developed the 
symptoms on the same day a week after handling a dead ground-hog. Three 
days before the acute symptoms appeared the children also killed and skinned 
a small rabbit. The writers remark that though the frequency of infection in 
laboratory workers has been emphasized, neither the medical profession nor 
the lay public yet realize the very infectious nature of tulanemia. 

L. L. Tureen 5 reports a case of tularmnic pneumonia in a man, aged 54, who 
developed the complication at an early stage of the disease, which had followed 
the skinning of a rabbit. The pneumonia was accompanied by serous pleurisy 
and myocarditis. The diagnosis was confirmed by the agglutination test. 
Recovery took place without specific treatment. According to Perrnan and 
MacLachlan 36 per cent of all cases of tularaemia show evidence of pulmonary 
involvement either clinically or at the necropsy. 

Diagnosis. — Olin and Sehlstedt 2 remark that the diagnosis was made in 
their cases by the agglutination test, although a positive result was not obtained 
until the tenth day at the earliest. 

Reeehences. — ^-Peichsgesundheitsbl. 1932, vii, 689 ; “Bull. Off. internal. d'Hyg. publ. 
1932, Aug. j 1265 ; n N. Y. State Jour . of Med . 1933, xxxiii, 151 ; 4 Jour, of Pediai. 1933, 
Feb., 187 ; 5 Jour. Awer. Med. Assoc . 1932, xeix, 1501. 
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TYPHOID FEVER. (See also Food and tiie Public Health ; Para- 
typhoid Fevers.) J. 1). Ro Heston , M.D . , FJiXlP, 

Epidemiology. — According to official statistics 1 the lowest, typhoid death- 
rates per 100,000 population during the period 1001-2 were in Germany, 
England, Scotland, Norway, New Zealand, Holland, Sweden, and Switzerland, 
where the rate did not exceed 1 per 100 , 000 . In the next group, where the 
death-rate varied between 1 and 2-9, were Australia, Austria, Denmark, the 
Irish Free State, Northern Ireland, and the Union of South Africa. Then 
came Belgium, France, Canada, and the United States, in which the death-rate 
was from 8 to 4-9. The next group consisted of Czechoslovakia, Poland, and 
Uruguay, with a rate between 5 and 9. The countries in which the rate was 
between 10 and 14*9 per 100,000 were Chili, Spain, the Straits Settlements, 
and Japan. In Greece, Hungary, Italy, and Portugal, the typhoid mortality 
still exceeds 15 per 100,000. The year 1931 was a relatively good one as regards 
the incidence of typhoid fever, whereas in 1932 a considerable increase occurred 
in many countries, especially Germany, England, the Irish Free State, France, 
Italy, Lithuania, Norway, Holland, Sweden, and Czechoslovakia. In extra- 
European countries the average mortality of recent years was considerably 
exceeded in the towns of Nagasaki, Alexandria, and Teheran. 

The twenty-first annual report of the Journal of the American Medical 
Association- on the cities of the United States with a population of more than 
100,000, of which, as in the two previous years (see Medical Annual, 1982, 
p. 559 ; 1938, p. 514) there were 92, shows that the total typhoid mortality 
is the lowest ever recorded (1*24 per 100,000 of population). Fourteen cities 
registered entire freedom from typhoid deaths— an unprecedented record. 

In his thesis on the epidemiology of typhoid fever at Bordeaux, PL Baloux 3 
maintains that meteorological factors, in Bordeaux at least, do not have any 
direct influence on the course and severity of typhoid fever. He suggests that 
the undoubtedly increased incidence and* fatality of the disease in the spring 
and autumn are due to other causes than the climate, such as the reduction 
in the number of inhabitants during the hot season and the return to town 
of large numbers at the end of summer and beginning of autumn. 

H. Hunziker and R. Staehelin* report an epidemic of 56 eases with (> deaths 
which occurred at Basle during August and September, 1931 ; 25 were males 
and 31 females ; the ages ranged, from 11 to 78. The source of infection was 
traced to a restaurant where one of the employees handling the food was found 
to have a mild attack of typhoid fever. As soon as this was discovered, the 
restaurant was closed, and the epidemic terminated. 

Bacteriology. — G. W. T. H. Fleming 6 emphasizes the value of the liquid 
enrichment medium introduced by Wilson and Blair for the isolation of B» 
typhosus and B. paratyphosus B from sewage, as this medium may reveal these 
organisms when solid media give negative results. lie urges that crude sewage, 
which in the past has often been thought harmless, should not be spread on 
horticultural and agricultural land, as Wilson and Blair have shown that B. 
typhosus can live for thirty-eight days in sewage. 

.. Symptoms and Complications.-— The first case on record of phlebo- iyph aid, 
I.e., typhoid fever commencing with phlebitis, is reported by PL It. Olivier. 6 
The patient was a woman, aged 36, who was admitted to hospital with phlebitis 
of the right lower limb, the lower half of the thigh, leg, and foot showing a tense 
white oedema. The temperature was 102*4°, and there was much constitutional 
disturbance, but there were no enlargement of the spleen, eruption, or any 
abdominal symptoms. ^ Blood culture, however, revealed the presence of B. 
typhosus , and on the eighteenth day of disease rose spots appeared, the spleen 
became enlarged, and the typical picture of typhoid fever developed. The 



MEDICAL ANNUAL 


501 


Typhoid Fever 


attack was severe and was complicated by intestinal haemorrhage. Subse- 
quently phlebitis of the left internal saphenous vein occurred. Finally, 
recovery took place after a prolonged convalescence. 

According to S. Bartsocas 7 various estimates have been made of the frequency 
of relapses in typhoid fever. In adults it is relatively low, ranging from 4*5 to 
10 per cent, while in children it may be as high as from 20 to 80 per cent. 
Relapses are as likely to follow mild as severe attacks. The interval of normal 
temperature between the primary attack and the relapse varies from 1 to 50 
days, but the average time is 3 to 9 days. The symptoms vary. Rise of 
temperature is the most constant and sometimes the only symptom. The 
course of the fever may be identical with that of the primary attack, but 
usually its level is not so high, nor its duration so long. Rose spots are incon- 
stant, appear earlier than usual, and are fewer than in the primary attack. 
Intestinal symptoms are usually absent, and the constitutional disturbance 
is less marked than before. The diazo reaction and blood cultures may be 
positive again. Recovery usually takes place. The duration of the relapse 
ranges as a rule from four to sixteen days. The relapse is usually single, but 
multiple relapses (two to five) have been recorded. 

R. Massiere 8 regards the various tests hitherto used for determining whether 
the patient has become immunized, and therefore free from the risk of a relapse, 
as too inconstant to be of any value. He has, however, confirmed Hortopan’s 
observations on tuberculin aiiergy, i.e., the disappearance of a positive cuti- 
reaction in the course of typhoid fever and its return in convalescence. The 
persistence, therefore,* of a negative reaction after clinical recovery indicates 
that the typhoid process is still active and that a relapse may be expected, 
whereas reappearance of a positive reaction is valuable evidence of immunity. 

A ease of typhoid ulcers of the stomach is reported by H. Hull and L. C. Pusch,® 
who emphasize the rarity of the condition. The patient was a man, aged 80, 
who died twelve days after laparotomy for intestinal perforation in typhoid 
fever. In addition to multiple ulcers in the lower end of the ileum the necropsy 
showed two ulcers, approximately I and 1*5 cm. in diameter, extending through 
the mucous membrane on the posterior surface of the greater curvature of 
the stomach near the pylorus. They differed from chronic gastric ulcers in the * 
absence of granulation tissue and induration, and from acute non-specific ulcers 
in the absence of a predominance of polymorphonuclear infiltration and 
exudation. 

€. Lemmet 10 reports eight eases of intestinal perforation in typhoid fever in 
eight children, aged from 5 to 13 years, six of whom were boys and two girls. 
All underwent operation, with the result that five of the boys and both girls 
recovered. Lemmet comes to the following conclusions: (1) Perforation of 
the intestine in typhoid fever is rarer in the child than in the adult ; (2) Oper- 
ation should be performed as soon as the diagnosis of perforation is made ; 
(3) The prognosis is better in the child than in the adult as the infection is less 
severe and the systemic resistance greater ; (4) Early diagnosis and operation, 
which are essential for success, are facilitated by the sudden onset and obvious 
nature of the symptoms. 

S. W. Sappington 11 illustrates the rarity of mastitis as a complication of 
typhoid fever by the fact that Sehultze found only two examples among 2580 
typhoid patients. It usually develops at the end of the disease or in convales- 
cence. In from a third to a half of the cases it is bilateral. It is much com- 
moner in females than in males. In 7 eases collected by Madelung in which 
a bacteriological examination was made, the typhoid bacillus w T as found in 
pure culture in 8, in 2 in association with staphylococci, and in 2 it was not 
found. Sappington reports a case in an unmarried woman, aged 22, in whom 
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suppurative mastitis of the left breast developed in convalescence. A pure 
culture of the typhoid bacillus was obtained from the pus. Recovery ensued. 

R. Dupuidenus 18 has collected 26 cases of suppuration of ovarian cysts in 
women aged from 20 to 44, which in 23 was associated with 1L typhosus and 
in 3 with B. paratyphosus B. In most cases the infection was localized in a 
dermoid cyst and probably took place through the blood-stream, although 
it may possibly also occur through the intestine. Suppuration develops in the 
third week of 'enteric fever or in convalescence, or even se veral months after 
recovery. The suppuration may assume an acute form with symptoms of 
peritonitis or be subacute or protracted. The diagnosis is often difficult, 
especially when suppuration develops at an early stage, and its symptoms 
are masked by those of the acute stage of typhoid fever. Blood cultures and 
the Widal reaction are of value in diagnosis. The prognosis after operation 
is good. 

L. P. Gorrichon, 13 who reports an illustrative case, states that the association 
of typhoid fever and diphtheria , which was first described by Oulmont in 1859, 
is usually a very serious condition owing to the complications due to typhoid 
or diphtheria or to acute typho-diphtheritie cachexia. In addition to the 
ordinary treatment for typhoid fever diphtheria antitoxin should be given 
in large and repeated doses. Gorrichon’s patient was a woman, aged 44, who 
developed diphtheria in the second week of typhoid fever and died of broncho- 
pneumonia. There was no autopsy. 

In a paper on typhoid fever and syphilis G. Milian 14 suggests that in view' of 
the rarity of periostitis in typhoid fever many, if not all, of the cases of .supposed 
typhoid periostitis are due to Treponema pallidum and not to B. typhosus. 
Consequently, instead of resorting to operation, it would be better to adopt 
antisyphilitic treatment in such cases. Milian reports a ease in a woman, 
aged 50, who contracted typhoid fever while under treatment for syphilis. In 
convalescence she developed periostitis of the occipital bone which was rapidly 
cured by Potassium Iodide and intramuscular injection of a bismuth prepara- 
tion (Bivatol). 

Diagnosis. — E. Schrader 15 describes three occasions on which the mistaken 
diagnosis of gastrointestinal influenza was made when the real disease was 
typhoid fever, and on two of these occasions gave rise to an outbreak of typhoid. 
Practitioners therefore should hesitate in making a diagnosis of influenza in 
the absence of an epidemic of that disease, arid would be less likely to overlook 
the occurrence of a ease of typhoid fever if the possibility of its presence were 
always borne in mind. 

Prognosis. — P. T. Lantin 16 illustrates the prognostic significance of blood 
cultures taken at different periods of the disease as follows : Out of 5373 cases 
of typhoid fever admitted to hospital, 1962 (36*52 per cent) had a single blood 
culture taken during the disease for diagnostic purposes only, and of these 544 
(27*72 per cent) were positive. The fatality rate among the cases with a posi- 
tive blood culture was 32*35 per cent, whereas it was only 13*05 per cent among 
those in which the cultures were negative. The prognosis, therefore, in a 
typhoid case with a negative blood culture is likely to be more favourable than 
in one with organisms in the blood-stream, especially after the first week of 
disease. The longer the bacilli persist in the blood, the more likely is the case 
to end fatally. 

Prophylaxis. — J. Foucault 17 maintains that the duration of immunity con- 
ferred by Anti-typhoid Inoculation is generally fairly long, lasting at least 
four years. In view of the fact that there has been a considerable diminution 
in the incidence of typhoid fever in France since the war owing to compul- 
sory inoculation in the army, he recommends that Inoculation should be made 
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compulsory not only for all adults but also for children from at least 6 years 
of age, and that the immunity should be maintained by re -inoculations every 
four or five years. The following technique should be adopted. Three 
injections of a polyvalent heated vaccine should be given with a fortnight 
between each injection. The first dose for adults should consist of j c.e,, 
and the second and third of 1 c.c. each, while children should have i c .c. for 
the first dose, \ c.c. for the second, and -jt c.c. for the third. In order to avoid 
too many injections antityphoid inoculation should be combined with active 
immunization against diphtheria, equal parts of typhoid vaccine and diphtheria 
anatoxin being given in three doses of 1 c.c., 2 c.c., and 3 c.e. respectively, 
with a fortnight between each injection. 

E. F. Levy 18 reviews the literature of anti-typhoid inoculation by mouth , and 
points out that most authorities are agreed that this method possesses some 
value, though less than that of subcutaneous injection. It appears to lessen 
the incidence of the disease and to render the attack milder in those who are 
in the incubation stage at the time of inoculation. In the absence of reliable 
tests it is impossible to determine the duration of the immunity, but it is 
probably less than that conferred by subcutaneous injection. Owing to its 
not causing any disagreeable local or general reaction the method is more 
acceptable to the civilian population than subcutaneous injection, and may be 
used where the latter is contra-indicated. 

D. Noica 19 records three cases of encephalitis in soldiers aged from 17 to 25 
which developed shortly after inoculation with T.A.B. vaccine. The issue 
of the cases is not mentioned. The condition was probably due to a dormant 
virus in the nervous system being roused into activity by the inoculation. 

Treatment. — Further examples of the value of Transfusion in typhoid 
fever, especially in intestinal haemorrhage, to which reference w r as made in the 
last issue ( see Medical Annual, 1933, p. 516), are given by L. Tixier and S. 
de Seze, 20 and J. Bourgeois and A. Maislen. 21 According to the last two writers 
the action of transfusion is antitoxic rather than bactericidal. The best results 
are obtained by selecting donors who have had an attack of moderately severe 
typhoid a few months previously. 

G. E. Politzer 22 treated 37 cases in patients aged from 9 to 53, of whom 32 
had typhoid and 5 paratyphoid, by intramuscular injection every other day 
of Quinine Iodo-bismuthate. The dose was 3 c.c., and usually not more 
than six to eight injections were needed. In 24 out of 35 cases so treated 
the results were good, as shown by a more or less rapid fall of temperature 
and disappearance of all the other symptoms ; in 10 they were doubtful 
and in 1 nil. 

References. — l Epid. Rep, Health tied. League of Nat. 1933, 3 ; -Jour. Amer. Med, 
Assoc. 1933, c, 1491 ; ''These de Bordeaux , 1931-2, No. 66 ; SSrfmeiz. med. Woch. 1932, 
Sept. 17, 849 ; *£rit. Med. Jour. 1933, i, 412 ; 6 Bull, et Mem. Soc. mid. Hop. de Paris, 
1932, xlviii, 1015; 7 Arch, de Mid. des JSnf. 1932, July, 377; *Gaz. des Hop. 1932, 

July 6, 1013; 9 Virginia Med. Monthly , 1932, lix, 297 ; 10 Thise de Paris , 1932, No. 
86; ^Amer. Jour. Med. Sci. 1933, clxxxv, 719; 1 -These de Park , 1932, No. 196; 
n Ibid. No. 6; ^Paris med . 1933, i, 208; ™ Munch. med. Woch. 1932, Sept. 2, 1437; 
16 Amer.' Jour. Med. Sci. 1933, clxxxv, 768 ; 17 These de Park , 1932, No. 201; 1B Ibid. 
No. 475 ; n Bull. et Mem. Soc. mid. H6p. de Park , 1932, xlviii, 1026 ; 2Q Monde mid. 
1932, Nov. 1, 923 ; 21 Park mid. 1932, ii, 504 ; n These de Park, 1932, No. 277. 

TYPHUS FEVER. J. D. Rolleston, M.D., E.R.C.P. 

Epidemiology. — According to the Epidemiological Report of the Health 
Section of the League of Nations, 1 a certain recrudescence of typhus took place 
in the countries of Eastern Europe, such as Poland, Roumania, Bulgaria, and 
Yugo-SIavia, during the first half of 1932, in contrast with the corresponding 
period of 1931. The increase, however, was most pronounced in the European 
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part of Soviet Russia, where nearly 40,000 eases were notified, or double the 
number notified during the first half of 1082. On the other hand, no increase 
took place in Greece, Latvia, Lithuania, or Czechoslovakia. In Africa the 
incidence of the disease remained practically the same, except in Egypt, where 
an epidemic almost exclusively confined to the Nile Delta broke out in February, 
1982, reaching its height in April. From Jan. 1 to the end of the epidemic 
2198 cases were notified, with a case fatality of 17-2 per cent. In Algeria there 
was an outbreak of 230 cases between April and July, 1982. In the Union 
of South Africa the disease tends to keep limited to the Cape 'Province, with 
only a few sporadic cases in the Transvaal in 1932 alter the epidemic of 1981 . 
In Asia typhus showed a remarkable spread in the Asiatic countries of Soviet 
Russia, where 19,250 cases were notified during the first six months of 1982 as 
compared with 8642 cases during the whole of 1931. The western part of 
Siberia and the Cossack Republic suffered most from the disease. In America 
typhus was most prevalent and fatal in Mexico, especially in its central part. 
A small outbreak also occurred in 1932 in the central and southern parts of 
Chile, where 188 cases were notified between March and November. 

B. Coudray 2 states that typhus has long been present in endemic form at 
Geryville, a small town in the Oran district, but epidemics do not usually occur 
except in years of drought and famine. The disease is much milder in natives, 
who have probably been immunized by previous attacks, than among the 
Europeans. 

The history, epidemiology, and mode of transmission of the endemic typhus 
of ike United Stales are discussed by R. E. Dyer, L. F. Badger, E. T. Coder, 
and W. G. Workman, 3 who state that it was first described by Brill, of New 
York, in 1898 and again in 1910, 1911, and 1915. He at first regarded the 
disease, which was called by his name, as a distinct form of typhus owing to his 
inability to infect monkeys with it, its prevalence in the autumn, and its lack 
of contagiousness, but Anderson and Goldbexger subsequently showed that 
it was iinmunologieally identical with Mexican typhus. The epidemiological 
features of endemic typhus are its incidence in the summer and autumn-— in 
contrast with the winter and spring prevalence of epidemic typhus- — lack of 
communicability, association with food handling and rat harbours, and lack 
of evidence for the louse being responsible for its spread. The writers suggest 
that the rat flea { Xenopsylla cheopis ) is the common vector of endemic typhus 
not only in the United States but also in other parts of the world, e.g., Rome 
and Athens, where a condition resembling Brill’s disease occurs in the summer 
and is transmissible from man to man (see Medical Annual, 1928, p. 505 ; 
1929, p. 507). 

J. de Toledo, J. R. Meyer, and L. Salles 4 describe an outbreak which occurred 
in the outskirts of Sao Paulo, Brazil, from October, 1929, to March, 1.981, 
during which period 61 cases were treated, with a mortality of 72*13 per cent. 
The disease was at first supposed to be ordinary typhus fever owing to the 
immigration of a large number of Russians and Slovaks, but the predominance 
of cases in a rural zone when the houses were separated from one another, the 
low incidence in the same family, the exceptional presence of lice among the 
patients, and the appearance of unusual symptoms and atypical microscopical 
features, justified the disease being regarded as a distinct entity. 

Treatment. — Coudray 2 states that Convalescent Serum, which is very 
valuable as a prophylactic (see Medical Annual, 1929, p. 508), can also be used 
with advantage therapeutically. 

References. — x Mpid. Rep. Health Sect. League of Nat. 1932, 371 ; -Arch. Inst. 
Pasteur d'Algerie, 1932, x, 159 ; 3 Jour. Amer. Med. Assoc. 1932, xeix, 795 ; 4 Typho 
ex anthemaMco de Sao Paulo , 1932. 
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TYPHUS, TROPICAL. Sir Leonard Rogers, M.D., F.R.C.P., F.R.S. 

Epidemiology. — In a review of this difficult subject W. Fletcher 1 described 
it as a group of diseases due to Rickettsia organisms carried by arthropod mites 
or ticks, and it differs from the louse-borne exanthematous typhus in not 
producing epidemics, as it does not spread from man to man. In Malaya 
•there is an urban form resembling Brill’s disease, related to rats and giving a 
positive Weii-Felix reaction with B. proteus XL 9, and a rural form related to 
mites and agglutinating with B. proteus K strain. G. R. Ross 2 reports on 
a form of tropical typhus met with in Southern Rhodesia, where 14 typhus - 
like fever cases have been met with, accompanied by a primary ulcer, and 
most likely the carriers are ticks or mites and so resemble the ‘ fievre 
exantliematique ’ of the Marseilles district of Southern France, The main 
prevalence is in the summer and autumn months of December to February 
during the rainy season. Contact with tick-infested dogs was frequent. The 
macular rash usually appears on the fourth day and is widespread ; the fever 
lasts about eleven days. Blood cultures w r ere negative. Weil-Felix tests 
were done with negative results apart from occasional reactions in low dilu- 
tions only, and laboratory animal inoculations were also negative. Tick-bite 
fever in children in Baltimore is described by P. G. Shipley 3 as occurring in 
rural areas in the spring and summer, with a mortality rate of nearly 20 per cent 
in Maryland, and guinea-pigs and rabbits are easily infected by inoculation. 
The blood of all the patients agglutinated B. proteus AT 9 in significant dilutions. 

' A Prophylactic Vaccine has been made from ground-up ticks, and two 2-c.c. 
doses with live days’ interval is recommended, and is said to be effective for 
a year in preventing mild and mitigating severe attacks. 

Serology and Pathology. — The use of the rabbit in the experimental study 
of the typhus group of viruses is advocated by A. Felix 4 by inoculating them 
with a large dose of the patient’s blood and observing them up to seven weeks, 
and the rabbit test is also recommended for serological tests of the different 
viruses with various types of B. proteus X . By this means the Sao Paulo 
endemic typhus was found to possess a main antigen of type XX 9 and a group 
antigen of type XK. In a further comprehensive paper 5 the same investigator 
deals with the serological types of typhus virus and the corresponding types 
of proteus , which are well shown as far as they have yet been worked out in 
a table of the main and group agglutinins in the different varieties of typhus. 
Those with the main antigen virus of the 0X19 type include classical typhus, 
Tabardillo typhus of Mexico, endemic typhus of S.E. United States or Brill’s 
disease, ‘ fievre nautique ’ of Toulon warships, endemic typhus of Australia, 
tropical typhus W type of Malaya and the Dutch East Indies, and Sao Paulo 
typhus, all except the last of which are negative to the OXK type of proteus . 
On the other hand, the K type of the Malaya and Dutch East Indies typhus, 
and tsutsugamashi disease of Sumatra and Malaya, and also that of Japan, 
are positive to the OXK but not to the 0X19 proteus. There remains the 
group in which the type of the main antigen has not yet been worked out, and 
this includes Rocky Mountain spotted fever of the United States, 4 fievre bouton* 
neuse ’ of Marseilles and Tunis, tick-bite fever of South Africa, and tick-typhus 
of India, in which as a class group agglutinations with the two proteus types 
already mentioned and with the 0X2 type of proteus are obtained, but no 
higher main type agglutinations. Thus some sort of order is gradually being 
evolved by the agglutinin test in this complicated group of typhus fevers, and 
the writer points out that the classification proposed by J. W. D. Megaw 
requires to be modified in the light of these reactions. It is also pointed out 
that cross-immunity between typhus viruses is accompanied by identity of 
the serum reactions to proteus X , whereas failure to obtain cross-immunity 
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coincides with dissimilarity in agglutination reactions, and that all protean X, 
strains have been obtained from typhus cases, although their precise relation- 
ship to the Rickettsia bodies, which are believed to be the causative organisms 
of typhus, has not yet been fully elucidated. 

References. — Med. Jour. 1932, H, 32; \Jour. Amer. Med. Assoc. B. Africa, 
1932, July 23, 453; MMl. Johns Hopkins Hasp. 1932, Aug,, 83; W'rans. Mop. Boo. 
Trap. Med. and Hyg . 1932, Jan. 31, 305; HbkL 1933, July 28, 147. 

ULCER OF THE LEG, CHROMIC. Sir W. I. de C. Wheeler, F.B.C.S.l. 

The work of Dickson Wright and others in the treatment of this common 
group of surgical cases is referred to by A. J. Cokkinis. 1 The treatment is 
usually ambulatory. Ointments, caustics, curetting, etc., arc useless. Venous 
congestion and stasis should be countered by both external compression of the 
limb and obliteration of the stagnant varicose veins. Wright’s technique is 
as follows : Vertical strips of Elastoplast are applied to the naked leg to 
cover the ulcer and so protect it from the edges of the circular turns of the 
bandage. In painful cases Aspirin Powder is blown on to the surface of the 
ulcer. The elastoplast bandage is applied evenly and as firmly as the patient 
can tolerate, each turn overlapping half the previous one. The bandaging 
starts from just behind the toes and includes the whole foot and leg up t<? the 
tubercle of the tibia. It must be very firmly applied to the lower half of 
the leg, though it should not be too tight at its upper two or three turns. The 
patient is instructed to wear a stocking over the bandage, to wash away any 
discharge which may soak through, and on no account to leave off the bandage 
without instructions. Aspirin and Medina! may be prescribed when there is 
much pain and loss of sleep. At the next visit, which will vary from three 
days to a fortnight or more (depending on the size of the ulcer), the elastoplast 
is removed by cutting down the front with scissors and peeling it off. A fresh 
bandage is then applied. The patient is encouraged to keep about and to 
return to work. 

Sodium Morrhuate (2 e.e. of 5 per cent solution) is recommended for the 
injection of the veins. Two or three veins are injected at each visit except 
the first, when one trial injection is employed. The injections are given from 
above downwards, but this is not material. It is particularly necessary to 
obliterate the veins which can be felt in the brawny tissues near the ulcer. It 
is often necessary to continue the injections for months after the ulcers are 
healed in order to prevent recurrence. In cases of extensive varicose veins 
and where injections fail, ligature of the internal and external saphenous veins 
is strongly recommended. The former is ligatured near the saphenous opening, 
the latter can be tied just before it. enters the popliteal space. The operation 
is done under local anaesthesia and, in the opinion of the reviewer, need never 
confine the patient to bed. 

For treatment by Skin-grafting pieces of autogenous skin are buried under 
the granulations in the floor of the ulcer, but the writer thinks there is some 
doubt if skin-grafting materially assists the progress of the ease. 

Reference. — 1 Lancet, 1933, i, 1168. 

ULCER, TROPICAL. (See Tropical Ulcer.) 

UNBULANT FEVER. H. L. Tidy , M.D., F.R.C.P. 

The study of imdulant fever and Brucella abortus infections in human beings 
and in cattle continues to arouse great interest, and many investigations are in 
progress in various parts of the world. Cultures and agglutination tests with 
milk have revealed the surprising extent of bovine infection. An interesting 
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discussion on the subject took place at a joint meeting of the Sections of 
Medicine and .Epidemiology and State Medicine of the Royal Society of 
Medicine in January, 1933. 1 

W. Dalrymple-Champneys gave a brief account of the history (to which Fleet- 
Surgeon W. S. Home subsequently added the statement that the disease was 
unknown in Malta before the Crimean War and appeared in the island after 
the return of the soldiers to Malta). The modern history starts since the War. 
Thus in 1922 only 1 ease was reported in U.S.A., the number increasing to 
1545 in 1931. As to diagnosis, this could be made when there was fever of 
an irregular type with an agglutinating titre for organisms of the Brucella 
group of more than 1 in 100. But a case is on record in which the patient's 
blood serum failed to agglutinate Brucella abortus grown from the patient’s 
blood. Of 115 cases in England and Wales, the organism was isolated from 
the blood in 7 cases of 43, from the urine in 2 cases of 24, and not in any 
of 5 from the faeces. Among these 115 cases there was no instance of a 
veterinary surgeon, butcher, or slaughterman. Professor G. 8. Wilson, 2 how- 
ever, tested the agglutinations of a series and concluded that veterinarians, 
slaughterers, and farm workers frequently became infected with Brucella 
abortus . 

Professor Walker Hall gave the results of the examination of milk in the 
Bristol district. The method adopted was the determination of the presence 
of agglutinins to Brucella abortus in the milk. The following results were 
obtained : (1) Raw churn milk, positive for Brucella abortus in 20 per 
cent ; (2) Pasteurized milk, positive in 31 per cent ; (3) Graded milk, 

positive in 44 per cent. Inoculation into guinea-pigs showed that the 
pasteurized milk was always free from Brucella abortus , but samples of raw 
churn milk with positive agglutinations contained Brucella abortus in a high 
percentage. 

Professor G. S. Wilson stated that latent infections were widespread in this 
country, but rarely caused a titre of 1-100 or over. Pasteurization properly 
carried out — viz., 145° to 150° F. for thirty minutes — always killed Brucella 
melitensis and abortus. 

Detection of Undulant Fever in Hontine Examination of Sera. — ■ 
Emmeline Wade 2 records the results obtained during the examination of 1331 
sera. These were received in the Public Health Laboratory of Manchester 
between January, 1929, and November, 1932, from patients suffering from 
pyrexia, and were all sent for a Widal test, although in a few instances abortus 
infection was suspected. 

Of the 1331 sera, 28 agglutinated Brucella, abortus only, 114 gave a marked 
reaction with B. typhosus , 150 with B. paratyphosus B, and 1 with B. para - 
typhosus A. The sera were tested in dilutions ranging from 1 in 40 to 1 in 
2500. The litres obtained in the 28 cases were : in 14 cases 1-2560, in 10 
cases 1-1280, in 3 cases 1-640, and in I case 1-320. The antigen employed 
in the latter part of the period was a suspension of Brucella abortus supplied 
by the Medical Research Council Standard Laboratory, Oxford. Zonage was 
marked, and there was no agglutination in 1-40 dilutions, and only slight in 
1-80. The remaining sera gave no agglutination with Brucella abortus in any 
dilution. 

In this series agglutinations with the enteric group is nine times as frequent 
as agglutination with Brucella abortus . Calculation from the Registrar- 
General’s statistics for 1929-32 suggests the occurrence of about 300 cases of 
Brucella abortus per annum for England and Wales. It is doubtful, however, 
if any reliance can be placed on this figure. 

Observations in various parts of the country point to 20 to 40 per cent 
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of mixed milks containing living Brucella abortus. The low incidence of 
active clinical infection in tinman beings is surprising and suggests relative 
insusceptibility. Latent and subclinical infection is probably not uncommon. 

The degree of zonage given in this investigation is of importance. Other 
investigators attach considerable weight to agglutinations in dilutions of 1 - 80 . 
Latent" and subclinical infections are likely to escape recognition in such 
circumstances. 

Live Vaccines against Contagious Bovine Abortion. — It has been 
calculated that about, GO per cent of the milch herds of this' country arc infected 
with Brucella abortus J The Ministry of Agriculture issues a live vaccine 
designed to protect Inoculated animals against abortion. The evidence that it 
does so has been severely criticized recently by Sir John McFadyean. 5 Further, 
McFadyean points out that bacteriological investigations have proved that 
animals inoculated with live vaccines may continue to harbour and excrete 
the organisms for long periods, and consequently he considers that inocu- 
lation with living Brucella abortus is indefensible. The use. of the vaccine 
was introduced at a time when little urns known about carriers or human 
infections. 

Surgical Aspects. — W. M. Simpson 6 (America) calls attention to the surgical 
aspects of undulant fever as seen in Ohio. In some cases it may be confused 
with appendicitis and cholecystitis. The organism lias a predilection for the 
genital tract and has relationship to certain cases of tubo-o variant abscess, 
seminal vesiculitis, prostatitis, epididymitis, and orchitis. Joint manifesta- 
tions are common. The author obtained favourable results with specific 
vaccine therapy. 

Diagnosis. — H. €. Yeckel and O. D, Chapman 7 have studied the value of 
the intradermal test as an aid to diagnosis. They used a phenolized heat- 
killed bacterial emulsion. The results were identical with abortus and meli- 
icmis antigens. The optimum time to read the result urns ninety-six hours 
after injection. A series of 250 patients were examined : 14 (5*6 per cent) 
were read as positive, and of these there was only one case which did not show 
a possible undulant fever history or source of infection ; 8 (8*2 per cent) were 
read as pseudo-positives, and 228 (91*2 per cent) as negatives, and apparently in 
these there was no reason to suspect an infection of undulant fever. The test 
is harmless and does not disturb the patient. It may be positive and lead to 
a definite diagnosis in the presence of a negative agglutination reaction. 
Negative agglutination and intradermal reactions exclude clinical undulant 
fever. The skin, however, remains sensitive to the specific antigen long after 
the active infection. 

Treatment. — J. Widal 8 has used Neoarseuobenzol in 7 cases, with favour- 
able results in 6 instances. He recommends an initial dose of 0*8 grm. increas- 
ing to 0*45 grm. Two injections are given weekly, the average total dose 
employed being from 2*5 to 3*5 grm. An injection is commonly followed by 
a sudden drop in temperature, but treatment must be continued until apyrexia 
is stable. Definite recovery usually occurs within one to three weeks of the 
first injection. 

References.—- - l Proc. Roy. Soc. Med. 1933, xxv, 1093 ; Wet. Record , 1932, n.s. xii, 
1240; % Lancet, 1933, i, 1342 ; 4 Ibid. 974 ; 5 Jour. Comp. Pathol, and Th&rap, 1933, 
March, 50 ; Southern Surgeon , 1932, i, 184 ; 7 Jour. Amer. Med. Assoc. 1933, c, 1855 ; 
a Paris med. 1933, i, 223. 

UBJSMIA, {See Apoplexy, Cerebral — Hypertensive Cerebral Attacks ; 

Renal Diseases.) 
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URETER, SURGERY OF. Hamilton Bailey , F.R.C.S . 

Stone in the Ureter.— The antispas n iodic value of immi Visnaga* was 
noticed clinically by A. P. Ibrahim in 1929. K. Samaan 1 has found this drug 
effective in aiding the passage of ureteric calculi. It is superior to papaverine 
or atropine in relieving spasm of the ureter. The dosage recommended is as 
follows : 30 c.c. of a warm 1-40 decoction of ammi visnaga together with 
5 e.c. of 1-10 tincture of the drug is given as one dose. Three doses, and 
occasionally four, are given each day, 

Excretion pyelography has been a great aid in the diagnosis of ureteral calculi, ’ 
If the medium is eliminated equally well from both kidneys, at least one 
knows that there is no ureteral obstruction. M. Wesson and C. C. Fulmer 2 
do not find excretion pyelography of any value in locating a non-opaque 
calculus. In those isolated eases of stones which do not cast an X-ray shadow 
the diagnosis is exceedingly difficult. For the diagnosis of transradiant ureteral 
stones J. A. Jenkins 3 emphasizes the value of the ureteric catheter tipped 
with wax ; when the catheter is withdrawn, if a stone is present, the wax 
will be found to be scored. 

C. P. Mathe 4 advises early Uretero -lithotomy in the following circum- 
stances : (I) Impacted calculi; (2) Stones showing no tendency to descend; 
(3) Calculi in the solitary or bifid ureter ; (4) When it is impossible to make 
repeated cystoscopic treatments. J. A. Jenkins states that cystoscopic manipu- 
lations are justified when the urine is not infected, but operation should be 
resorted to early when infection is present. 

A. M. France 5 has found the following manipulation very successful in dis- 
lodging moderate-sized ureteric calculi. A ureteric catheter is left in 24, 48, 
or 72 hours. As it is about to be withdrawn, sterile water is injected up the 
catheter until the renal pelvis is dilated slightly beyond the point where the 
patient feels renal pressure. The catheter is then withdrawn. These two 
forces acting simultaneously in many instances accomplish their desired purpose. 

B. F. Fillis 6 describes the ureteric bougie made of sea tangle. It is claimed 
that with this instrument any part of the ureter may be dilated safely. 

Multiple Ureters. — A patient with four ureters is reported by O. Addison. 7 
By excretion pyelography a girl, aged 9 was found to have a renal pelvis and 
two separate ureters on each side. Urine collected from each of the four 
ureters was shown to be heavily infected with B. eoli. Other cases of patients 
with four ureters are reported by P. Williams 8 and by H. Alstraldi and 
F. Martinez 9 ; the latter authors point out how easily a double ureter is 
demonstrable by excretion pyelography. 

The Treatment of Pyelitis of Pregnancy.— The majority of cases of 
pyelitis of pregnancy respond to medicinal treatment. G. S. Foulds 10 recom- 
mends that a glass of Fluid be taken every half hour during the day and every 
hour during the night while awake. Alkalis are administered freely until 
the urine is thoroughly alkaline as tested by litmus. When the symptoms 
have abated, in about a week or ten days one may switch over to Hexamine 
and a urinary acidifier, of which Ammonium Chloride is best. When the 
treatment fails, treatment by urological measures must be invoked. Ureteral 
Catheterization and Lavage of the Kidney Pelvis is ideal treatment. 
Foulds leaves the catheter in place forty-eight hours if possible, and keeps 
washing out the pelvis with normal saline. Only very occasionally does he 
employ antiseptics, and then 1-3000 Acriflavine. If these measures are 
adopted in time, Foulds is convinced that it should be necessary only on the 


* Tinet. Ammi Visnaga may be obtained from The British Drug Houses Ltd., Graham 
Street, City Road, London, N.b 
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rarest occasion to empty the uterus because of persistent pyelitis of premmnev 
(See also Urinary Antiseptics.) s 

Injuries to the Ureter during Hysterectomy. !, .jury to a ureter duri„„ 
the course ol a difficult hysterectomy is not a rare accident, (; Vineentn 
describes various forms of the lesion. The ureter may be sectioned tr- s 
versely or obliquely, or a piece may he removed from its side will- 
sometimes occluded by a ligature, or ligation in its immediate neighbour) nod 
can cause an obstructive kink. Finally, especially after cautery open, t font 
&STT* cervix, necrosis followed by a urinary fistula results. Ze 
Mte of the lesion is usually in the broad ligament near the uterine arterv but 
rt sometimes occurs higher up in the region of the suspensory liganmnt ; 
the ovary The injury may be (1) recognized at the time of the i, ,' 
(2) during the immediate post-operative period, or (3) later We shMiH /’ 
here to the types (1) and (2). K " 8 alJ u ‘* er 

B,. V. Day** says anuria after hysterectomy usually means lotion of a 
ureters. In such eases he advises immediate bilateral Nephrostomv t * 
attempt to explore the pelvis where structures are cedematous amWnatted° 
eombmed wdh an uncertainty of finding the occluded ureter, is t“l 
(Usaster Nephrostomy ,s a certain method; when the patient is onf of 
immediate danger is time enough to attend to the actual lesion This ah! 
Ascribes the ease of a woman of 28 whom he saw four ,i„v u n hor 

«on for hysterectomy She had 

bladder was empty. Day performed bilateral nephrostomy. Two 
the left ureter was transplanted into the bladder. It was found He • . I 
ureter had been sectioned too high for anastomosis tJh tl, p ,1"^ 
nephrectomy was performed on that side. The patient ™ T ’ 

Day refers to a case of Caulk’s : Both 

of a hysterectomy. Caulk performed bilateral nephrostomv , ” rse 

hysterectomy. On the fifty-eighth day both nephrostomy wounds 
urine coming normally from both kidneys. Five years later the \ , ’ ® 

seen, and had been perfectly well in the interval. ^ Them can be Hu !"t 
that the correct immediate treatment in such eases is noniiivv^/ J r . 0u . bt 
to the ureters during hysterectomy could largely "be prevented if as ’ , i!T”* S 
ary to the operation ureteric catheters were nised and mo „ pi ® , I un “ l : 

Urinary fistula following accidental wounding of the ureter !w?'~ /*' 15 
iCtomy arc usually external: the leak oMmva i \t,' , f In ^ hy^t^r- 

>r through the vagina. G. h. Hunner and II S *if ' 1 J< " mi,lal vvol ">d 

mites - Although the peritoneal cavity becL^il with .U-," r' * WH ”l try 
I week the patient was not ffravelv ill qj C * Umie (or more than 

mplanting the proximal end of ’the cut urefo! fom Hwldfo “"■“ nM, J or / ly 
toJteained well, 1 ■ :.r. ■ '/ r mt0 Madder. and she has 

For the treatment of urinary fistula, following dainam. to t,„ , , . 

lysterectomy no definite rules can be laid down . 7 1 ureter during 

m its merits. If the ureter can bTpmv^ W "T ' bc 

Proximal End into 

:ation into the bowel offers an ‘ In other 

that, when it is T***""*- W. 

i of the ureter into the Mod ^ >e ' St r J‘l»'*>Kvc measure 

is seldom satisfactory even ide i mi ' i0m,,sis of the cut ends 

segmental atony o? “ nastomosis oftcu 

&ep X rays has been tried with * supenmposed infection, 
/side and tims^ugS the "folk ° T T^ U 
ickner’s 15 patients in which deen v ^ reports 

lHI dee P X *3* were tried the method 
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Showing the position of the patient upon the X-ray table. 
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Implantation of the Ureters into the Bowel. Much attention is still 

being' directed to perfecting the operation of implantation of the ureters into 
the bowel (C. A. R. Niteh ltt ). It. C. Coffey, 17 whose name has been closely 
associated, with the evolution of urctcro-inlcstiiml anastomosis, presents his 
third method for its performance- Technic a” lie calls it. The operation 
is carried out in two stages, one under being implanted at a time. The 
principle of the method is illustrated in Plate LV. The end of the ureter is 
ligated. A double strand of silk, penetrating the mucosa of the bowel and 
the ureter, is tied tightly. This cuts through in forty-eight hours to three 
days, completing an anastomosis between the lamina of the ureter and the 
colon. Coffey has shown by animal experiments that this is the safest of 
all methods, and he states that because of its simplicity it seems destined 
to assume an important role, 

P. N. Walkcr-Taylor 1 8 suggests implanting the ureters by means of a 
‘harpoon 5 . The method will be rendered clear without description by reference 
to Plate LVL 

'References. — 'Brit, Jour. Urol . 1113:1, Sept.; KA mer. Jour. Roentgenol. 1932, July; 
* Austral, and N. Z. Jour, Rurg. 1932, July, 21 ; *Jour. of Urol. 1932, Aug. ; h Arner. 
Jour. Surg. 1933, Jan. ; 9 Jour, of Urol. 1932, Jan., 117 ; 1 Brit. Med. Jour. 1932, ii; 

1008 ; H Jour. of Urol. 1933, Sept., 271 ; 9 Arch. dm Mai. dm Reins et des On j. am. -until 
1933, vii, 361 ; l HUmad. Med. Assoc. Jour. 1933, Feb., 172 ; 11 Arch.- des Mai. des 
Reins el des Org. gen.-urm. 1932, vi, 607 ; 12 Jour . Amer. Med. Assoc . 1932, Dee. 3, 1942 * 
19 Jour. of Urol. 1 932, Sept., 333 ; u lhid. July, 36 ; u> Zentralb. /. Gynakol . 1931,’ 
Oct., 3 ; x *Proc. Roy. Roc. Med. 1932, July, 1413 ; 11 Jour. Amer. Med'. Assoc. 1932, 
Oct. 15, 1320; Austral. and N. Z. Jour. Rurg. 1931, i, 158, 

URETHRA, SURGERY OF. Hamilton Bailey, F.R.C.S. 

Urethrography. — Visualization of the male urethra is a diagnostic asset in 
many cases of stricture, diverticulum, and other diseases of the urethra. It 
is also an invaluable method of investigating the cause of unsatisfactory 
results after prostatectomy (E. G. Crabtree and M. L. Brodncy 1 ). M. A. 
Nicholson and M. J. Fiala® have improved the 
technique of urethrography, and, judging by 
the urethrograms produced in their paper, 
urethrography has now reached a pinnacle of 
perfection. The position of the patient upon 
the X-ray table is important and Plate LVU 
shows this clearly. A valuable and almost 
necessary piece of apparatus is the penile clamp 
devised by Knutsson, of Stockholm (Fig, 99), 

Heavy lipiodol diluted one-half with oil of 
sesame is employed for the injection. The oily 
mixture, is injected at body temperature with 
a 25-c.c. syringe, which is ample for almost all 
cases. When there is spasm of the compressor 
urethrae the patient is asked to make a slight 
effort at urination, and with a moderate increase of pressure the fluid passes 
through the posterior urethra. 

Rupture of the Urethra. — For complete intrapelvie rupture of the urethra 
J. H. Powers 3 opens the bladder suprapubioally. Be then threads a catheter 
down the whole length of the urethra. The tip of the catheter is made to 
protrude through the suprapubic wound. It is kept there by attaching the 
tip to a wooden spatula by means of silkworm gut sutures. The tongue 
depressor lies on the abdominal wall just above the pubis. The bladder is 
drained by aspiration through a de Pezzer’s catheter. During the later stages 
of treatment in one ease there was difficulty in passing a bougie. Powers 



Fig. Dli, — Knutsson’s clamp 
for use in urethrography. The 
rubber-covered arms encircle the 
glams while lipiodol is injected. 
The clamp is then tightened, 
which prevents the opaque medium 
from running out while the radio- 
graph is being taken. 



Urethra, Surgery of 


512 


MEDICAL ANNUAL 


introduced a cystoscope into the suprapubic wound, and by this means was 
enabled to pass a ureteral catheter through the internal meatus and thence 
along the whole urethra. Furthermore, he finds that, suprapubic cystoscopy 
is valuable in determining the effectiveness of subsequent dilatations of tile 
urethra. By looking into the bladder from above while passing a sound from 
below, it is possible to see if the tip of the instrument emerges through the 
internal meatus. 

For that depressing aftermath of complete intrapeivic rupture of the urethra 
which is seen too often, and which is largely preventable by correct treatment 
at the time of the accident— we refer to a young boy with an impermeable 
stricture and a suprapubic fistula — there is now an effective line of treatment. 
On such a case C. Haines 4 in 1926 performed Coffey's operation of ureteral 
transplantation. The patient has remained well, and has perfect rectal control 
of urine. 

References. — V ow. of Urol. 1933, March, 235 ; 2 Jbid . 400 bV. Y. Stale Jour 
Med . 1932, Oct. 5, 1188 4 Jour, of Urol 1933, March, 285. 

URETHRAL € ARUM OLE. Beckwith Whitehouse, M.S. , F.B.C.S. , F.C.O.G. 

Local tenderness and soreness on micturition in middle-aged and elderly 
women are often associated with the presence at the urethral orifice of a 
so-called ‘caruncle’. This term is commonly applied to a localized overgrowth 
of mucous membrane situated usually on the floor of the canal in close relation- 
ship to the orifice of ‘Skene’s ducts’ or glands. The majority of local caruncles 
take on the character of a granuloma, and some are extremely vascular and 
may almost be regarded as telangiectatic papillary or mucoid polypi. The 
etiology of these small vascular granulomata is probably intimately bound up 
with a coexisting chronic inflammation of the urethral and para-urethral 
glands. Certainly in many cases it is possible to express a purulent or muco- 
purulent secretion from the ducts of these glands, if the urethra is ‘milked’ 
from behind forwards. It is well known, of course, that these small bright-red 
vascular polyps are highly sensitive on contact, but care must be taken not 
to label as a caruncle any tender everted mucosa or overgrowth which presents 
unusual sensibility. Many small local lesions at the urethral orifice are wrongly 
termed ‘caruncles 1 , and mistakes are commonly made in the case of local 
eversions of the urethral mucosa which have become congested and chronically 
inflamed. A protruding portion of urethral mucosa, although not usually 
tender, may be extremely sensitive, and under such circumstances may be 
readily confused with a true caruncle. The position of the urethra 1 orifice* in 
relation to the local projection should suffice to prevent mistakes of this kind. 

Treatment. — The treatment of a urethral caruncle is cither excision or 
radiation. The technique of Excision has recently been described by T. A. 
Ferrier, 1 who stresses the importance of excising the whole of the basement mem- 
brane from which the caruncle arises. After removal the base is cauterized 
with a small electric cautery such as is used in the nose. The author cautions 
against the use of deep figuration or deep cautery owing to the risk of 
producing subsequent stricture. 

The treatment of urethral caruncle by Radium is advocated by K. E. 
Houcks 3 . He employs a 25-mgrm. tube protected by 0*5 mm. silver and a 
1-mm. brass tube enclosed in rubber 1*5 mm. in thickness. The radium tube 
is kept in position for five or six hours by means of three dummy tubes, one 
being placed in each para-urethral fossa and the third passed along the anterior 
wall of the vagina. The vaginal ‘dummy’ tube is fixed to the three anterior 
tubes by means of guttapercha. The urethra is subsequently irrigated twice 
daily and the urine rendered alkaline by appropriate medication. [The 
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author is enthusiastic with regard to the results of radium therapy in the ease 
of urethral caruncle, but the method appears to us to be cumbersome and 
unattractive in face of the excellent results which are associated with the little 
operation . — B . W . ] 

References.- — - l Amer* Jour. Surg ., 1930, viii, 403; *Amer. Jour. Roentgenol. 1929, 
xxi, 537. 

URINARY ANTISEPTICS. (See also Pharmacology and Therapeutics,) 

Hamilton Bailey , F.R.C.S. 

There are a bewildering variety of urinary antiseptics on the market. At 
a discussion on the relative merits of these drugs certain American urologists 1 
expressed scepticism as to the value of any of them, several of the speakers 
stating that the best urinary antiseptic was water and plenty of it 1 The 
following drugs have been proved, to the satisfaction of the investigators 
concerned, to be valueless : caprokol and xnethenamine (E. Davis and J. C. 
Sharpe 1 ), hexy Resorcinol, pyridium, and lielmitol (Mitchell and Scott). 

Sodium Acid Phosphate : its Failure as an Acidifier of the Urine.— 
Every practitioner will have met with cases of alkaline cystitis where prolonged 
and liberal doses of sodium acid phosphate have failed miserably to alter the 
reaction of the urine. The shortcomings of this well-tried drug led D. It. 
Mitchell and J. M. Scott, 2 who have been closely investigating urinary aeidi- 
liers, to try acid ammonium phosphate experimentally and clinically. They 
are satisfied that both acid ammonium phosphate and ammonium chloride are 
superior as acidifiers of the urine to sodium acid phosphate. They recommend 
the following prescription. 

R Acid Ammon. Phos. gr. xx 

Syr. Limonis 3 ss 

Aq. ad 3 * j 

t.d.s. p.c. 

There are at least a few urinary antiseptics which experimentally and 
clinically appear to fulfil their mission. 

Neo tropin. — At a meeting of the Berlin Urological Society 3 many speakers 
referred enthusiastically to neotropin as a urinary antiseptic. The usual dose 
of neotropin is two dragees by mouth, with copious draughts of barley water. 
H. Lett 4 writes : “ I have had more success with neotropin than with others, 
but it must be given with caution and the dose increased slowly, omitting the 
drug for two days out of every seven. In one patient it caused troublesome 
diarrhoea Neotropin is equally effective whether the urine be acid or alkaline. 

Hexamine. — 

II examine by Mouth. This has stood the test of time, and in a well-acidified 
urine D. R. Mitchell and J. M. Scott 2 state that it cures one-third of all cases 
of pyelitis and cystitis, providing that there is no ‘underlying surgical lesion. 
When this drug is administered they recommend that it should be given, not 
with acid sodium phosphate (see above), but with ammonium chloride in the 
following mixture ; — 

R Ammon. Chloride gr. xx 

Hexamine gr. x 

Liquid Ext. of Liquorice III xxv 

Aq. ad 3ij 

Not only is ammonium chloride a better acidifier than sodium acid phosphate, 
but it possesses another great advantage— a mixture containing ammonium 
chloride and hexamine remains stable for more than two weeks, whereas, as 
is well known, when sodium acid phosphate is used the hexamine must be 
prescribed separately. 
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Intravenous Hemmme.— H. Bailey® has found intravenous urotropine 
(Schering) exceedingly effective in the acute stages of pyelitis ; 5 e.e. of the 
40 per cent solution are injected daily or twice daily until the temperature falls. 

Acriflavine .—Providing the urine is alkaline (and in an alkaline urine only) 
E. Davis and J. C. Sharpe 1 have proved that acriflavine exerts an antiseptic 
action against the colon bacillus and the staphylococcus. Acriflavine is adminis- 
tered in doses of 0-2 gnu. in capsules. 

Referring to the alkalization of the urine there appears to be general agree- 
ment that potassium citrate is satisfactory. G. S. Simpson 6 says, 44 1 am 
convinced as to the value of alkalis during the acute stage of pyelitis He 
recommends 2 drachms of potassium citrate every two hours until the urine 
becomes alkaline, and the only way of telling this is to test the urine with 
litmus. 

Ketogenic Biot. — The treatment of intractable urinary infections by the 
use of a ketogenic diet has received considerable attention this year. The 
production of ketonuria of a pH of 5*5 renders the urine highly bactericidal. 

A. L. Clarke 7 describes fully, with the diet sheet, the technique of the treat- 
ment. D. M. Dunlop 8 explains that the ketogenic diet contains a minimum 
of carbohydrate, a small quantity of protein, and the maximal quantity of fat. 
A normal diet contains about 800 grm. of carbohydrate. This amount has 
to be reduced to about 15 to 30 grm. before adequate ketosis is produced. 
D. Band® states that the ketogenic diet proved satisfactory when it was tried 
at Edinburgh Royal Infirmary upon a series of cases of intractable chronic 
pyelitis. In another series of 11 cases of very chronic urinary infection 
treated by the ketogenic diet by D. M. Dunlop, 5 were apparently cured, and 
1 benefited considerably. (See also Pyelocystitis ; Pyuria in Children.) 

References . — 1 Jour. Amer. Med. Assoc* 1932, Deo. 17, 2097 * z Brit. Jour, Urol. 1933, 
Sept., 225 ; 8 Meeting of Berlin Urological Society, 1931, Oct. ; 4 Clinical Jour. 1932, 
Dec., 592 ; 5 Practitioner , 1933, March, 342 ; 6 Medical Forum, 1933, i. May ; 7 Lancet , 
1932, ii, 511 ; s Proc . Roy . Soc. Med. 1933, Jan., 217 ; •Ibid., 217 ; Helmholz, H. F. s 
Jour . Amer. Med . Assoc. 1932, Oct. 15, 1305. 

URINARY TRACT SURGERY IN CHILDREN. 

John Fraser , Cliff., FJt.C.S.Ed. 

H. P. Winsbury-White 1 gives an interesting review 6f the present position 
of urinary tract surgery in the child. He covers a wide field and quotes cases 
illustrative of the various conditions under discussion. He recalls the often 
overlooked fact that painful and frequent micturition in a male baby may 
proceed from a small meatal ulcer , and he reminds us that a similar state of 
affairs may result in the female from a vulvo- vaginitis. He stresses the 
importance in female children of examining the external genitals and particu- 
larly the cervix uteri, and of investigating the bacteriology of the part. He 
recommends that the examination be carried out by fitting a special tube to 
an anterior urethroscope, Winsbury-White is particularly interesting on the 
question of stone. He recalls that the disease is less common than formerly, 
and he attributes the decreasing incidence to improvement in conditions of 
feeding and of general hygiene. He quotes McCarrison’s experiments in this 
connection, the summary of which is that when whole-wheat flour or oatmeal 
composes the major part of an unbalanced diet stone formation is apt to result. 

When the error of hypospadias arises Winsbury-White employs a special 
modification of BucknelPs operation, transplanting the foreskin on to the front 
of the scrotum, so that its mucous membrane surface is superficial. This 
tissue is subsequently employed in the formation of the deficient urethra. 

Intravenous ' urography has come to be ■ accepted as a safe and valuable 
method of investigating renal, urethral, and even bladder errors, and it is 
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evident that for technical reasons it is particularly valuable in children. F. F. 
Schwentker 2 describes his experience in a series of 56 cases. Xopax (00 per 
cent) was the substance used. In children over two years of age no special 
preparation was followed, but in younger children it. was found important to 
ensure the evacuation of gas from the intestine by administering Fituitrm 
thirty minutes before the injection, following this by abdominal massage for 
ten minutes. The. dosage is estimated in a ratio of 00 c.c*. of the 00 per cent 
solution for each kilo of body weight, and it is recommended that five to ten 
minutes should be occupied in the injection. The dosage is three times 
greater than that employed in the adult, but the author states that this 
concentration is necessary if good visualization is to be obtained. In no case 
did toxic symptoms develop. X-ray examination was made at intervals of 
fifteen, forty-five, and ninety minutes after the injection, and no fluids were 
allowed until after the forty-five minutes had passed. 

Discussing the matter of results, the author says that in children below the 
age of two years the results are not very satisfactory, about 85 per cent only 
being sufficiently definite to be of use in diagnosis. The proport ion of good 
results in older children is better, being about 65 per cent. The reasons 
advanced in explanation of the poor results in small children are restlessness 
during the X-ray investigation, the presence of intestinal gas, and the small 
bore of the ureter. The final conclusion is that, in view of the simplicity of 
the intravenous method, it has a definite place in the urological work of child- 
hood, but the results which it show's are probably not so constant, so readable, 
or so reliable as those obtained by the retrograde method. 

Hemipyonepkrosis (a pyonephrosis of half a reduplicated or double kidney) 
is reported by M. F. Campbell 3 as being a more frequent occurrence than is 
generally recognized. He believes, however, that the condition is, rarely dia- 
gnosed. He reports four cases, all except one (a girl of 5 years) being less than 
2 1 years old. All were subjected to examination because of so-called chronic 
pyelitis. In three instances a uretero-heminephrectomy was successfully per- 
formed ; in the remaining two cases it was necessary to carry out a nephrectomy 
(Figs. 100, 101). 

The record is of interest for two reasons : it illustrates the importance of 
a detailed urological examination in any persistent case of pyelitis, and it 
demonstrates the possibility of eliminating the infected segment without sacri- 
ficing the entire kidney tissue on the diseased side. 

Referen ces . — l Lancet, 1932, ii, 1317 ; HhilL Johns Hopkins Hasp. 1932, Nov., 318; 
3 AL mer. Jour . Surg. 1933, July, 85. 

UTERUS, FIBROiBS (FXBROMYOMATA) OF. 

Beckwith Whiiehouse, M, X, FJLCH., Jh\C*OJL 

Twenty per cent of all women over the age of 35 years have been shown by 
autopsy to possess fibroid tumours in their uterus. In the ease of negresses 
this figure has very considerably to be augmented. Many of these patients 
suffer not the slightest inconvenience from the presence of these neoplasms, 
and quite often are entirely without knowledge of their existence. Since the 
modern treatment of uterine fibroids is either surgical, radiological, or expec- 
tant, it is a matter of considerable importance to decide into which category 
a given case falls when a fibromyomatous uterus is discovered, possibly by 
chance. The problem is well discussed by the late William P. Graves in the 
article contributed by him to the new work on obstetrics and gynaecology 
edited by Arthur H. Curtis. 1 

Whilst it is unnecessary to treat every fibroid that ong encounters, the 
author observes that only the symptomless tumour should receive expectant 
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treatment. This, however, must not be misconstrued to indicate that all 
symptomless cases should necessarily be left alone. Some of the most 
dangerous tumours are entirely without symptoms. The second cardinal rule 
which Graves enumerates is that only small tumours should be treated expec- 
tantly. In this connection the size of the tumour must naturally be considered 
in relation with its position in the uterus. A tumour of comparatively small 
size situated in the lower uterine segment has infinitely greater potentialities of 
danger than a growth of similar dimensions situated at the uterine fundus, and 
therefore calls for earlier removal even in the absence of symptoms. Graves’ 
third rule is that from the late thirties small subperitoneal and interstitial 
fibroids do not in the majority of eases increase to a dangerous size. On the 
other hand, during the late twenties and early thirties these tumours tend to 
grow quite rapidly, and if expectant treatment is adopted it is necessary to 
keep a very careful w r atch over the situation. A few months’ neglect 
at these ages may make all the difference between myomectomy and 
hysterectomy. 

Large symptomless tumours should only be treated expectantly in the presence 
of some constitutional contra-indication to surgical interference. Sooner or 
later these large neoplasms are almost certain to cause trouble, and, as Graves 
very truly says, after the menopause as well as before it. “ The expectant 
treatment of large fibroids — ‘ waiting for the change of life ’ — is illogical, and some 
of the most tragic events of old age occur in myomatous women who waited 
for the false benefits of the climacteric.” 

The surgical treatment of myomata is radical, and includes Hysterectomy, 
either total or subtotal, and Myomectomy. The advantages of myomectomy 
over hysterectomy and total over subtotal hysterectomy have been discussed 
in recent issues of the Medical Annual, and it is unnecessary again to 
emphasize the views there expressed. After the menopause abdominal myo- 
mectomy is very rarely required, except perhaps in the ease of a pedunculated 
subserous tumour which has given rise to symptoms. 

Degenerating submucous tumours are best removed by Vaginal Myomec- 
tomy. Such neoplasms are commonly the seat of a streptococcal infection, 
and if laparotomy is performed there is a grave risk of infecting the general 
peritoneum. 

Radiation, preferably with radium, is an extremely useful therapeutic 
measure during the fifth decade in the case of small fibromyomatous tumours 
associated with severe uterine bleeding. The haemorrhage is usually men or- 
rhagic in type, and can be controlled effectively if a sufficiently large dose of 
intra-uterine radium is employed (at least 50 mgrm. Ha EL for 72 hours). 
Although deep Roentgen-ray therapy may be successful in controlling dangerous 
bleeding from the uterus in a case suitable for radiation, radium possesses 
certain advantages over the former. The most important is the opportunity 
afforded to conduct a thorough examination of the pelvic organs under anaes- 
thesia, including biopsy of the endometrium and cervix — precautions which 
are commonly neglected with Roentgen-ray therapy. Secondly, irradiation is 
directly applied by means of radium to the bleeding uterine surface and can be 
controlled more accurately than X rays to suit the requirements of the ease. 
Lastly a single application of radium usually suffices to check the symptoms. 
In neither method, of course, does radiation cause disappearance of the tumour, 
although some atrophic regression or degeneration may supervene upon the 
artificial menopause so induced. 

During the third and early fourth decades the conservative operation of 
myomectomy is the therapeutic measure of choice. Radiation is not a con- 
servative method of treatment, since to be effective it must be used in sufficient 
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dosage to sterilize the individual On the other hand, .myomectomy is, accord- 
ing to Graves, “one of the most satisfactory operations of modem gynecology.’ 5 
The operation is not easy, and requires skill and a proper technique, but the 
results in capable hands fully justify the position that it now holds. Should 
uterine ' bleeding recur after myomectomy has been performed as a result of 
endometrial hypertrophy, it should then be dealt with by radiation. 

Reference .- — 1 Obstetrics and Gynaecology, 1933, ii, 784, Philadelphia and London, 
W. B. Saunders Co. 

VACCINATION. ■ J. IX liolleaton , M.IA, F.TLC.P. 

Symptoms and Complications. — In a paper on vaccination in early infancy , 
O. Jelinek 1 records his observations on 30 infants vaccinated by him, 22 of whom 
were aged from 9 days to 9 weeks and 8 from 9 weeks to G months : 25 (over 80 
per cent) gave a positive result. In most cases the operation was performed 
only once, and in only 4 had it to be repeated from two to four times. In 
several cases an ulcer formed at the site of vaccination, was slow in healing, 
and was accompanied by considerable constitutional disturbance. In 19 eases 
in which vaccination was repeated in from one to three months after the primary 
insertion, 5 showed well-marked pustule formation with a surrounding inflam- 
matory area and glandular swelling. In another 20 eases intraeutaneous vac- 
cination was performed, with two failures, and severe general and local reactions 
in several Instances. Jelinek comes to the conclusion that vaccination should 
not be made compulsory in early infancy owing to the frequency of failures 
and the occurrence of severe reactions. 

S. W. Marick 2 states that generalized vaccinia comprises two groups of cases. 
In the first group, in which there is a skin lesion such as eczema or impetigo, 
generalized vaccinia is due to direct or indirect contact with the vaccination of 
the same or some other person. Death sometimes occurs in this group, to 
which the name ‘eczema vaccinatum 5 has occasionally been given. The second 
group, which is very rare, has been called true or ‘spontaneous vaccinia 1 , 
though ‘hsematogenous’ or ‘metastatic vaccinia 5 would be a better term. 
Whereas in the first group the lesions usually develop at the same time as the 
primary vaccination, in the second group the generalization usually takes 
place nine to eleven days after vaccination. Usually it follows a well-marked 
take, but it is very apt to run a mild course. Marick records an example in a 
girl aged BJ years, in which primary vaccination took very strongly and was 
followed eleven days afterwards by the eruption of several papules on the 
forehead and later on the body. The lesions continued to appear for over 
three weeks. No secondary fever ensued, but four weeks elapsed before com- 
plete recovery took place. 0. J. de Vere Shortt* records a fatal ease of 
generalized vaccinia in a previously healthy baby aged 3 months. The lesions 
were distributed over the face, scalp, wrists, left thumb, right buttock, right 
leg and thigh, and both soles. Death took place on the twenty-seventh day. 
Post mortem the liver and spleen showed areas of necrosis having the characters 
of the vaccinia lesions, but the other organs, including the brain and spinal cord, 
were normal. 

F. W. Lynch 4 reports a case of generalized pemphigoid vaccinia in a 6-months 
female foetus who was bom twenty-seven days after the mother’s vaccination, 
the eruption consisting of umbilicated pustules and flaccid bullae. The child 
was born alive, but soon died. 

B. Kuypers, 6 who records 24 illustrative cases, states that while chronic 
splenomegaly in the newborn is rightly regarded as evidence of congenital 
syphilis, a subacute and transient enlargement of the spleen may be due to other 
causes such as cutaneous suppuration and ordinary vaccination. According 
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to Lereboullet (see Medical Annual, 1982, p. 569), who first described its 
association with vaccination, splenomegaly is found in 46 per cent of the new- 
born after vaccination. It lasts a few days longer than the vaccination pustule 
and disappears at the end of a month at the latest. 

H. N. Brunnitzer 6 made a study of the local leucocyte picture in four infants 
after primary vaccination, and in accordance with what he had found in examin- 
ation of the general leucocyte picture lie was unable to detect any changes 
characteristic of vaccination. 

According to R. Jorge 7 the characteristic features of post-vaccinial encephalitis 
are as follows : (1) It is a recently described condition, the first eases having 
been recorded in 1922. (2) Geographical distribution is very unequal. England 

and Holland are the countries most affected, and an appreciable contingent is 
supplied by Austria, Germany, Norway, Sweden, and the United States. (3) 
The neurological symptoms are specific, and the histological picture uniform 
and characteristic. (4) It has no connection with lethargic encephalitis or 
acute poliomyelitis. (5) It is most frequent after vaccination between 8 and 
18 years and on the tenth and thirteenth day after vaccination. (6) Its very 
low morbidity is in striking contrast with its very high mortality (58 per cent 
in England and 43 per cent in Holland and the United States). The arguments 
in favour of encephalitis being due to vaccine lymph are as follows : (1) The 
relative constancy of the incubation period ; (2) The curative effect of 

antivaceinial serum; (3) Recovery of the virus from the tissues of the vac- 
cinated person or animal ; (4) Experimental vaccinial encephalitis, of which 
Van Bouwdyk Bastiansee reports a case in a calf and Flexner one in a rabbit. 

A case of post-vaccinial encephalitis accompanied by diabetes insipidus is 
reported by H. R. Roehm. 8 The patient was a boy, aged 7£ years, who on the 
seventh day after successful vaccination with glycerinated calf lymph developed 
polyuria and polydipsia with fever, headache, and chills. A marked change 
took place in the child’s disposition. He became irritable and emotional, and 
the tendon reflex became much exaggerated. Subsequently improvement took 
place in his general health and disposition, the urinary symptoms slowly,, sub- 
siding under treatment by pituitary extract. Roehm has found only one* Jt her 
case on record, reported by Fulgham and Beykirch®, of post-vaccinial enceph- 
alitis with urinary symptoms. 

W. Ivoelzer 10 maintains that the best method for preventing the occurrence 
of severe vaccinial reactions is the reduction in the number of insertions from 
four to one measuring § to 1 cm. in length. A dilution of lymph of 1-2000 
should be used, as weaker dilutions are liable to prevent a ‘take’. Owing to 
the likelihood of the protective power of vaccination being reduced when only 
a single insertion is employed, revaccination should take place in the fourth 
and ninth years of life, one insertion being used for those whose primary vacci- 
nation had been unsuccessful and two in those in whom it had taken. The 
third re vaccination should be performed at 12 years of age with four insertions. 
Owing to the population being usually inadequately protected from the middle 
of the fourth decennium onwards, a fourth revaceination should be strongly 
recommended at the age of 35. 

J. B. Marin, J. S. Martinez, and J, M. Aguilar, 11 who report their observations 
on 150 cases of intmcutaneous vaccination , illustrate the efficacy of the method 
by the fact that revaccination of 117 of these eases by scarification a month 
after intmcutaneous vaccination was invariably negative. The duration of 
immunity to small-pox after intmcutaneous vaccination is at least 4 years 
according to Leiner. The advantages of the intracutaneous method are that 
it leaves no scar, causes little or no febrile reaction, enables washing to be 
continued without risk of auto-inoculation, and is specially suitable for cases 
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of skill disease where the ordinary method is contra-indicated. On the other 
hand, the drawbacks of the method are that the dilutions of lymph required 
do not keep their virulence so long, that the method is more complicated, and 
sometimes there is an intense general reaction, while post-vaecinial encepha- 
litis is as likely to follow the intracutaneous as the ordinary method, 

K. Kundratitz 12 also carried out similar observations on the duration of the 
immunity conferred by intracutaneous vaccination in 148 children, and found 
that after 5 to 7 years 79*8 per cent showed various degrees of cutaneous 
immunity, while 2(5*2 per cent had lost their immunity. He concludes that 
intracutaneous vaccination provides a sufficiently long protection against 
small-pox to justify employment of the method. 

References. — J Arch. f. KinderheUk. 1932, xcix, 95; *Areh. of 'Fed. 1932, Aug. 552 • 
Hied. Press and Giro. 1933, i, 214 ; *Arch. Dermatol . and Syph , 1932, xxvi, 997 ; ''These, 
de Paris, 1933, No. 1 ; *Zeits. /. KinderheUk. 1932, liii, 133 ; 17 Bull, Off. internal. d’Hyg, 
pull. 1932, xx iv, 2138; KImer. Jour. Dis. Child. 1932, xliv, 1293; 9 Jour. Amer. Med . 
Assoc, 1929, xcii, 1427 ; 10 Jahrb.f. KinderheUk. 1932, cxxxvii, 91 ; u Oronica med. 1932. 
xxxvi, 457 ; 1 ^Wien. med. Woch. 1932, Nov. 5, 1398. 

VARICELLA. (See Chicken-pox.) 

VARICOSE VEINS. (See Blood-vessels, Surgery of; Ulcer of the 
Leg, Chronic.) 

VARIOLA. (See Small-pox.) 

VAS DEFERENS, SURGERY OF. (See Testis, Surgery of.) 
VERNAL CATARRH. (See Conjunctiva, Diseases of.) 

VERTIGO : OPERATIVE TREATMENT OF MENIERE’S DISEASE. 

Geoffrey Jefferson , M.S., F.R.C.S . 

The treatment of Meniere’s disease has long been a baffling problem. The 
clinical picture presented by these cases, with their sudden attacks of violent 
dizziness causing the patients to fall or to clutch at anything which will sup- 
port them, the vomiting that often follows, the brief prostration after an 
attack, the deafness which they all present in varying degree either in one ear 
or both, is clear-eut and easily recognized. No less dreadful than the acute 
discomfort of these recurring attacks is the fear which they engender and t he. 
sense of insecurity and lack of confidence which they bring. It is but rarely 
that any serious harm has come to a patient through a fall in one of these 
attacks, but the patients achieve security only by the greatest curtailment 
of their activities, and in traffic never feel safe. Pathologically the condition 
is always stated to be due to- haemorrhage into the labyrinth, but there is no 
evidence to support this view. We now believe the condition to be due to 
sclerosis of the auditory nerve or of its endings. Not only is the acuity of 
hearing depressed, but the vestibular portion of the nerve can be shown to be 
defective by the caloric and galvanic tests. Classically the state is ’unilateral, 
but it is not uncommon for some depression of function of the eighth nerve 
to be present on both sides. When this is so, one side is invariably worse 
than the other. It is surprising how well the patients are subjectively aware 
which ear it is that is at fault. W. E. Dandy some time ago proposed Intra - 
cranial Division of the Eighth Nerve as a cure fox the condition. He 
reports 30 cases operated upon without a single fatality. 1 In two of the early 
cases the facial nerve was injured, but it is generally a simple enough matter 
to separate the eighth from the seventh and to cut it cleanly. 
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H. W. B. Cairns and Russell Brain 2 also have reported 4< personal eases with 
excellent results. These observers noted diplopia as a transient phenomenon 
after the operation, and believe it to be of the same nature as the skew-devia- 
tion of the eyeballs seen after auditory neurotomy in animals. The diplopia 
lasted from one to three weeks after operation, and was clinically unimportant. 
In selecting patients for operation the chief differential diagnostic points lie 
between four conditions : the acute vertiginous attacks that sometimes herald 
the onset of disseminated sclerosis; other transient attacks possibly due to 
vasospasm ; Meniere’s disease ; and acoustic neuromas. In general there is 
little difficulty in making a differentiation after careful study of the ease, and 
it may be that division of the auditory nerve for vertiginous crises may come 
to occupy a parallel place with section of the sensory root for trigeminal 
neuralgia. Certainly it is a safer procedure than labyrintheetomy. 

References. — x Amer. Jour, Surg. 1933, June, 693 ; 2 Proc . Roy . Soe, Med . 1933, 
April, 089. 

VESICUL2E SEMXNALES, SURGERY OF. {See Testis, Surgery of.) 

VITAMINS. (See also Dietetics ; Food and the Public Health.) 

Ivor J. Davies , M.D., F.R.C.P. 

A full abstract of the first edition of the Medical Research Council’s 
Report, “ The Present State of Knowledge of Accessory Food Factors ”, was 
made in the Medical Annual for 1928 (p. 5 25). Complete revision was again 
undertaken by the Committee in 1930. The Report issued in 193 2 1 entitled 
“ Vitamins ; A Survey of Present Knowledge,” is an entirely fresh resumption 
of current knowledge and of technical methods in this subject. The Council 
state that it is hardly possible to issue fresh revisions of this monograph in 
view r of the rapid and accelerating growth of the subject. They hope that 
a new r periodical journal, Nutrition Abstracts and Reviews, will in future provide 
a regular means of presenting the results of research from many fields of work 
— medical, agricultural, dietetic, and commercial — in which the subject of nutri- 
tion is being so rapidly developed. In an appendix to the present Report is 
given the Report of the International Conference on Vitamin Standards, held 
under the auspices of the Permanent Standards Commission of the League of 
Nations in London during June, 1931. The recommendations given here for 
adoption of international standards for those vitamins of which present know- 
ledge makes this practicable, together with definitions of units of activity in 
terms of the standards for use in each case in quantitative estimation of the 
vitamin, have now been adopted by the League of Nations. In their first 
Report of 1919 the Committee referred to the scepticism then shown in some 
quarters even of the real existence of the subject of their monograph. They 
admitted that there was then no knowledge of the actual chemical nature of 
the vitamins, but they said that “the study of their functions is progressing 
on real and objective lines, and has become in certain cases even quantita- 
tive”. It is gratifying to notice that within a dozen years research work 
has advanced so far as to allow' not only quantitative study, but a formal 
international agreement upon precise quantitative standards in the case of 
no less than four — the so-called A, B ls C, and D — of the vitamins. 

Professor E. Mellanby 2 (Sheffield) in the Cameron Prize Lecture delivered 
before the University of Edinburgh, reviewed the problems relating to the 
fat-soluble vitamins. They involve many subjects of physiological, pathological, 
and medical interest — bone and tooth calcification, rickets, dental caries, pyor- 
rhoea alveolaris, epithelial hyperplasia and metaplasia, infection, and nerve 
degenerative disease. It was suggested that the harvest may ultimately prove 
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to he a rich one, for the whole subject of the relation ol diet to health and 
disease has hardly yet passed its pre- registration stage. 

It is only possible in this article to refer briefly to the practical aspect of 
these essential food factors. 

Vitamin A. — After the recognition by McCollum and Davies (1918) of the 
existence of a fat-soluble vitamin necessary for growth, observations gradually 
accumulated which indicated that more than one necessary food factor was 
present in some of the natural fats and oils. A convenient starting-point for 
the history of the further development of the subject is found in the recog- 
nition by E. Mellanby of rickets as a deficiency disease. He was able to 
demonstrate that experimental rickets could be induced in puppies by with- 
holding from the diet a substance (the antirachitic vitamin) which appeared 
to be similar as regards distribution and properties to the fat-soluble vitamin A. 
Although calcium and phosphorus deficiencies were naturally of importance, 
the potency of the antirachitic vitamin in effecting the calcification of bone 
was so pronounced as to imply that the substance held a key position in the 
etiology of rickets. Cod-liver oil was much superior to all the other fats tested 
(e.g., beef suet, butter, lard, and various vegetable oils) in promoting the 
calcification of bone and in preventing rickets. 

It is now accepted that vitamin A (the antixerophthalmic vitamin) and 
vitamin D (the antirachitic vitamin) are distinct fat-soluble dietary factors, 
both of which are required by mammals for satisfactory growth and nutrition. 

The present; state of knowledge of the action of vitamin A and the part 
it plays in health and disease is far less advanced than that relating to 
vitamin D. Apart from xerophthalmia, many observers had noticed that 
animals deprived of the fat-soluble vitamin complex were highly susceptible 
to infection, especially infection of the lungs and alimentary tract. That this 
increased susceptibility was due to deprival of vitamin A and not to lack 
of vitamin D suggested itself to Mellanby when he described ail outbreak of 
bronchopneumonia among experimental puppies. 

In 1928 Green and Mellanby published an account of a large-scale experi- 
ment made to determine the cause of death in young rats deprived only of 
vitamin A,' They found, almost without exception, that animals under these 
conditions died of infection with the following numerical distribution : — 

Xerophthalmia, 38 per cent. 

Abscess at base of tongue, 72 up to 90 per cent. 

Infection of lungs, 9 per cent. 

Infection of geni to -urinary tract (including renal and bladder calculi), 44 per cent. 

Middle -ear abscess and septic nasal sinuses, 20 per cent. 

With increasing age the lungs of the animals, were more often infected. The 
addition of a rich source of vitamin A such as butter or cod-liver oil com- 
pletely prevented these infections, and when added to the diet of animals 
with these infective foci usually brought about a cure if given in reasonable 
time. Mellanby and Green also discovered that Carotene, the yellow pigment 
of carrots, and also found in green vegetables, acts curatively and prop.hyla.o- 
tieally towards infection in rats in the same way as vitamin A. These results 
led them to call vitamin A the anti-infective vitamin in order to focus atten- 
tion on what seemed to be its most prominent physiological action in animal 
experimental studies.’ 

■ ' ^ Uam&n A and some Human Infective Conditions . — So unequivocal are 
these experimental results on infection that there is little wonder that the 
possibility of human infection being related to vitamin A deficiency imme- 
diately suggested itself. The clinical investigations refer to puerperal sepsis, 
pneumonia, and measles. The results suggest that both prophylactically and 
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therapeutically diets rich in vitamin A have some value in certain types 
of human infection. 

Vitamin A and the Nervous System . — In 3020 Mellanby described the pro- 
duction of degenerative changes in the central nervous system by diets rich 
in cereals and deficient in fnl-solublc vitamins. Of all the cereals tested, one 
stands out as an exception to the general rule — namely, yellow maize. With 
a diet deficient in vitamin A white maize results in degenerative changes, while 
with yellow maize the cord is normal. The anomalous position of yellow 
maize is due, no doubt, to the protective action of its yellow pigment, caro- 
tene. Moreover, Mellanby found that degeneration of the medui luted nerve 
fibres is not confined to the central nervous system but also affects the peri- 
pheral nerves extensively, and more intensely on the afferent side. The other 
sensory nerves, including the optic, the vestibular and cochlear divisions of 
the eighth, and the trigeminal, suffer in the same way. Thus it would appear 
that hemeralopia and loss of balance produced in animals by vitamin-A- 
deficient diets are largely due to degenerative changes in the nerves respon- 
sible for sight and balance respectively. 

The significance of these discoveries as regards nervous disease in human 
beings is then discussed, more particularly in relation to convulsive ergotism, 
pellagra, and lathyrism. In familiar nervous diseases such as disseminated 
sclerosis, subacute combined degeneration, tabes dorsalis, and other neuro- 
syphilitic affections there is no evidence that they are due to a deficient intake 
of vitamin A in the same sense as applies to the first-named group. On the 
other hand, vitamin A and probably other dietetic factors obviously increase 
the resistance of nervous tissue to those toxins which tend to produce dernye- 
lination, while cereals tend to favour such degenerative changes, and therefore 
diet may have some relation to the nervous diseases mentioned. 

The experimental facts seem to suggest that the curative and preventive 
effect of whole liver in subacute combined degeneration is due to a fat-soluble 
factor— probably vitamin A — one therefore quite distinct from the water- 
soluble factor which is curative of the blood condition in pernicious amemia. 

There are two facts Mellanby urges upon those testing the effect of diet 
on subacute combined degeneration of the cord. The first is that in addition 
to making the diet very rich in vitamin A and carotene by giving liver fats 
(fish and mammalian), egg-yolk, cabbage, carrots, etc., a high calcium intake 
be also guaranteed by including two pints of milk daily, and the cereal intake 
be reduced and the potato intake correspondingly increased. The second 
point specially emphasized by Baker, Bordley, and Longeope Is the necessity 

of carrying out the dietetic treatment for many months- many of their cases 

only showed any great improvement after nine months. In early dissemin- 
ated sclerosis treated early in the course of the disease Mellanby found almost 
without exception a great improvement even when the symptoms had been 
extremely severe. Here again he emphasizes the importance of continuing 
the diet for many months and including milk (2 pints daily), egg-yolk (2 eggs), 
liver (or liver and fish fats), green vegetables, carrots, and potatoes, with a 
reduction of cereals. 

The Vitamin B Complex .-—For recent work on the multiple nature of 
this vitamin the Medical Research Council’s Report must be consulted. 

Vitamin C (Antiscorbutic) 

Effect of Heating . — The conclusion drawn from the guinea-pig experiments 
of Holst and FrOhlich (19X2) is that when cooked for one hour at tempera- 
tures ranging from 80° to 100° C., cabbage leaves lose about 90 per cent of 
the antiscorbutic value originally possessed. In a similar maimer the loss on 
heating in water either (1) for sixty minutes at 00° C., or (2) for twenty 
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minutes at 90° to 100 : €., was estimated at about 80 per cent of the original. 
The conclusion to be drawn from these considerations is that for those articles 
of food upon which dependence is placed for protection from scurvy, all forms 
of slow cooking should if possible be avoided. In the ease of fresh meat of 
inferior quality it is often necessary to resort to slow stewing in order to provide 
an appetizing meal, but in such cases efforts should always be made to cook 
the vegetables separately and for as short a time as possible. 

The commercial process of canning vegetables also leads to a considerable 
degree of destruction of the vitamin C in vegetables like cabbage and runner 
beans, whereas in tomatoes very little destruction occurs unless there is 
exposure to air. 

Vitamin D (the Antirachitic Vitamin) and Rickets.-- The remarkable 
series of investigations which led to the separation of this vitamin from what 
was formerly called vitamin A, and in which Professor Mellanby took so 
distinguished a part, is described. It became an established fact, that when 
the skin was irradiated by ultra-violet light the increased calcification of bones 
was really due to the production in the skin of the antirachitic vitamin I) 
from its precursor, ergosterol. This part of the story ended with the prepara- 
tion in the laboratory of vitamin D in the pure form and so reduced to a 
single factor the influence of both the antirachitic vitamin and ultra-violet 
radiations. 

It is impossible here to describe the steps in the isolation of crystalline 
vitamin 3) (calciferol). The final stages in the isolation of the vitamin now 
appear to have been reached concurrently in England and Germany, and 
fittingly in the same laboratories in which the original discovery of the parent 
substance of vitamin D was simultaneously made in 1927. Thus it now seems 
probable that calciferol (vitamin D 2 of the German workers), a stable crystal- 
line substance of the highest rachitic activity yet obtained, is vitamin I) in 
a state of purity. 

The chief sources of vitamin D in the ordinary food supplies of human 
beings are milk, butter, eggs, and, to a very small extent, fresh green salads 
and vegetables. For therapeutic purposes cod-liver oil and certain other oils 
are valuable, and in some cases proprietary preparations of irradiated ergos- 
terol of stated potency are useful. 

There are other constituents of food which influence bone calcification and 
growth, and as these vary in a diet so also does the absolute amount of 
vitamin D necessary for good bone formation. For instance, however much 
vitamin D is ingested, if the diet is very deficient in calcium and phosphorus 
or in one of these, bone defect must result. 

One practical aspect of the action of other food-stuffs was emphasized. 
Cereals are rickets-producing substances, partly because they lead to increased 
growth without at the same time supplying to bones a sufficiency of calcium, 
phosphorus, and calcifying vitamin, and partly because the calcium and phos- 
phorus they contain are not retained in the body. In infants and young 
children where bone formation is rapid and the mechanism insecure it is better 
to avoid or reduce to a minimum the intake of cereals. When the diet is rich 
in calcium and phosphorus, as, for instance, when milk forms the main bulk 
of the, diet, and cereals. are absent,, vitamin D is of relatively less importance, 
although all infants and children in this country ought to take some cod-liver 
oil daily, partly because of its vitamin D content but also because of its other 
constituents, including vitamin A and iodine. 

X itamin D and the. Teeth, — M. Mellanby’ s experiments are described which 
prove that an ample supply of vitamin D is of greater importance in deter- 
mining the perfect development of the teeth than an abundant or carefully 
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balanced supply of calcium or phosphorus. It is now possible to produce at 
will in animals teeth of all degress of texture — from perfect structure to the 
greatest degree of imperfection — by making variations in the food ingested. 
The earlier stages of calcification are more unstable than the later ones ; thus 
it is more important to get the beneficial influences to work as early as 
possible ; and this can be accomplished only by suitably feeding the mother 
during pregnancy and the infant in its early months of life. 

The dietetic conditions which favour the formation of perfectly calcified 
teeth are also those which raise the resistance to dental caries, and the latter 
process can be stimulated even in badly formed and carious teeth. 

Heated Cow’s Milk. — A question of great moment is the influence of heat 
upon the nutritive value of cow’s milk, and in certain respects the evidence 
on this question is conflicting. The evidence as to any deleterious effect of 
careful pasteurization on the nutritive properties of cow’s milk is not decisive. 
It is in any case at present advisable to pasteurize the ordinary milk-supply 
to prevent the spread of milk-borne diseases. Owing to the variability of the 
vitamin content of milk, whether heated or raw, it is wise in all eases to 
supplement a diet of milk with vitamin additions. 

Vitamins and Human Diets. — The most important chapter in the CounciTs 
monumental Report is under this heading. The following particulars can 
alone be quoted. So far as western civilization is concerned, it is no doubt 
true that the rareness of the occurrence of frank deficiency diseases, such as 
scurvy, xerophthalmia, and beri-beri, indicates that an absolute deficiency of 
vitamins scarcely ever exists in the individual diet. On the other hand, it is 
now becoming generally recognized that much subnormal health and develop- 
ment, and even incidence of disea.se, are associated with a partial deficiency 
of one or more of these accessory substances. The influence of such partial 
deficiencies, even when relatively slight, may be extremely serious when they 
occur in very early life, and if we may judge from the results of experiments 
on animals, an adequate supply of these indispensable dietary components 
later in life may fail to make good the damage caused by a deficiency in 
youth. There is also danger that the effects of such a partial or latent defi- 
ciency may persist as a chronic condition throughout adult life. It is difficult 
to provide convincing evidence of this, since the well-known symptoms which 
characterize the disease may not be present, and the only method of clinching 
the diagnosis would be to make widespread therapeutic trials with the vitamin 
or vitamins suspected to be deficient and to observe whether general improve- 
ment in health took place. Green and Mellanby have pointed out how wide 
is the margin between the doses of vitamin A which will just maintain a rat 
in life, if it is not attacked by infection, and the dose which will wholly 
prevent those infections. The latter dose is about four times as great as the 
former. Animals receiving doses between these maximum and minimum 
amounts, while showing no overt symptoms of vitamin A deficiency, yet suffer 
from a partial or latent deficiency and are proportionately liable to infection 
in consequence. This example selves to show that a latent deficiency disease 
is a real thing and not an imaginary concept. 

When the diet of the poor is considered, the general situation is even worse. 
Cereals are said to form 60 per cent of the total food consumed in this country, 
and in the diet of the poor this percentage is higher because of the relative 
cheapness of this form of food. Cereals, although they provide the necessary 
energy, are almost devoid of vitamins A and D, and have been shown to have 
an antagonizing action on the latter, while the high cost of milk, butter, eggs, 
and vegetables, which are the usual sources of these vitamins, limits their 
acquisition by the poor. 
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Vitamin Requirements in Sickness and Convalescence. — In sickness 
or convalescence special efforts should be made to supply a diet complete in 
all essentials. This section of the Report should be most carefully studied,, 
as it will be universally agreed that in this connection a real risk of deficiency 
in diet arises. 

In the above paragraphs a large amount of the Council's epoch-making 
Report lias been quoted with a view to a careful study of the whole work. 
There is much, highly technical matter, but the work abounds in practical 
applications of vital value to the practitioner. The day is not far distant when 
our patients will expect a prescription of diet and not a bottle of medicine. 

Avitaminosis A. — L. J. Harris, J. R. M. Innes, and A. S, Griffith' 4 
(Cambridge) have studied the development of the lesions of a- or hypo- 
vitaminosis A in rats. The metaplasia (or hyperplasia) and keratinization of 
epithelium is confirmed, and its loss of normal structure and function regarded 
as the essential feature of the deficiency. The infections found in vitamin A 
deficiency are of a special type, limited in origin to epithelial tissues, and not 
seen in the absence of neighbouring keratinization. With provision of vita- 
min A, the epithelium becomes normal again and the local infections dis- 
appear. If the avitaminosis is allowed to develop, the local infections spread, 
and the destruction of the integrity of the epithelium is presumably respon- 
sible for absorption of the fortuitous infection micro-organisms (normally non- 
pathogenic), and septicaemia may result. 

The claim that rats become susceptible to tuberculosis when depleted of 
vitamin A, which appears to support the theory of a generalized anti-infective 
action for the vitamin, could not be substantiated. The existing data afford 
no basis for the belief that vitamin-A therapy is likely to be effective in com- 
bating acute general infections due to specific highly pathogenic micro-organ- 
isms, or in those clinical toxaemias and infectious diseases which are unassociated 
with the peculiar structural breakdown of epithelial tissue, and the attendant 
localized infection, which characterizes the vitamin deficiency. The import- 
ance of ensuring that diets are adequate in vitamin A cannot, of course, be 
gainsaid. 

Relation of Diet to Infection. — A. F. Hess 4 (New York) has made a 
clinical study of the relationship between composition of the diet and suscep- 
tibility to infection. He draws the following conclusions. The antirachitic 
factor, whether given as ultra-violet irradiation, as irradiated ergosterol, or as 
cod-liver oil, does not increase the immunity of infants to respiratory infections. 
Respiratory infections are not due to a lack of vitamin A and generally cannot 
be lessened by giving a diet rich in this factor even when supplemented with 
cod-liver r oil. The average infant seems to receive an adequate amount of 
vitamin A in its milk, judging by the fact that xerosis of the eyes is exceed- 
ingly rare, and no gain in weight or increase in immunity is brought 
about by adding vitamin to the diet. ■ The same seems to hold true for older 
children and adults, in view of the infrequency of night-blindness, the first 
sign of this deficiency. A lack of vitamin C may induce heightened suscep- 
tibility to infection of the respiratory tract. It may, however, induce merely 
local susceptibility without appreciable loss of systemic immunity. This 
peculiar phenomenon is manifested by the occurrence of typical nasal diph- 
theria, associated with virulent diphtheria bacilli, but a Schick reaction 
negative to highly potent solutions of toxin. 

Vitamin B 2 (G). — B. Sure 6 (Fayetteville, Ark.) makes a historical survey 
of the present status of our knowledge of vitamin B._, (G). During the last 
few years it has been definitely established that the dietary factor which 
McCollum and Kennedy in 1916 termed water-soluble B, generally recognized 
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as a growth -promoting and appetite-stimulating substance, is a mixture of 
vitamin B or vitamin B- 1 and G or EL. One of these is relatively thermolabile 
and has antineuritic and. growth-promoting properties ; the other is more 
stable after heating under pressure and also possesses growth-promoting pro- 
perties, and functions in the prevention and cure of pellagra-like symptoms 
in the rat. The former is also referred to as the anti-beri-beri, and the latter 
as the antipellagrie vitamin. The nomenclature of these two dietary essen- 
tials has not yet been finally settled. The American biochemists have adopted 
the letter 4 B ’ for the anti-beri-beri factor and the term ‘G’ for the anti- 
dermatitis vitamin. In this communication the term B tJ , tentatively adopted 
by the biochemists of England, will he employed to represent the antipellagrie 
vitamin. Recently Roscoe produced experimental evidence to the effect that 
vitamin B., is a complex composed of two dietary essentials. She found that 
when egg-white is given as a source of vitamin By, the lack of a third factor, 
which she tentatively termed 4 Y’ } necessary for the normal growth of the rat, 
becomes apparent. 44 This factor is present in autoclaved yeast extracts and 
in watercress, lettuce, spinach, and cabbage, but the amounts present in 
lettuce and etiolated cabbage leaves are less than in the dark green leaves 
tested, and the amount present in the onion bulb is still smaller.” 

F. P. Underhill 0 (New Haven, Conn.) discusses the clinical aspects of vita- 
min G deficiency. He states that in the present state of knowledge one may 
accept the view that, although vitamin G deficiency is closely related to 
pellagra, some caution must be exercised in relying on this vitamin deficiency 
as being entirely responsible for the etiology of the disease. This caution is 
especially pertinent when preventive or curative measures are to be advocated. 
The discovery of the potency of the unknown factor termed vitamin G is an 
undoubted advance in the knowledge of pellagra, but it is clearly unwise to 
assume that vitamin G deficiency and pellagra arc necessarily synonymous 
terms. In view of the experimental data available, there appears the possi- 
bility that there may be several deficiencies involved in the disease condition 
under discussion. 

Underhill quotes Roberts, who presented detailed records of 25 patients 
developing pellagra whose tables contained an abundance of well-balanced 
food. Roberts shows that not one of these patients ate a well-rounded diet 
of meat, milk, eggs, or wholesome vegetables, 44 There is apparently among 
the better classes a small proportion who have a natural or acquired anti- 
pathy to a well-rounded balanced diet. Is there a dietary hysteria ? Some 
persons pride themselves on never getting hungry. Grief, monotony, disease, 
domestic worries, the preparation of food, constipation are agents in depriving 
women more than men of their appetites. In this series there were only four 
men and twenty-one women.” 

Role of Mineral® and Vitamins in the Diet.— A. Brown and F. F. 
Tisdall 7 (Toronto) believe that more care should be taken to ensure an adequate 
supply of both minerals and vitamins in the diet. The importance of these 
food essentials in the maintenance of normal growth and resistance against 
infection is not as widely recognized as it should he. Unfortunately we do 
not know the exact requirements of these food essentials, nor do we know the 
exact amounts furnished by many foods. We do know, however, that owing 
to the ease with which we can obtain purified carbohydrates, we are apt to 
suffer from insufficient amounts of minerals and vitamins, and, in occasional 
cases, of proteins. Nevertheless one can go a long way towards overcoming 
the deficiencies so frequently encountered in the average diet by building up 
our meals around five essential articles of food — namely, milk, to supply 
calcium and protein ; meat, to supply protein ; eggs, to supply protein, 
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vitamins, and iron ; and vegetables and fruit, to supply minerals and vitamins. 
The remaining calories required can be furnished readily by the refined cereal 
and sugar products. 

Constipation and Vitamin B Deficiency.— J. F. .Montague 8 (New York) 
writes on the relation of vitamin B deficiency to constipation. Tie believes 
that in many instances the constipation is due not to lack of bulk to excite 
action of the nerves of the bowel wall, but to lack of that intangible ‘essential 
food factor’ resident in the ‘bulky food 5 . He believes that vitamin B defi- 
ciency is much more common than was supposed possible, and while there 
is not at present proof that all constipation originates in this way, the data 
already gathered show that a large enough proportion is so caused to make 
it essential to keep this etiological possibility in mind whenever a case offers 
puzzling features which prevent its ready classification and confuse the 
requirements of successful therapy. To overcome any practical difficulty in 
the way of dietetic reform, he had recourse to supplementary feeding, and used 
Bemax as the source of the cereal embryo. 

Carotene and Vitamin A. — B. Woolf and T. Moore 9 (Cambridge) have 
examined the claims of Oleott and McCann and the hopes held out by Bowden 
and Snow that they have effected the transformation of carotene to vitamin A 
in vitro , and affirm that much more evidence is needed before their claim to 
have produced the vitamin can be regarded as a strong one. They mention 
some preliminary experiments of their own on the changes undergone by 
carotene under various conditions which may serve to show the complexity 
of the subject and the care needed in the interpretation of results. 

Chemical Identification of Vitamin C.— L. J. Harris, Isobel Mills, and 
J. R. M. limes 10 (Cambridge) confirmed the antiscorbutic action of a prepara- 
tion of Hexuronic Acid from suprarenals by means of a striking curative test 
and by the tooth-structure method : 1 mgrm. of the hexuronic acid (an old 
specimen) was found to have an activity somewhat greater than I c.e. of 
orange juice. Preliminary experiments have established the high antiscor- 
butic activity of raw suprarenal cortex, roughly proportional to its high 
hexuronic acid content. Professor Szent-Gy'Orgyi 11 first isolated hexuronic add 
in 1928, and concluded that it was identical with the reducing substance which 
is found in active vitamin C concentrates. 

Relation of Ultra-violet Light to Nutrition. Harriett e Chick 12 (London) 
reviews the stages in the knowledge of the relation of ultra-violet light to 
nutrition in the Oliver-Sharpey Lectures for 1932, delivered before the Royal 
College of Physicians of London. The following conclusions were drawn from 
the observations of herself and collaborators 15 in the post-war years at Vienna : 
(1) Exposure to sunshine in summer prevented and cured rickets in children 
receiving a diet on which the disease developed in winter ; (2) Rickets could 
be prevented in winter by cod-liver oil added to the diet ; (3) No difference 
could be detected between the curative effect on rickets of cod-liver oil, of 
sunshine, or of ultra-violet irradiation from an artificial source ; (4) The 
ultra-violet rays in sunshine are the effective ones, since no curative effect 
was experienced from sunshine that had traversed window glass. These 
results provide an exact parallel to those obtained from the experimental work 
with rats and dogs. Vienna at this time provided a second striking example 
of the effect of sunshine on the course of another nutritional disease, in the 
epidemics of hunger osteomalacia which occurred in the city each winter and 
spring from 1918-20. The disease showed a seasonal incidence resembling 
that of rickets, and in a series of dietetic observations, patients in hospital 
showed swift improvement on diets containing abundant animal fats, while 
cod-liver oil, even when given with a poor diet, proved to be a specific cure, 
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The mode of interaction of diet and sunlight and the identification of vita- 
min I) were described, and also the recognition of ergosterol as pro-vitamin D 
and the isolation from irradiated ergosterol by R. B. Bourdiilon and his 
colleagues 14 of the crystalline substance which they have called calciferol, a 
substance which has every appearance of being the pure antirachitic vitamin I>. 

The mechanism of the antirachitic action of sunlight was discussed. If it 
be assumed that the antirachitic rays can penetrate the epidermis and reach 
the capillaries, there might be a direct action on the blood. Clark has shown that 
irradiation with ultra-violet rays causes ail increase in the diffusible calcium in 
serum, and this action may be involved in the calcifying action of sunlight. 

There is thus abundant proof that vitamin D, whether supplied ready made 
as cod-liver oil or as irradiated ergosterol, or made in the animal by direct 
irradiation, is the dominant factor regulating the metabolism of calcium and 
phosphorus in the body. It is advisable that extra calcium salts should be 
given in the initial stages of antirachitic therapy to avoid a temporary lower- 
ing of the blood calcium and a risk of tetany. The proved effects of ultra- 
violet irradiation on the calcium and phosphorus metabolism may, however, 
be so far-reaching as to affect every department of the living economy. 
Although the bones and teeth contain most of these elements, every tissue 
in the body needs a sufficiency of both calcium and phosphorus for its correct 
functioning, and if, from any cause, the correct utilization of these minerals 
is disorganized, it is clear that the whole organism will suffer. This is especially 
true at those times in life when the need for these minerals is greatest, as, for 
example, when extra supplies are required to support the growth of the bony 
tissues in children or to bear the strain of pregnancy or lactation in women. 

The vitamin -D -containing foods-- butter, eggs, cream, and milk — are, how- 
ever, the expensive foods, and the problem is to obtain the necessary supply 
of antirachitic vitamin for the poorer section of the population in the most 
economical way. For infants and growing children it is probable that a small 
daily ration of Cod-liver Oil, given especially during the winter months, is 
the surest and most economical procedure. Abundance of calcium salts and 
phosphates in the diet will enable the available vitamin I) to work to better 
advantage. Milk is the most valuable source of these minerals, and while 
full cream milk is expensive, separated milk is cheap and might well be 
included more widely in the ordinary dietary. It is imperative to make full use 
of the relatively small amount of natural Sunlight with which our climate is 
endowed. In winter, spring, and autumn the play hours for children out of 
doors should be arranged to coincide with the period round about noon, when 
the sunshine contains its maximum antirachitic radiation. In the use of 
artificial sources of ultra-violet radiation, it should be remembered that many 
of these (e.g,, the mercury-vapour quartz arc) emit powerful radiations of 
very short wave-length, which are absent from the sun’s radiation reaching 
the earth on which the human race has been evolved. The action of these 
rays on the living organism is little understood, and their use should only 
be permitted under strict medical supervision. Chick’s lectures should be 
carefully studied as an authoritative account of the facts, and her practical 
suggestions deserve general application to the preservation of health and the 
prevention of disease. 

Repebences . — 1 V itamins ; A Survey of Present Knowledge, 1932, Medical Research 
Council, H.M. Stationery Office ; 2 Edin. Med. Jour . 1933. April, 197 ; 3 Lancet , 1932, 
ii, 614; *New Eng . Jour, Med , 1932, Oct. 13, 637 ; b Jour. Amer, Med, Assoc . 1932, 
July 2, 26 ; Ubid. July 9, 120 ; 1 Brit. Med , Jour. 1933, i, 55 ; B Med. Jour . and Record , 
1933, April 19, 314 ; fl Lancet , 1932, ii, 13 ; 10 Ibid. 235 ; u Biochem. Jour, 1928, xxii, 
1387 ; » Lancet , 1932, ii, 325, 377 ; ™lbid. 1922, ii, 7 ; Med. Research Council Special 
Report, Ser. No. 77, 1923 ; u Proc. Roy, Soc. Med. 1931, oviii, 340 ; Ibid. 1932, cix, 488. 
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VITREOUS HEMORRHAGES ? RECURRENT (Bales’ Disease), 

Sir Stewart Duke-Elder , M.D., F.U.C.S . 

A summary of our knowledge of this condition has been made by II. P. 
Hutchinson, 1 * together with a report of five carefully annotated eases. The 
disease is not a common one, and occurs in adults, especially males, between the 
age of 15 and 25. It is characterized clinically by recurrent haemorrhages into 
the vitreous chamber. The disease is confined to the eye and is not necessarily 
associated with any constitutional disorder. There is therefore no clanger to life. 

Prognosis .—The immediate prognosis as regards vision is bad. Both eyes 
are usually affected, one less severely than the other. Recurrences are likely 
to occur for months or years, with greater or less obscuration of vision. 
Between the attacks, vision may return almost to normal. The ultimate 
prognosis depends on the magnitude of the haemorrhages and their damage to 
the retina and vitreous, the duration of the disease, and the occurrence of 
complications. A number of large haemorrhages may do irreparable damage 
to the eye, producing extensive scars in the retina and permanent opacities 
in the vitreous. On the other hand, very large vitreous haemorrhages, if not 
too frequently repeated, may he almost completely absorbed and good vision 
recovered. However, even if this occurs, there is grave danger that the retina 
may be detached by the growth and contraction of fibrous bands attached to 
it, and the eye is almost certain to become blind in time. The eye may be 
lost through the occurrence of chronic glaucoma while the disease is still 
progressing, but this is uncommon. 

Etiology, — The etiology of this disease is unknown, although most clinicians 
consider it tuberculous, or tubercuh>allergie. Hutchinson thinks that there 
is no satisfactory evidence that tuberculosis, either local or remote, is a cause. 
The disease is probably due to deficiency in some blood constituent, or to the 
presence of some toxic product, causing damage to the endothelium of the 
smaller branches of the retinal vessels, with resultant diapedesis. The occur- 
rence of the haemorrhages chiefly in the eye may be due to the lack of supporting 
connective tissue around the retinal vessels. 

Reference. — 'Brit. Jour. Ophthalmol. 1932, xvi, 513. 

VOLVULUS. (See Intestines, Surgical Diseases of.) 

VOMITING IN INFANTS. (See Diarrhoea, Acute, and Vomiting in 
Infants .) 

WEIL’S DISEASE. (See Jaundice, Spirocu.etal.) 

WHOOPING-COUGH. J, D. ttolleston, M.D., FJl.C.F. 

Epidemiology. — P. Stocks and M. N. Karn 1 maintain that whooping-cough 
is now the most important epidemic disease in London in causing physical 
suffering, loss of school attendance, impairment of physique, and mortality. 
The mean annual incidence of whooping-cough in children under 10 in Battersea 
during the quinquennium 1925-9 was about 60 per 1000 living and the fatality 
rate 1*26 per cent. In the first two years of life the fatality rates were 4*0 and 
3*8 per cent respectively, 0*7 at ages 2 to 5, and 0*2 per cent at ages 5 to 10. In 
Battersea and Greenwich whooping-cough epidemics tend to show a biennial 
periodicity ; a summer epidemic is often immediately followed by or merges 
into a winter epidemic subsiding by midsummer, and then follows a year of low 
incidence. The writers attribute the termination of epidemics and their 
periodicity to a latent immunization of contacts as in measles, though the 
immunity lasts only about a year instead of two or three. The occurrence of 
triennial latent immunization is indicated by: (1) Measurement of the rise 
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and fall of apparent infectiousness of cases to ot her children in the same house 
during six years in Battersea ; (2) Measurement of the frequency of second 
eases in houses after different intervals of time during a decade in Greenwich ; 
and (8) Analysis of the attack rates among home contacts in Hot, born and 
Battersea during several years following exposure to infection as compared 
with those among control groups of children. The writers estimate that about 
60 per cent of London children have whooping-cough by the tenth year and 
about 61 per cent at some time during life. The bulk of the remaining 40 per 
cent escape by some kind of immunity, which in some is due to repeated acquisi- 
tion of transient latent immunity and in others to inherent immunity to the 
disease. The chief differences between the. epidemiology of whooping-cough 
and measles are that in whooping-cough : (1) Epidemics are usually spread over 
a year instead of six months ; (2) Latent immunity lasts about a year instead 
of two or three ; (3) About 60 per cent of children are attacked at some time 
during life instead of about 90 per cent ; (4) There is probably inherent immu- 
nity in a certain proportion, but not in measles ; and (5) The ratio of latent 
to manifest infections is lower. 

Symptoms and Complications. — E. Mourrut 2 illustrates the frequency of 
convulsions in whooping-cough by the fact that 10 per cent of all the children 
admitted to the Hdpital B re tonneau, Paris, from October, 1981, to October, 
1932, developed this complication. With the exception of two children aged 
7 years, the convulsions occurred only in infants. They are most likely to 
develop in attacks in which a complication already exists, especially broncho- 
pneumonia or otitis. The prodromal symptoms consist in torpor and rise of 
temperature, and are followed by clonic convulsions. Mourrut never saw any 
case with clinical signs of meningitis, although the cerebrospinal fluid, which 
was always clear, sometimes showed chemical and cytological changes. (But see 
Streptococcus Infections.) The gravity of the complication is shown by the 
fact that 21 out of 24 cases (87-5 per cent) were fatal. The pathological changes 
vary. Encephalitis was found in only one-fifth of the eases on which a necropsy 
was performed ; in the majority only congestion or oedema was present without 
any specific lesions. (See also Medical Annual, 1931, p. 509.) 

Diagnosis. — A. Fasbender 3 studied the sedimentation rate of the red corpuscles 
in 90 children in the paroxysmal stage. The ages ranged from 5 weeks to 9| 
years, a third of the children being under 18 months. In 93 per cent the rate 
was protracted or normal. On the other hand, 24 per cent did not show the 
characteristic lymphocytosis. The sedimentation rate was distinctly protracted 
in the early stage of the disease, when the typical blood picture was present in 
only one case. In ordinary bronchitis the sedimentation rate is also protracted 
in a third of the eases, but the absence of the typical lymphocytosis facilitates 
correct diagnosis in such eases. Fasbender also examined 36 children, aged from 
6 weeks to 5| years, in whom whooping-cough was complicated by pneumonia, 
influenza, otitis, tuberculosis, or syphilis, and found an acceleration of the rate 
which though not considerable took several weeks to return to the normal level. 
He concludes that in most cases the combined examination of the sedimentation 
rate and the differential count facilitates the diagnosis of whooping-cough. 

Prophylaxis. — During the last four years L. Sauer 4 has injected about 
300 susceptible children, aged from 9 months to 3 years, with 7 to 8 c.c. of a 
pertussis Vaccine of which 1 c.c. contained ten billion organisms. The vaccine 
was made from 5 to 7 recently isolated haemolytic strains, and was given hypo- 
dermically in divided weekly doses. The local reaction was transient. In 
60 per cent the leucocyte count at the time of the last injection ranged from 
12,000 to 15,000 per e.mm. There were 8 certain and 121 probable expo- 
sures without any child contracting whooping-cough. 
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Treatment. — O * Barbour 5 treated 85 eases by various Endocrine Brags, 
viz., suprarenal, extract, or thyroid and suprarenal, or thyroid and suprarenal 
extract ' combined with a non-specific protein, with the following results. In 
44 eases there was a striking improvement in the symptoms within one or two 
days, and a complete disappearance of the cough within one to four weeks; 
following the use of suprarenal extract. In 14 cases relief followed the adminis- 
tration of thyroid and suprarenal extract, and complete recovery ensued within 
one or two weeks ; 23 patients responded very well to combined endocrine- 
and protein-therapy, with a complete disappearance of the cough within two 
to four weeks. In four eases there was little or no effect, and there were no 
complications or sequelae. 

R. Ungar 8 treated 72 eases in children, aged from 0 to 15 years, with whoop- 
ing-cough Vaccine or a mixed vaccine in which Bordet-Gengou bacilli were 
combined with B. influenzce, Staphylococcus aureus , Sta. albas , pneumococcus, 
and Micrococcus catarrhalis. Thirty-seven children, aged from 2 to 16 years, 
served as controls. In 59 the treatment was successful and in 13 a failure. 
Ungar came to the conclusion that early vaccine treatment in the incubation 
stage, the catarrhal stage, or at the latest in the first week of the paroxysmal 
stage, combined with treatment in the open air, has a favourable effect in most 
cases. A transient rise of temperature may follow the treatment, but usually 
subsides in twenty-four hours. There may also be a temporary increase in the 
number and severity of the attacks when the vaccine is first used at the com- 
mencement of the paroxysmal stage. 

References. — l Jour. of Hyg. 1932, xxxii, 581 ; "These de Paris, 1933, No. 143; 
& Zeits. f, Kinderheilk. 1933, liv, 595; 4 J our. Artier . Med. Assoc. 1933, c» 239 ; 5 Arch, 
of Pediat. 1932, Dec., 816; 6 Med. Klin . 1933 , xxix, 290. 

WOUND TREATMENT BY BACTERIOPHAGE. {See also Bones 
and Joints, Treatment of Infective Conditions ; Staphylococcus 
Infections.) Sir W. I . de C. Wheeler , F.R.C.SJ , 

Staphylococcus Bacterissmia. — F. C. Frisbee and W. J, McNeal 1 refer 
to bacteriophage in staphylococcus bacterisemia, and summarize their paper 
thus; (1) It has been possible to produce a staphylococcus bacteriophage 
which is highly potent against a large majority of bacteria of this species 
found in infections of the blood stream, and to prepare this agent in a nearly 
protein-free medium, (2) Use of this bacteriophage by external application, 
by subcutaneous injection, and, above all, by intravenous injection, in a series 
of 15 patients with staphylococcus bacterisemia, has been followed by death 
in 8 and recovery in 7 patients. (3) The treatment is not a simple pro- 
cedure, and the course of the disease leading to recovery is quite prolonged. 
(4) Bacteriophage is a remedial agent which, when carefully and intelligently 
employed, may be expected to assist somewhat in the treatment of staphylo- 
coccus bacteriaemia, a disease that must still be regarded as extremely grave. 

Polyvalent intestinal and other bacteriophages are now on the market. 

Reference. — 1 Jour . Amer. Med . Assoc. 1932 , Oct., 1150. 

X-RAY DIAGNOSIS. James F. Brailsford , MJ). 

ANATOMY. 

Sir George Newman’s speech 1 at the opening of the Annual Congress of the 
British Institute' of Radiology ■ in . 1932 ■ contained the . following statement : 
'“‘ 'When I was , trained as a medical student, a great many years ago, I had 
to learn my anatomy on the dead body. But we may now by means of 
X rays learn in the ideal way (which we thought of in those far-off days as 
impossible to reach) of the anatomy of the living body ; ideal, because all 
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the tissues of the human frame are different in the dead body from what 
they are in the living. The X ray has therefore real weight in the study of 
human anatomy— -of anatomy, not as it lies in dust and ashes, but as a 
living entity, the crown and summit of nature, the greatest thing as far 
as we know that has been created, on this planet at all events, if not in the 
whole universe.” 

The appointment of a radiologist as Radiological Demonstrator in Living 
Anatomy at the Birmingham University marks the tendency in progressive 
medical schools, not only to acquire in the department of anatomy a modern 
X-ray installation, but to appoint a competent radiologist as a member of the 
teaching staff. 

The student is taught to appreciate the radiological appearances of the 
normal structures in the living body while he is actively engaged in his dissec- 
tions, and this correlation will subsequently enable him the more readily to 
discern the signs of pathology. Many of the most glaring instances of faulty 
interpretation of radiographs, sometimes followed by dire consequences, have 
been due to ignorance of the radiographic appearance of the normal. Thus 
the shadow of the hyoid bone projected against the mandible has been inter- 
preted as a sarcoma of the mandible ; the dark shadow of the pharynx with 
the characteristic outline due to the epiglottis has been interpreted as an 
abscess cavity having sinuses leading from it. Moreover, the keen interest 
shown by medical students during the radiological demonstration of the move- 
ments of the thorax and its contents, and the passage of opaque media through 
the alimentary tract, proves that the practice materially stimulates the study 
of human anatomy and physiology. With the perfection of reasonable methods 
of cinemato- radiography this teaching of the human anatomy of the living 
will be still further advanced. An interesting account of one of the latest 
forms of cincmato-radiography is given by R. danker .* 3 

APPARATUS. 

Each year sees some improvement in the materials and apparatus used in 
radiography. The trend of improvements during the year has been towards 
greater output, with its consequent reduction in the time of exposure ; and 
the provision of shock-proof apparatus. The Levy 2 rapid intensifying screen 
enables radiographs to be taken in one-third to a quarter of the time required 
by other screens. Unfortunately the screen continues to glow for a consider- 
able time after a heavy exposure, and if a new film is left in contact it will 
be fogged by the after-glow, Provided this feature is fully appreciated when 
they are used, the screens will secure good contrasty radiographs with a 
marked reduction of exposure. An account of the special advantages of the 
screens in practice is given by N. S. Finzi . 3 

ANTE-NATAL RADIOGRAPHY. 

Radiography affords the most accurate methods of determining the size and 
shape of the female pelvic canal, and the number of obstetricians relying on 
this method is steadily increasing. The radiographic has a number of important 
advantages over all other methods, for not only can accurate pelvic dimen- 
sions be determined with little or no discomfort to the patient, but also the 
position, size, and shape of the foetus. Unsuspected abnormalities are in this 
way not infrequently discovered which might later have placed the life of the 
mother in danger and occasioned much worry to the practitioner. So vital 
is the discovery of these abnormalities that, even if the percentage of abnor- 
malities was much smaller than it is, the ease and readiness by which they 
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can be detected radiographically will ultimately result in the method being 
used in all cases. 

E. E. Roberts 4 has published a very interesting account of his findings in 
(500 selected cases of pregnancy. His excellent series of radiographs of pregnant 
women showing foetal abnormalities should convince the most conservative 
clinician of the value of such radiography. He classifies the reasons for the 
X-ray examinations into the following groups : (1) Differential diagnosis 

between pregnancy and tumour ; (2) Ascertainment of the age of the foetus ; 
(3) Determination of the position and presentation of the foetus ; (4-) Assess- 
ment of maternal pelvic measurements ; (5) Investigation of disproportion ; 
(6) Diagnosis of multiple pregnancy ; (7) Diagnosis of extra-uterine pregnancy ; 
(8) Investigation of the cause of hydramnios, with special regard to foetal 
abnormalities ; (9) Diagnosis of intra-uterine death. 

At the Centenary Meeting of the British Medical Association, L. A. Rowden 5 
demonstrated the radiographic method of pelvimetry devised by Roberts and 
himself. From a long experience in this type of radiography he is of the 
opinion that the pelvis of every woman should be measured soon after marriage. 
A full account of the method is given in a previous communication. George 
E. Moore 6 reviews the development of radiographic pelvimetry and describes 
a simple method which he has devised. 

The paper by D. M. Lindsay 7 on the radiographic findings in the late months 
of pregnancy illustrates the significance of experience in the interpretation of 
ante-natal radiographs. In a paper on the radiographic diagnosis of early 
pregnancy, A. Jerome Thomas 8 states that pregnancy can be diagnosed radio- 
graphically as early as the sixth week, but his descriptions and illustrations 
are not convincing. 


BONES AND JOINTS. 

Plates LVIII-LXIX are taken from The Radiology of Roues and Joints by 
the review’d’. 50 

R. Watson Jones and R. E. Roberts, 9 in a paper on pathological calcification 
and ossification in relation to Leriche and Policard’s theory, explain the causa- 
tion of calcification, decalcification, and ossification. They explain that Leriche 
and Poiicard consider that decalcification is brought about by hypenemia, 
whereas a reduced blood-supply causes sclerosis ; diminution of vascularity 
of fibrous tissue and excess of calcium causes calcification ; and fibroblasts 
give rise to bone in any situation. The theory is a very attractive one and. 
attempts to explain in a very simple manner the many problems of bone 
pathology, but it has not been universally accepted — indeed, there are many 
problems which do not appear to be solved by it. 

C. E. Gaitskell 10 publishes the radiographs of the feed of a woman aged 59 
years which show osteochondritis of the head of the 2nd metatarsal bone on 
both sides (Kohler's disease). The interesting feature is that the radiographs 
which he took one year previously showed no evidence of bone pathology. 
The records of such changes commencing at so late an age are very few. 

In a description of a case of hypodermo lithiasis , E, W. Twining and W. 
Addev 11 publish a radiograph showing a deposit of calcium around the ex- 
tremity of the terminal phalanges. R. E. Roberts 9 shows a similar condition 
in the fingers of a patient with so-called Raynaud’s disease. 

/ W. E. Nelson, W. M. Doughty, and A, G. Mitchell 12 in a paper on scurvy, 
state that they consider subperiosteal haemorrhage as one of the most charac- 
teristic signs of fl\e disease, but that these haemorrhages are often missed on 
radiographic examination because they cannot be demonstrated until healing 
has commenced and calcium has been deposited beneath the periosteum, 







PLATE LX 


OSTEOPOROSIS IN RENAL RICKETS 


(JAMHS K. lUtAiLSROlU.)) 



Fig. A. — Skiagram of skull, showing the multiple circumscribed areas of rarefaction. 
A similar appearance may be produced by xanthomatosis, osteomalacia, and multiple 
myeloma. 
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PLATE LXII 


CHARCOT’S HIP-JOINT (HYPERTROPHIC TYPE) 

(JAMES F. JJ HAILS FORD) 



Note the ‘ wearing away ’ of the head and neck of the femur, the massive new bone 
formation over the roof of the acetabulum, and the deposit of calcium in . the soft tissues 
of the thigh. 
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PLATE LX II I 


H YPOTHYROI D I S M 


(JAMES F. tiKAIUSFORD) 



FUj. .1. —Skiagram showing delayed ossification of the eitpital femoral epiphyses in a 
girl aged three years. 
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HYPOTHYROIDJS M — continued 


(James F. Brailspobd) 



Fig. ft. Skiagram of same girl at the ago of ten years. Foie the fragmentation of the femoral 

capital ejuphyses—an appearance simulating Perthes ’ disease. 
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SIMPLE cyst in the neck of the femur 

(JAMES F. BRAILSFORD) 



Fig. A. — Appearance of cyst when first 
discovered. 


Fig. B . — After surgical evacuation of 
the cyst. 
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PLATE LXVII 


CALCIFIED RETROPHARYNGEAL AND CERVICAL 
TUBERCULOUS ABSCESSES 

(James F. Bradford) 



Skiagram showing a deformity of the upper three cervical vertebrae due to old tuberculous caries. 
Note the spindle-shaped calcified abscesses lying in front of the vertebra*. 
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PLATE LX.VII1 


ANGIOMA OF THE THIRD LUMBAR VERTEBRA 


(.) AMK' !•’. lUUILSFOUU) 



Note the coarse trabeculat-ion of the body and processes of the 2nd lumbar vertebra 
compared with the normal appearance of the fourth and fifth. The appearance resembles that 
of the fibrous type of osteitis deformans (Paget's disease;. 
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PLATE LX IX 


CHALKY BONES (ALBERS-SCHONBERG’S DISEASE) 
(JAMES F. BlUILSEOltD) 



ISTote the absence of cortical compact tissue, linear accretions of dense bone at the extremities 
of the long bones, and the cranks in the proximal extremities of the phalanges which are perpen- 
dicular to the epiphysial line. 
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Fractures of the upper end of the femur in the aged are classified by J. N. 
Jacobson 13 into the following groups : <1) Subcapital fracture of the neck ; 
(2) Transccrvical fracture ; (3) Trochanteric fracture ; (4) Subtrochanteric 
fracture ; (5) Avulsion fracture of the trochanter major. 

S. L. Muck low 11 contributes notes on two cases of osteogenesis imperfecta 
tarda in a woman aged 3'3 years and her brother aged 21 years. His excellent 
radiographs show that the shafts of the long bones are reduced to the form 
of slender rods of compact tissue, while the extremities are of normal size 
but consist of rarefied coarse cancellous tissue. The pelves are atrophied and 
distorted by pressure. 

Bone changes in Hodgkin's disease have been recorded in a number of eases, 
but the ease published by H. Courtney Gage 15 illustrates the consolidation of 
the diseased bone, the upper end of the diaphysis of the humerus, following 
radiation of the area by X rays. 

Paul Cave 10 has contributed two interesting papers on osteoplastic meta- 
stases. He states that a review of reported cases indicates that these are 
chiefly derived from primary neoplasms of the prostate and to a lesser extent 
from the breast, and that metastascs from the thyroid are invariably osteo- 
clastic — findings which are in support of the theory that lymphatic dissemina- 
tion produces osteoplastic metastascs, while hecmatogenous spread results in 
osteoclastic changes, mixed types being caused by dissemination via both 
routes. 

Pneumoradiography of the knee-joint, a technique designed to show internal 
derangements and injuries, has been used by several workers. J. Oberholzer 17 
gives an account of his methods in which he injects Abrodii or Perabrodil 
with CG 2 . 

Amongst the best radiographic books of the year is that by Schmorl and 
Junghanns. 18 This book gives an account of the pathological lesions of the 
vertebrae found on section of the vertebrae removed from some 10,000 post- 
mortem subjects. The book is illustrated throughout with a large series of 
fine photographs and radiographs of the sectioned vertebrae ; the photograph 
and radiograph of each specimen, reduced to the same scale, are printed side 
by side. This permits of ready comparison. The detail in the radiographs 
is obviously better than can be obtained by radiography of the vertebras of 
the living, but the changes shown in the various pathological lesions will be 
the more readily appreciated and understood by the student after studying 
these illustrations. Radiographs of most of the pathological conditions affect- 
ing the spine are published in the book, with a description of the essential 
features. 

J, I). Camp, A. VV. A ( Ison, and J. J. Shugrue, in a paper 1 ® on the roentgeno- 
graphie findings associated with tumours of the spinal column , spinal cord , 
and associated tissues , describe the radiographic appearances produced by these 
tumours. They state that spinal neurofibromata, being benign and encapsu- 
lated, cause erosion of the bone by direct pressure ; the earliest sign being 
erosion and thinning of the mesial border of one or both of the vertebral 
pedicles ; finally the contour of the bodies is altered and the intervertebral 
foramen may be enlarged. Descriptions are also given of the changes pro- 
duced by endotheliomata, ependymal-cell gliomata, chondromata, and fibro- 
chondromata. 

Lumbar and Sciatic Pain, — A discussion on the radiographic findings in 
the investigation of these conditions was opened by the reviewer 20 at the 
Centenary Meeting of the British Medical Association. He pointed out that 
the radiographic investigation should always include radiographs of the lumbar 
and sacral spine, pelvis, and hip-joints, and that these should be supplemented 
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by radiographs of other organs or structures according to the indication of 
the physician. Low back pain may be due to congenital or postural deform- 
ities of the lower spine or to pathology of the female generative organs. In 
individuals harbouring a focus of chronic sepsis, progress towards recovery 
following trauma is much slower than in healthy persons. In a fair propor- 
tion of eases of lumbar and sciatic pain, toxic absorption from the colon may 
be responsible, while the prevalence of arthritis of the lower spine and hip- 
joints in women is probably due largely to sepsis of the genito-urinary system. 
The importance of the radiographic appearances of these areas following 
trauma was indicated in cases of claim for compensation. 

By far the most common cause of low back pain is absorption from some 
septic focus. An important and common focus which is generally locally 
symptomless and unsuspected by the patient is the chronic abscess at the 
apices of infected teeth. The removal of the septic foci was frequently followed 
by rapid alleviation of the symptoms which had failed to respond to the 
exhibition of various forms of ‘physical medicine’. It is most important for 
the patient, whose health is our first and chief care, that the doctor in attend- 
ance should be acquainted with the presence of any such focus of danger to 
health. The dental surgeon may know of it; he may have knowingly root- 
filled a septic tooth, believing that it could have no influence on the health 
of the patient or because he considered it of importance in holding a denture, 
or because the patient expressed a desire to keep it and the dental surgeon 
has been persuaded against his better judgement. But when the acute 
lumbago or sciatica or more grevious malady resulting from it comes along, 
this evidence is not in the hands of the doctor, and the patient, having no 
local symptoms, does not think of the teeth as a cause. Further, if the dental 
surgeon has taken radiographs, the patient and doctor are apt to conclude 
that these were satisfactory and interpreted correctly, and consequently that 
any septic focus has been effectively dealt with. Unfortunately only too often 
the radiologist discovers that this is not the case. Examples were cited in 
which definite septic foci and malignant disease of the bones of the pelvis 
and spine were detected, the demonstration of the latter being a strong argu- 
ment against any severe operative treatment of the former. These findings 
indicate the need for an independent unbiased opinion on the .radiographic 
appearance. 

R. M. Beath 21 discussed the problem from the point of view of lesions of 
the urinary tract, and illustrated many eases of lumbar pain in which the 
origin had been effectively traced by radiography to the genito-urinary system. 
He described some of the results of a study of 1500 cases which he had under- 
taken in collaboration with A, Fullerton. 

H. K. Graham Hodgson 2 ' 2 is of the opinion that chronic septic foci in the 
accessory nasal sinuses accounts for a certain number of cases of backache ; 
that radiology, if applied in a reasonable and accurate manner is very valuable 
in the search for this ; and that its value has not been properly appreciated. 
He described his technique for sinus radiography. 

In the opinion of R. S. Paterson, 21 gastric and duodenal ulcer and carcinoma 
give rise to lumbar and sciatic pain, especially when adherent to the pancreas. 
The gall-bladder was a more frequent cause. Visceroptosis caused lumbar 
pain especially in multiparse. Appendicitis was perhaps the commonest condi- 
tion of the alimentary tract associated with lumbar pain. This occurred 
especially when the appendix was retroesecal and when adhesions were present. 
Other causal lesions were carcinoma of the colon, colitis, and diverticulitis. 
Stress was laid on the importance of complete clinical examination before 
recourse to radiography. 
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R. E, Roberts 21 illustrated many cases of Paget’s disease and secondary 
carcinoma of the lumbar vertebra and pelvis, the discovery of which had been 
made on radiographic investigation of cases of lumbar and sciatic pain. 

Gilbert Scott 21 divided arthritis in this region into two types ; (1) Spondy- 
litis, 'which occurred in the young and which was inflammatory ; and (2) 
Spondylosis, which was degenerative and which occurred later in life. He 
had found that in these cases of ‘spondylitis adolescens ’ the sacro-iliac joint 
was always infected and that in spondylosis it was always ankylosed. He 
considers that infection of the sacro-iliac joint is primary and causal. 

THE THORAX. 

The Breast. — -W. Vogel, 24 in a paper on radiography of tumours of the 
female breasts, illustrates the appearance produced by scirrhous carcinoma, 
adeno-carcinoma, diffuse carcinoma, chronic mastitis, and single cysts. The 
technique which he describes may be of value in certain cases where the 
clinical evidence is indefinite. 

The Lungs .—Stanley Melville 25 said it was as big a mistake to diagnose 
pulmonary tuberculosis solely on X-ray evidence as to neglect to take the 
radiograph into account at all. The X-ray film would show definite infiltration 
at quite an early stage, often before there were clinical signs, and at a later 
stage, when the physical signs were present, the X-ray would show much more 
extensive disease than could be demonstrated by physical examination. If 
the X-ray evidence was consistently negative for some months, pulmonary 
tuberculosis might be regarded as absent. 

R. A. Young 26 pointed out that radiology has attained an important position 
not only in diagnosing pulmonary tuberculosis but in estimating its extent 
and treating it, and that the more clinical information the radiologist has, the 
more help he could give in explaining what might be obscure. Radiography, 
he stated, gave more help in localization than in diagnosis and in estimating 
the age and character of lesions ; its information on their quiescence or activity 
was less certain, but it gave valuable evidence on the state of cavities, effusion 
and displacement of the heart, trachea, or diaphragm, and of senile tuber- 
culosis, winch was more common than was generally recognized. 

(See also Tuberculosis, Pulmonary.) 

F. G. Chandler 20 spoke of the value of lipiodol in chest radiography. He 
said it was always better to operate on an incurable case than to leave a 
curable one alone, and exploratory thoracotomy must be added to the dia- 
gnostic procedures. D. L. S. T. Burrell 86 spoke of the use of radiology in 
collapse therapy, J, Duncan White 20 on lipiodol radiography. lie stated that 
preliminary radiographs were essential and that he preferred the supra-glottal 
route, but if the patient was nervous the injection was best made through the 
crico-thyroid membrane. If the bronchoscope was used, then it could be put 
in at the same time. The method was invaluable in bronchiectasis. The 
appearance of pulmonary abscess might be confused with those of bronchial 
stenosis or neoplasm. He stressed the importance of the clinician supplying 
the radiologist with essential clinical features. 

(See also Bronchiectasis, Atelectatic, in Children.) 

E. W. Twining 26 said there was a distinct tendency to over-softness and 
under-exposure in order to record quite hypothetical infiltration. Many 
workers emphasized the importance of small shadows, holding that they often 
indicate early tuberculosis. He said the smaller the lesion, the less likely it 
was to be early. 

J. V. Sparks 26 illustrated the radiographic appearance of silicosis ami 
asbestosis. He pointed out that, although the visible? changes in the latter 
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were few compared with those of silicosis, the condition was not necessarily 
less serious, for the fibrosis left little intermediate tissue undamaged. 

J. V. Sparks and F. G. Wood, in a paper 27 on the radiographic appearances 
of the. lungs in. chronic bronchitis and emphysema , state that thickening of the 
pleura is most marked at the base, that adhesions may be present, and that 
the movements of the diaphragm may be restricted and its outline irregular. 
The costo-phrenic angles may be obliterated. The linear stria; may be 
increased, but not in proportion to the physical signs. He tabulates the signs 
of emphysema given' by Podkaminsky : (1) Increased clarity of the lung 
fields ; (2) Lowering of the diaphragm ; (3) Widening of the cost o- phrenic 
angles ; (4) Increase in the intercostal space so that the ribs are more hori- 
zontal ; (5) Enlargement of the retrosternal space, which becomes more trans- 
lucent in a lateral view 7 . 

J. F. Bromley 28 has published the details and radiographs of multiple hydatid 
cysts in the thorax of a girl aged 16. One large cyst is illustrated against the 
anterior thoracic wall. He states that only 2 per cent of eosinophils were 
present in the patient's blood. 

The Heart. — Radiography in the diagnosis of congenital heart disease is 
of service to the clinician in a small percentage of cases only. The clinical 
signs are as a general rule more prominent and instructive. The percentage 
of radiographs of value for the recognition of these lesions increases with each 
age period towards adult life. 

An interesting article on congenital diseases of the heart has been contributed 
by Peter Kerlcy. 29 In this article he classifies the cases into three groups : 
(1) Cases in which there is no admixture of arterial and venous blood ; (2) 
Cases with an arterial venous shunt without cyanosis or with late cyanosis ; 
(3) Cases with a venous arterial shunt and definite cyanosis. 

Grotip X, — Dextrocardia, idiopathic heart hypertrophy, bicuspid aortic valve, 
right-sided aorta, co-arctation of the aorta, and foetal endocarditis. He refers 
to a case of right-sided aorta in an elderly man described by Schinz which 
was associated with dysphagia due to compression of the oesophagus by the 
abnormal position of the left subclavian artery. In co-arctation of the aorta 
the latter is constricted in the region of the ductus arteriosus ; consequently 
the pressure in the arteries of the upper half of the trunk is very high and 
in the lower half very low. Radiographically the condition shows ; (a) Dilata- 
tion of the first part of the aorta ; ( b ) Defect in the aortic arch ; (c) Unusual 
clarity of the bifurcation of the trachea ; (d) Characteristic localized erosion 
of the inferior borders of the ribs ; (e) Enlarged left ventricle. 

Group 2. — Patent ductus arteriosus, defect in the aortic septum, patent 
foramen ovale, patent interventricular septum. In patients with patent ductus 
arteriosus the pulmonary artery and both the ventricles are enlarged. If two 
radiographs are taken under identical conditions, one in quiet inspiration and 
one in forced expiration, it will be seen that the shadow of the pulmonary 
artery has decreased in size in the picture taken during expiration. In patients 
with a patent foramen ovale the heart may show enlargement to left and 
right, dilatation of the pulmonary artery, gross enlargement of the right hilar 
shadow, and Increased striae in the lung fields due to wide coarse vessels. 
Also absence of aortic shadow. Radiographs of patients with a patent inter- 
ventricular septum may show hypertrophy of the right heart, synchronous 
pulsation of the right and left borders of the heart, and widening of the 
hilar shadows. 

Group 3. — Pulmonary stenosis, eor triloculare, Eisenmenger’s complex, Fallot’s 
tetralogy, patent interventricular septum with pulmonary atresia or trans- 
position of the arterial trunks. Fallot’s tetralogy consists of : (a) Pulmonary 
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stenosis ; (b) Ventricular septum defect ; (r) Dextro position of the aorta ; 

(d) Hypertrophy of the rigid ventricle. 

Keriey refers to Bedford’s description of tlie radiographic appearances : 
“There* is a cavity in the region of the pulmonary artery due to hyperplasia 
of the vessel, though the conus arteriosus at a lower level may be dilated and 
there is visible dextro position or enlargement of the ascending aorta, and the 
right ventricle pushes out to the left and displaces the apex upwards.” 

ALIMENTARY TRACT. 

The most important contribution during the year to the literature on this 
system is A. E. Barclay’s book, The Digestive Tract.* 0 The book contains the 
summary of the author’s experience during many years as a radiologist. It 
is one which will repay careful study by any practitioner who may be called 
upon to express an opinion on the value of radiography of the alimentary canal. 

If one had to make a criticism, it would be that insufficient stress has been 
placed upon a thorough preliminary radiographic examination prior to the 
introduction of any opaque material. The significance of the preliminary 
investigation is illustrated by the account which came to the writer’s attention 
of a fluoroscopic examination of the oesophagus of a man who was considered 
to have swallowed his false teeth. At the fluoroscopic examination a shadow 
was seen on a plane with the oesophagus, and an operation, which proved 
fatal, was performed just prior .to a relative finding the dental plate at the 
patient’s home. In another ease the patient complained of pain in the region 
of the upper end of the oesophagus. An examination of the area by an aural 
surgeon failed to detect any abnormality. Radiographic examination during 
the swallowing of a fluid suspension of barium and thick barium paste was 
also unsuccessful. The diagnosis was made from a preliminary radiograph on 
which a very thin plate of bone was detected. When removed it was found 
to be the thin triangular plate of bone from the sternum of a fowl. 

T. W. Adams, D. J. Clarke, J. M, Lees, M. S. Pembrey, and K. S. Vine, 31 
in a paper on the influence of muscular work upon the movements of the stomach, 
demonstrated by radiography the truth of the statement that hard muscular 
work delays the passage of food through the stomach, 

E. D. Gray 33 has demonstrated a potential pharyngeal diverticulum in 0 
patients out of 250 consecutive cases examined for the special purpose of its 
discovery. The age incidence was between 49 and 05 years. Only one patient 
complained of symptoms referable to the pharynx. He states that the 
deformity appears as a pointed barium-filled projection from the posterior 
pharyngeal wall at the level of the cricoid, which presents in the lateral view 
a horizontal lower border and an oblique upper border, and in the antero- 
posterior view a horizontal streak, extending across the pharynx. The shape 
and position of the recess suggests that it is due to herniation of the pharyn- 
geal mucous membrane between the circular and oblique fibres of the crico- 
pharyngeus, and that it is therefore a potential pharyngeal diverticulum. It 
is the possible site for the impaction of a foreign body. 

J. V. Sparks 33 has illustrated the radiographic appearance of a pharyngeal 
diverticulum containing a neoplasm . The patient was a man of 59 years. He 
had had difficulty in swallowing, with the production of a swelling in the neck, 
for thirty years. Recently regurgitation with blood and complete obstruction 
of the oesophagus had been the striking clinical features. The pouch took 
at least half a pint of fluid to fill. The patient’s father, aged 75, and a paternal 
uncle, aged 75, died of pharyngeal pouch complications, and a cousin still alive 
had a pouch. 

R. A. Kemp Harper, 34 in the record of a ease of pedunculated papilloma of 
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the stomachy publishes radiographs which show a rounded filling detect in the 
pre-pylori c area of the stomach. The patient had had attacks of hacma- 
temesis. At operation the stomach appeared normal, but the first part of the 
duodenum was distended by a rounded irregular mass in its interior. The 
mass was mobile and was squeezed through the pylorus into the stomach. A 
wide opening was made through the anterior wall of the stomach and a large 
pedunculated mass exposed, its pedicle being attached to the lesser curvature., 
In another paper 35 this author describes a case of carcinoma of the stomach 
of a child 11 years of age. 

A. Bruce MacLean 3 ' 6 describes a gastro4leal reflex in chronic appendicitis . 
He had examined 800 cases of chronic appendicitis radiographically, and 40 
of these had been operated on and the diagnosis confirmed. The reflex is 
elicited by giving ordinary food as an excitor meal four hours after the barium 
meal and noticing the amount of barium in the colon one hour later. Chronic 
appendicitis causes delay in the filling of the colon in about 50 per cent of cases, 

THOROTRAST. 

During the year a number of papers have been contributed on the results 
of intravenous injection of thorotrast for the demonstration of gross lesions 
of the liver and spleen. Thorotrast* is a colloidal solution of thorium dioxide 
which when injected into the circulation is fixed in the ret i eiil o - e m dot he 1 i a 1 
system and renders these structures relatively opaque to X rays ; consequently 
the shape of the liver and spleen can be shown on radiographic films. Any 
gross lesion of these structures will be revealed as areas of transparency. The 
drug has been administered for the demonstration of malignant metastascs, 
cysts, abscess or cirrhosis of the liver, and for the localization of tumours 
within the abdomen. 

L. G. Erickson and Rigler 87 have reported on the findings in 82 cases. They 
state that they have found the clinical application of the method to be 
surprisingly broad and useful, and that at the present time it is being used 
as a routine procedure pre-operatively for all cases of malignancy of the 
alimentary tract in order to rule out metastases. They point out that if at 
the first examination following administration of the drug no metastases are 
evident, at a later date, owing to the fact that the thorium is only very 
slowly eliminated, a further radiographic examination may reveal metastases 
which have developed. Further, they state that to the clinician cirrhosis of 
the liver is one of the most difficult diseases to diagnose in the early stages, 
and it is in the early stages that visualization of the liver and spleen with 
thorotrast is of the greatest help. W. H. Dickson 38 supports these views of 
the value of thorotrast in the diagnosis of cirrhosis of the liver. 

In spite of this evidence the reviewer is inclined to agree with H. V. Tighe 
when he states 39 that “ in borderline cases I would consider a laparotomy a 
more justifiable procedure than the use of thorotrast ”, for it has been pointed 
out by P. H. Whitaker, T. B. Davis, and F. Murgatroyd, 40 R. Lewisohn, 41 
Shute and Davis, Ettore Liverani, 42 and others that, following the injection 
of this drug, degenerative changes occur in the liver cells, thorium being 
slightly radio-active and only very slowly eliminated. 

Accounts have been published of cases in which thorotrast has been injected 
prior to operations at which simple lesions such as abscess, hydatid cysts, etc., 
have been found. Such a procedure in these and in cases of suspected cirrhosis 
of the liver appears to be unjustifiable owing to the risk of pathological 
changes consequent upon the injection and fixation of the thorium. Even 


* W. Bredt, 41, Great Tower Street, London, E.C.3. 
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when used for the detection of metastases the possibility of missing the early 
deposits would appear to he great. Further contributions on this subject have 
been made by A. Capua, 43 K. Radonicie, 44 and K. Herman. 45 

Smaller quantities of thorotrast, 8 to 15 c.c., have been injected into the 
common carotid artery (without the possibility of dangers of the larger doses 
necessary to demonstrate the liver and spleen) for the purpose of demonstrating 
lesions of the larger vessels of the brain and the localization of brain tumours. 
An account of these procedures is given by Moniz and his colleagues. 45 

CHOLECYSTOGRAPHY. 

In the opening paper 47 at a Meeting of the Royal Society of Medicine, the 
reviewer made the following points : — 

1. No branch of radiology requires more careful attention to technique and 
detail than gall-bladder radiology. 

2. The X-ray examination should always include : (a) A preliminary examin- 
ation ; ( b ) Cholecystography ; (c) Barium meal, in this sequence. 

3. A number of gall-stones can be shown on the preliminary radiograph, 
and a further number on the cholecystograph, but there still remains a propor- 
tion which cannot be seen by X-ray examination. The greater the care taken 
in technique, the smaller will be the number of gall-stones not indicated. 

4. The radiographic demonstration of gall-stones does not necessarily mean 
that the lesion causing the patient’s illness has been discovered. Gall-stones 
may exist without causing marked symptoms. They may produce symptoms 
which are atypical. 

5. The dye can be administered : (a) By mouth ; ( b ) Intravenously. The 
former is now the best routine method of examination, though the latter still 
remains the more accurate. 

6. Non-filling of the gall-bladder indicates in about 96 per cent of cases a 
pathological condition of the gall-bladder, often accompanied by stones, though 
these may not be shown on the radiograph. 

7. Poor filling of the gall-bladder on repeated examination also indicates 
a pathological condition of the gall-bladder. 

8. A good gall-bladder shadow which is normal in shape, size, and position, 
uniform in outline and density, and which contracts after a meal to a much 
smaller size, in a high percentage of cases indicates a normal gall-bladder. A 
small proportion of such gall-bladders may be diseased, and may even contain 
a small, collection of stones. 

9. Any abnormality in the area of the gall-bladder before or after it has 
been filled with dye should be investigated by further radiographs taken 
according to the type of abnormality seen. 

10. It has been demonstrated that a large collection of stones in the gall- 
bladder can be passed into the intestine by way of the ducts. 

11. Complete gall-bladder radiology enables us to give a fairly accurate 
opinion as to the condition of the gall-bladder. 

Stanford Cade 47 reviewed the findings of 1018 eholecystographs carried out 
at the Westminster Hospital. He considers that the intravenous method 
is the method of choice, 

S. Cochrane Shanks 47 advises the use of the oral method. Obstructive 
jaundice he regards as a contra-indication. 

John H. Anderson and O. A. Marxer 48 contribute an interesting article on 
a cumulative method, and draw the following conclusion from its use : (1) 
There are certain dangers in regarding as pathological a gall-bladder which 
fails to give a shadow after a single cholecystograph, oral or intravenous ; 
(2) Eleven cases are quoted in which cumulative filling by the oral route was 
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carried out : (3) The method employed gave added diagnostic information 
and did not increase the reaction on the part ol the patient. 

George Levene 49 reviews the radiographic findings and points out the signi- 
ficance of tenderness of the dye-filled strawberry gall-bladder. 

References. — Writ. Jour, Radiol, 1933, Jan., 2; 2 lbid. Feb., 85; Hbid. 103; 
Writ. Med . Jour . 1932, Oct. 1, 621 ; Writ. Jour. Radiol 1932, Aug., 657 ; *8urg. Gynecol 
and Obst. 1933, Jan., 101. ; 'Lancet, 1933, i, 106 ; a Radiology , 1032, Aug., 99 ; Wroc. 
Roy . Soc. Med. 1933, May, 853; w Brit. Jour. Radiol. 1932, Nov., 813; 11 Ibid. 1933, 
April, 240; l ‘ z Jour. Amer. Med. Assoc. 1933, July 3, 14 ; l3 Brit. Jour . Radiol 1933, 
Jan., 39; u Ibid. May, 294; lb Ibid. 297 ; x *Ibid. Fob., 69; 17 Zentmlb. f. (Jhir. 1933, 
June 30, 1532; 1& Die gesunde mid kranke Wirbelsdule im Rbntgenbilde , 1932, Leipzig, 
Georg Thieme ; 19 Sura. Gynecol, and Obst. 1933, June, 512 ; Med. Jour. 1932, 

Nov. "5, 827 ; Wind. i, 265 ; Wbid. 1933, i, 5 ; i3 Deut. Zeits. f. (Jhir. 1933, April, 52 ; 
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M The Digestive Tract, 1933, Cambridge University Press; 91 Brit . Jour. Radiol 1932, 
Nov., 824; Wbid. Aug., 640 ; Wbid. 1933, April, 233; Wind. 1932, Nov., 811; 
3 5 1 bid. 1933, May, 299 ; ' “Writ. Med. Jour. 1932, ii, 1055 : 37 Jour, Amer. Med. A, woe. 
1933, June 3, 1758 ; Wanad. Med. Assoc. Jour. 1932, Aug., 125; 30 Irish Jour . Med. 
Sei. 1933, May, 203; 40 Quart . Jour. Med. 1933, Jan., 49; il 8urg. Gynecol, and Obst. 
1932, July, 68; 42 Policlinico , 1932, Aug. 1, 373 ; Wind. Oct. 15 ; il Presse mid. 1932, 
Nov. 19, 1736 ; 45 Wien. Min. Woch. 1932, Sept. 9, 1117 ; 40 Rontgenpraxis , 1932, iv, 90; 
i7 Proc. Roy. Soc. Med. 1932, June, 1249; *Writ. Med. Jour. 1932, ii, 40 ; m New Eng. 
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London. 

X-RAY AND RADIUM THERAPY. (See also Cancer, Radium Treat- 
ment of; Radiotherapy in Gynaecology.) James Jh \ Brailsfard , M . I ), 

Inflammatory Conditions, etc. — J. H. Douglas Webster, 1 in a paper on 
X-radiation of inflammatory conditions, stated that he found it most useful 
in small doses in boils, carbuncles, whitlow, erysipelas, and many deep-lying 
inflammations. The radiation should be given without previous surgical inter- 
ference. Actinomycosis responded well. In tuberculous conditions it is import- 
ant to avoid over-dosage, which might set free otherwise immured bacilli, 
one-sixth of an erythema dose at weekly or longer intervals being advisable. 
Obstinate chronic sinusitis should also be treated by X rays ; and two or 
three mild deep X-ray applications, with or without preliminary injection of 
bismuth oil or paste, would often heal a persistent ischio-rectal abscess. 

Many chronic inflammatory skin diseases gave the most striking success with 
radiation. Acne and many eczemas respond rapidly. Chronically enlarged 
and septic tonsils were extremely radio-sensitive, and a few X-ray treatments 
might completely clear up the unhealthy tonsil in the child. Excellent results 
could also be obtained in adults where there was not much fibrosis. 

Good results are also claimed in gastric and duodenal ulcer. It; relieved 
pain and tenderness, reduced gastric acidity, and improved weight and appetite. 
Haemorrhage might be lessened by splenic radiation. The result of X-ray 
treatment of various forms of keratitis had been almost universally excellent, 
with relief from pain after a few applications. This writer also reported good 
results in irido-cvclitis and a few cases of ulcer. Hope Fowler said radiation 
inhibited the spasms of whooping-cough. ^ 

Leukaemia, — G. Harrison Orton 2 points out the importance of small dosage 
in the X-ray treatment of leukaemia. The initial dose should be very small. 
Cases of myelogenous leukaemia are less likely to react adversely in the way 
of constitutional disturbances than the chronic lymphatic cases. He says that 
in chronic lymphatic leukaemia large, or even moderate, doses are not only 
not advisable, but may be actually dangerous, and that, in view of the marked 
effect on the blood of very small doses of X rays, large doses are quite unneces- 
sary. He maintains that the symptomatic improvement of the patient and 
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raising of the red-cell count arc far more important factors in treatment than 
any attempt to reduce the white-cell count, and that when the white-cell 
count has fallen to the neighbourhood of 18,000 to 20,000, further X-ray 
treatment should be suspended for a time. In both types of ease the risk of 
any superadded infection such as influenza is to be guarded against as far as 
possible, since such infections nearly always lead to a rapid relapse, which is 
likely to, and often does, prove fatal. In cases of chronic lymphatic leukaemia, 
provided we can keep the red-cell count within normal limits, a white-blood 
count of from 80,000 to 40,000 is quite consistent with good health, and a 
reduction below 20,000 is not easy to obtain without adversely affecting the 
red- blood count, and should not be aimed at. 

Radio -dermatitis and Radio -necrosis. — H. I). Gillies and A. H. Mclncloe, 3 
in a paper on plastic surgery in chronic radio-dermatitis and radio -necrosis, 
classify the cases into : (1) Patients who have received a single dose of X rays 
or radium for diagnosis or treatment ; (2) Patients who have undergone treat- 
ment for a chronic condition and who received small but oft-repeated doses 
for a long period, often resulting in ulceration ; and (3) Professional workers 
with X-ray apparatus suffering from burns of the hands and face. They 
state that complete excision is followed by rapid relief of symptoms and 
freedom from the risk of carcinomatous change. Cure, however, cannot be 
considered as satisfactorily attained if no attempt is made to avoid the 
secondary contraction which follows healing by granulation. Indications for 
operative measures are : pain, itching, ulceration and discharge, deformity 
from contraction, cosmetic appearance, and epitheliomatous changes. 

Ringworm of the Scalp. — S. Cochrane Shanks 4 states that he finds the 
mekapion a more efficient and reliable measure of dosage than either the 
Sabouraud pastille or McKee’s constants. Using the mekapion, uniform, com- 
plete, and successful results were obtained in 100 consecutive cases, whereas 
with the former measures the tendency to under-expose because of the uncer- 
tainty of the dosage resulted in a fair proportion of incomplete results, He 
considers that thallium acetate treatment is quite unwarranted because acci- 
dental over-dosage can cause the death of the patient, and nearly forty deaths 
have already been reported. He describes a simple method of immobilizing 
young children during irradiation. Efficient inspection, detection, and treat- 
ment of ringworm of the scalp has considerably reduced its incidence. 

Increased Voltage and Filtration. — N. S. Finzi 5 holds that improved 
results had always followed increased voltage and increased filtration, and 
that better results could be obtained with plants yielding radiation at 000 k.v. 
than with those at 180 to 200 k.v. He is supported by G, F. Stebbing, 6 who 
states that as the wave-length was shortened the clinical results showed larger 
percentages of recoveries and less inconvenience to the patients, the best results 
so far obtained being by means of pure gamma radiation. 

Radium Therapy.- — Viscount Lee of Fareham,® a layman who had presided 
over the National Radium Commission for the past three and a half years, states 
that the radiological enthusiast, who, like the young sportsman, may be more 
interested in his gun than in his quarry, may also need restraint, and the lust 
for heavier weapons must be kept within bounds — that is to say, the pursuit 
of science may become too costly in human life. “I make no concealment 
of the fact,” he states, “that throughout these controversies my sympathies 
go out to the patient first and to the technician afterwards,” 

The radiologist should not be merely a specialist in one field of science, he 
should be an expert clinician as well, and be recognized as such by his surgical 
colleagues. Viscount Lee holds strongly to the opinion that they should be 
prepared to work together on terms of complete equality. The idea that 
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surgeons, however eminent, are competent to practice radium therapy without 
an intensive course of special training is a fond delusion and one not well 
conceived in the interests of the patient. The surgeon needs the co-operation 
of the radiologist just as the latter needs the co-operation of the surgeon, and 
it is only by this ’whole-hearted partnership that practical research into these 
grave clinical problems and an attack upon the scourge which is increasingly 
afflicting humanity can proceed on a united front and with the best hopes 
of success. 

Amidst all these perplexities one agreed conclusion with regard to radium 
therapy stands out in clear relief, and it is that the margin between the 
general destruction of normal tissues .and the selective destruction of the 
malignant cells invading them is very small. The real deficiency is not of 
the element itself but of persons qualified to use it. The existing stock of 
radium in the country, if properly used and organized, is sufficient for present 
needs. 

Viscount Lee emphasizes the dangers of quack remedies containing radium, 
and considers that the best safeguard to the public is its price— he., £15,000 ■ 
per grm. Speaking of the 4-grm. bomb he said : “ The results were disastrous, 
and to what extent they may have been due, respectively, to selection of 
unsuitable cases, exclusion of other methods of treatment, errors in technique, 
or merely insufficient experience, I wish to express no opinion.” The verdict 
of the Scientific Conference summoned by the Presidents of the Royal Colleges 
of Physicians and Surgeons was that : “In view of all the circumstances 
the action of the Commission in abandoning the 4-grm. bomb was certainly 
justified 

The Commission reports that the most authoritative opinion is now inclined 
to lay down that, in order to become a radium officer in the full acceptance of 
the term, it is desirable that an otherwise qualified candidate should be trained 
at a recognized centre, under skilled radiologists, for a period of not less than 
twelve months. 

Tumours. — Ralston Paterson, 7 in a paper on classification of tumours in 
relation to radiosensitivity, groups tumours according to their relative sensi- 
tivity to radiation contrasted with the resistance of the skin, and suggests 
technique for treatment which is in accordance with this relative sensitivity. 
As it was subsequently pointed out in the discussion, such a method of classi- 
fication is empirical. Tumours identical in clinical and histological appear- 
ance in different individuals show marked variation in response to radiation. 
Among the factors considered as decreasing sensitivity Paterson included poor 
nutrition, poor blood-supply, anaemia, cachexia, syphilis, previous surgery, 
sepsis, and previous radiation- — in other words, any factor which put a severe 
Call on the haematopoietic system diminished the response to radiation. 

Effect of Radium on Precancerous Skin Areas. — W. Cramer, 8 in a paper on 
this subject, states that the application of radium to a precancerous area of 
skin delays and even inhibits the development of malignancy. This effect 
was most marked where the precancerous conditions were not too far advanced 
and the dose of radium was relatively large as measured by the skin reaction. 
No evidence of any kind was obtained that radium, in the doses given, had 
the effect of breaking down the resistance of the skin to the development of 
malignancy. 

Cancer of the Uterus .— At a discussion 9 on radium treatment in cancer of 
the cervix uteri at the Centenary Meeting of the British Medical Association 
A. Laeassagne stated that between 1919 and 1926 at the Institut du Radium 
they had treated 678 cases, with a five-year cure rate of 26 per cent. The 
percentage of cases was definitely increasing as technique improved. During 
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1919 and 1920 it had been only 10 per cent and 17 per cent respectively. In 
1921 the technique of intra-uterine radium had been instituted and was still 
applied systematically in every case. The whole length of the uterus was 
filled with tubes of radium containing GO to 70 mgrm. screened by 1 to 1*5 mm. 
of platinum ; other tubes were held around the cervix, the total dosage being 
about 8000 mgrm. hours. In 1921-22 and 1928 this treatment had been 
applied alone, and the cure-rate had risen to 80 per cent. Since 1924 the 
treatment had been reinforced by radiation of the pelvis, either with X rays 
or from a powerful radio-active source of 4 grm. of radium element situated 
10 cm. from the skin applied to several fields. The percentage of five-year 
cures had risen to 86 per cent. For Stage 1 cases it was 86 per cent, for 
Stage 2, 42 per cent, Stage 8, 30 per cent. Streptococcal infection interfered 
with radium treatment. 

Professor Voltz 9 pointed out that during the war Germany had been unable 
to obtain radium and therefore had developed a special X-ray technique ; 
1978 eases of uterine carcinoma had been under observation for periods 
of between live and twenty years. The absolute cure for 1918-26 was 18*5 
.per cent. In the last two years of the period, during which 404 cases had 
been treated, the live-year cure rate was 25 per cent. The primary mortality 
was 0*8 per cent. Radiotherapy gave a cure in 37-9 per cent of inoperable 
and 4*9 per cent of 4 incurable ’ cases. 

Victor Bouncy 0 claimed that the surgeon could cure one out of every five 
cases of cancer of the cervix seen and one out of every three operated on. 
This was a fixed result. 

Gray Ward 9 gave particulars of the technique used and the results obtained 
at the Women’s Hospital, New York. 

Malcolm Donaldson 9 summed up in favour of radium therapy on the grounds 
that : (I) The survival rate was as good as after operation ; (2) The mortality 
was negligible ; (8) The technique was much easier than that of the operation ; 
(4) Patients feared it less and therefore sought it earlier. 

Elizabeth Hurdon* stated that at the Marie Curie Hospital 686 cases of 
cancer of the cervix and 65 cases of cancer of the body had been treated. Of 
74 cases treated more than five years ago 26 per cent were alive and well. 

Serum Reactions in Radiotherapy of Cancer. — E. Crowin Lowe 10 gives an 
account of the value of serum reactions in radiotherapy of cancer. He con- 
cludes that marked variation occurs in the subsequent reactions in the 
same patient’s serum ; that the earliest signs of cancer developing are very 
consistently associated with serum changes, which arc reflected in the typical 
malignant fraction being present in the quantitive test findings; and that 
the gradual development of malignancy is associated with an increasingly 
positive and. earlier tube reaction. Successful removal or regression of cancer 
tissue is followed by a gradual return to a Jess malignant and finally a 
normal serum finding. Recurrence is heralded by a reversion of a previously 
normal or less malignant reaction to one of more positive character. A serum 
reaction of this type should be of clinical help in follow-up observations in 
cases of cancer treated surgically and in helping to determine the results of 
radiological treatment. The test requires about 10 c.c. of blood collected 
from a patient in a fasting condition first thing in the morning, haemolysis 
of the blood being carefully avoided. 

Late Effects of Radiotherapy. — N. S. Finzi 11 contributes an interesting, 
paper dealing with the late effects of X rays and radium on the skin, mucous 
membrane, subcutaneous tissue, muscle, bone, cartilage, lungs, and eyes. He 
emphasizes the danger of irradiating lesions produced by radiation ; though 
temporary improvement run v appear this is followed by very severe intractable 
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reactions. He finds Durofis an efficient remedy for the treatment of cracks in 
the fingers and nails. For acute inflammation he has used Autogenous 
Vaccines with complete success. Ulceration may be treated by Surgical 
Removal, Vaccines, local application of An^sthesin, Radiostol, Isotonic 
Salt Solution, or other methods, 

Miscellaneous. — S. R. Wigoder 12 describes the ingenious devices Jot storing 
and carrying radium needles used at the Bristol Royal Infirmary. 

L. G. Grimmett 18 gives a detailed description of the improved pattern of the 
direct-reading gamma-ray electroscope which is designed to facilitate routine 
radio-activity measurements in hospital radium departments. 

'The University College Hospital have issued a report 14 on radiotherapy for 
1931 which provides interesting reading. The report combines that of the 
Marker- Smith Registrar (R. S. Pilcher) on radium treatment and the Radio- 
logical Registrar (Gwenda Hilton) on X-ray therapy. 

References. — *Brit. Med. Jour. 1932, ii, 665 ; 2 Brit. Jour. Radiol. 1933, April, 242 ; 
Mbid. March, 132 ; mid. 1932, Oct., 761; Hhid. Nov., 823; Hbid. 1933, Jan., 7; 
•Ibid. 1933, April, 218; mid. 1932, Aug., 618; mid.; ™Ibid. 1933, April, 207; 

1 'Ibid. March, 148; l ~Ibid. May, 301 ; l *Ibid. 279 ; 14 Report on Radiotherapy , Univ. 
Coll. Hasp. 1932 , John Bale, Sons, & Damelsson. 

YAWS. Sir Leonard Rogers , M.D., F.R.C.P., F.R.S. 

The vexed subject of the relationship of yaws to syphilis has been discussed 
by D. B. Blaeklock, 1 who deals seriatim with the various points which are 
commonly considered to differentiate between the two affections, and he brings 
forward evidence which he considers leaves it an open question whether 44 yaws 
is other than syphilis modified by age, race, and local conditions ”, as he holds 
that adult venereal syphilis as it affects natives in tropical countries differs 
as greatly from venereal syphilis in adults in temperate climates as does yaws. 
Thus Tie explains the non-congenital nature of yaws by the mothers having 
rarely escaped the disease in childhood, and he quotes evidence that extragenital 
primary sores in adults are more frequent in tropical than in temperate climates, 
He regards the greater frequency of plantar lesions and the greater rarity in 
that disease of lesions of mucous membranes, of the eyes, gummatous lesions 
of the internal organs, and of nervous diseases such as tabes and G.P.I., as 
explainable on racial and climatic conditions, and so not sufficient to differen- 
tiate the two classes of cases ; nor does he think the failure, of yaws to respond 
to mercury, and the lesser tendency to arterial degeneration and constitutional 
disturbances, to be of much importance. The subject is certainly one which 
lends itself to differences of opinion. 

An analysis of 5000 Saehs-Georgi tests in yaws and syphilis in Southern 
Nigeria is reported by G. W. St. 0. Ramsay. 2 About half were school children 
and the rest adults, and positive reactions in the children of 4 to 1(5 years were 
regarded as probable evidence of the asexual disease yaws, while in later life 
it may be due to either yaws or syphilis. Among 2600 children plus reactions 
were obtained in no less than 35*6 per cent, indicating a high yaws infection 
rate of the population, with a rapid rise from the age of 4 years to a maximum 
by the 6th year, followed by a steady fall, which is attributed to a. tendency 
for the disease to burn itself out after the 6th year — a conclusion supported 
by SchobPs work on experimental yaws in monkeys. In adults the position 
is much more complicated, and the percentage of positive results was found 
to increase steadily from 32 at the age of sixteen to eighteen to 50 at forty to 
■ forty-two, as against a steady fall between the ages of six to' sixteen years. 
; ..It., Is impossible to say how many. of the adult reactions are due to persisting 
or relapsing yaws and how many to syphilis. 

References.' — VI nn. Trop. Med. and Parasitol. 1932, Oct. 29, 423 ; Ubid. July 14, 149. 
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YELLOW FBVEB. Sir Leonard Rogers, M.D . , F.R.C.P., F.R.S. 

Epidemiology. — H. W. Kumm and M. Frobisher 1 have been unable to 
confirm the claim of L. Monteiro that yellow fever can be transmitted by the 
faeces of infected bedbugs. J. A. Kerr 2 finds that Culex thalasshis is capable 
of transmitting experimental yellow fever by its bite after a long extrinsic 
period, so it may be of some importance where its density is great at places 
along the West African coast. Mansonia uniformis may retain the virus in 
its body for long, but appears to be unable to transmit it by its bites. 
H. W. Kumm 3 has investigated the possibility of yellow fever being trans- 
mitted by blood-sucking bats in South America or by mosquitoes fed on them. 
Immediate mechanical transmission was obtained in two experiments by the 
bite of Desmodus rotundas , but mosquito transmission experiments were 
negative. Mosquito carriers in S. Nigeria have been further investigated 
by H. Beeukes and others 4 in relation to climatic conditions, and they found 
ail seasons of the year to favour transmission in the south, but in the north 
during the dry hot and cold seasons the duration of the life of the mosquito 
carriers of yellow fever is so reduced that it is doubtful if the disease can spread 
except during the rainy months of June to September, and they doubt if the 
disease can remain endemic there during the hot dry season with the harmattan 
winds prevalent. W. H. Hoffmann 5 discusses the epidemiology of yellow 
fever, and he considers that although effective measures can be taken during 
epidemics, there is not yet sufficient control of the disease in its tropical endemic 
areas, so pandemics may yet occur, and more efficient measures are required 
to enable the endemic areas in America and West Africa to be successfully 
attacked. 

Prophylaxis, — Further work is reported on the preparation of a Vaccine 
against yellow fever made from a strain of virus after intracerebral passage 
though mice. A. W. Sellards and J. Laigret 6 report confirmation of Theiler’s 
statement that such a vaccine cannot produce fatal disease in monkeys, although 
it produced immunity in them after either subcutaneous or intraperitoneal 
injection. As killed monkey- virus vaccine did not protect man, the writers 
tried living mouse-passage virus prepared from the brains of infected mice 
killed on the sixth to ninth days after intracerebral inoculation. Five persons 
whose serum showed an absence of protective bodies were inoculated on one 
or more occasions, and all of them developed antibodies to the yellow fever 
virus, and three of them developed atypical febrile reaction, indicating that 
the mouse virus is not devoid of all activity in man. Max Theiler 7 has investi- 
gated the possibility of using the intracerebral test in mice to determine the 
amount of antibodies in yellow fever immune serums. Suspensions of infected 
mouse virus, after filtration and preservation in a frozen state by the method 
of W. Lloyd and H. A. Pcnna, 8 gave sufficiently constant results for comparison 
of different experiments when twelve mice were used for each test. The 
addition of 10 per cent of 0*9 per cent of normal serum prevented the rapid 
deterioration of the virus in normal sodium chloride solution, and some ascitic 
fluids, and 2*5 per cent egg albumen in distilled water, could also be used as a 
diluent. Further work is required to establish the value of the method. 

References. — 1 Amer. Jour, Trap, Med . 1932, Sept., 349; 2 Ann. Trap, Med . and 
ParasitoL 1932, July, 119; z Ibid. 207 ; *Trans. Roy. Soc. Trop. Med. and Hyg. 1933, 
March 23, 425 ; V our. Trop. Med. and Hyg. 1932, Jan. 1, 359 ; 6 Brit. Med. Jour. 1933, 
May 13, 82 ; 7 Ann. Trop. Med , and ParasitoL 1933, April, 57 ; *Amer. Jour . Trap. 
Med . 1933, Jan. 
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THE PRACTITIONERS* INDEX. 

NEW PHARMACEUTICAL ANB DIETETIC PREPARATIONS, 
MEDICAL AND SURGICAL APPLIANCES, ETC. 

In this Section we give short descriptions of the Pharmaceutical Products and 
the New Inventions of the past, year. Every care is taken to notice only articles 
that seem worthy of our readers ' attention. It should be understood that the 
information is supplied by the Makers. We invite all concerned with the Medical 
Manufacturing Industries to co-operate with m in making this section valuable 
for present and permanent reference. 

A short typewritten description of each article is required, with the advantages claimed 
for it, and with the Maker's name and address appended. The Editors cannot accept 
'reference to circulars or catalogues as a compliance with these conditions. Illustrations 
of instruments may he inserted if small. 

In the section on Drugs, their composition, principal applications, and dosage should 
be stated in the fewest possible words. 

All particulars for this Section should reach us by November 30. 


PROGRESS OF PHARMACY, DIETETICS, Etc*. 

Aeecolex is an aseptic paste containing aeeeoline, possessing trophic, anti-pruriginous 
and keratoplastie properties ; indicated in the treatment of varicose ulcers, atonic 
wounds, and in all cases of dermatosis requiring an intensive epithelial renovating 
agent. Supplied in tubes of 35 and 105 grm. (The Anglo-French Drug Co. Ltd., 
II- 12, Guilford Street, London, W.O.l.) 

Adexolln Emulsion.- -This is a creamy emulsion, each fluid ounce of which contains. 

■56,000 units of vitamin A, 2800 international units of vitamin I) — i.e., vitamins A 

and D equivalent to its own volume of high-grade cod-liver oil — and 7§ gr. of calcium 

lactate. It is especially suited to the needs of run-down, undernourished patients- - 

infants, children, and adults-— many of whom cannot take oily preparations. It is 
invaluable during convalescence, and its form and flavour will appeal to the most 
debilitated and fastidious child or adult. (Glaxo Laboratories, 5(1, Osnaburgh Street, 
London, N.W.l.) 

Aklorep, — Recent research regards achlorhydria (or hypoehlorhydria) as a, pre- 
dominating; feature in asthma and other allergic complaints. In order to provide 
patients with a portable, palatable, and economical means of taking requisite doses 
of dilute hydrochloric acid and pepsin, Aklorep tablets have been prepared. Each 
tablet contains : betaine hydrochloride, 8 gr. ; pepsin, g gr. ; and is equivalent to 
20 drops of acid hydrochloric dilute B.P. 

Aklorep is indicated in achlorhydria (as in allergic complaints, pernicious anaunia 
and sprue), gastritis, anorexia, and convalescence from febrile diseases. The dose is 
one tablet swallowed with a wineglassful of water three times a day immediately before 
meals. (Roberts & Co., 76, New Rond Street* London, W.l.) 

Alkaline Compound Tablets and Solution. — The success which has attended the 
use of alkalis in the prevention and treatment of toxaemias of pregnancy, as demonstrated 
by the clinical work carried out in the various Glasgow maternity hospitals, has resulted 
in a wider application of this form of treatment. Compressed tablets and ampoules 
of solution made according to the formula of Drs. Cameron and Thompson are now 
available. Alkaline Compound tablets are supplied in bottles of 21, 100, and 1000, 
and the solution is issued in double ampoules put up in boxes of 6 pairs. (Parke, 
; : I>avi$ 4 Co. r 50, Beak Street, W.l.) 
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Anti-pneumococcus Sera. —Approximately half of all rases of lobar pneumonia in 
various parts of the world are caused by pneumococcus Typo I or II. Therefore many 
physicians wish to give mixed I + II serum immediately the patient is seen. For 
this purpose 4 Wellcome ’ Brand Concentrated Anti -pneumococcus Ser um, Ty pe X pl us 
XT, is available. Each phial of the mixed concentrated serum contains 10,000 units 
of each antibody. 

The type of the infecting cause is ascertained, and if it belongs to Type I or IT, the 
appropriate serum is used for treatment. Both concentrated and unconcentrated 
anti-pneumococcus sera of each type are issued. 4 Wellcome ’ Brand Sera are prepared 
at The Wellcome Physiological Research Laboratories, Beckenham, Kent, and supplied 
by Burroughs Wellcome & Co., Snow Hill Buildings, London, E.C. 

' Attention is drawn to the existence of a system of Telegraphic Code Words which 
simplifies the ordering of these products and ensures correctness. This is of particular 
value where the title of the product is in any way involved. Reference to this code 
may be found in Wellcome’s Medical Diary or the firm’s trade price list. 

Antivirus Jelly (Mixed). — A mixture of the antiviruses — i.e., the sterile, detoxicated 
filtrates— -prepared from cultures of a number of strains of staphylococci and strepto- 
cocci, incorporated in a glycerin base. This preparation, which is put up in tubes 
fitted with a special nozzle, carries specific immunizing substances against virulent 
strains of pyogenic organisms. It is designed for the treatment of boils, carbuncles, 
whitlows, and other accessible suppurative lesions. It is also used as a dressing in 
the treatment of perineal tears. (Glaxo Laboratories, 56, Oanaburgh Street, N.W.l.) 

Biomucine is a pure, neutral and sterile mucin obtained from gastric mucus, which 
possesses many advantages over other therapeutic agents hitherto employed in the 
treatment of gastro -duodenal affections. It is the natural antacid and physiological 
protector of the gastro-duodenal mucosa and provides ideal antacid treatment, inhibiting 
the action of any excess acid and regulating the pH value of the gastric contents to the 
point most suitable for the normal functioning of the stomach, indicated in all painful 
affections of the stomach due to hyperchlorliydria, and in gastric and duodenal ulcers. 

Biomucine is supplied in boxes of 24 cachets, the halves of which are readily separable. 
The cachets may be swallowed whole, or, preferably, separated and. the contents taken 
suspended in cold water. The dosage naturally depends on the condition to be treated ; 
in cases of peptic ulcer the contents of 2 cachets should be taken 15 minutes before 
commencing a meal and repeated, if necessary, before the close of digestion ; in hyper- 
chlorhydria, gastritis, etc., 2 cachets before each of the two principal meals daily is 
usually sufficient to prevent the occurrence of painful attacks during the day. (The 
Anglo-French Drug Co. Ltd., 11-12, Guilford Street, London, W.C.l.) 

Biscuits. — A cereal food in the form of biscuits has been introduced under the name 
of 4 Munch There are 146-3 calories in every ounce. They are very palatable without 
being indigestible or filling, the flavour is unique, and their golden brown colour and crispy 
texture make them most attractive to old and young alike. These biscuits are made 
by Munch Ltd., Bradford, Yorkshire, and may be recommended. 

Bismurung is an ointment of oxychloride of bismuth in colloidal form in a specially 
prepared emollient base. It was originally introduced for the treatment of lupus 
erythematosus with striking results (Lancet* 1931, Jan. 17 ; Brit, Jour . Dermatol, and 
Syph 1931, Nov.; Medical Annual, 1933, p. 427). On account of its antiseptic, 
protective, and sedative qualities, it has since proved remarkably useful for inflamed , 
irritated, or painful conditions of the skin and mucocutaneous junctions, e.g., pruritis, 
dermatitis, eczema, varicose ulcers, burns, herpes, haemorrhoids, inoperable cancer, etc. 
(The Blythswood Chemical Co. Ltd., 213, West Campbell Street, Glasgow, 0.2.) 

Bismuth Oxychloride. — Bismuth Oxychloride is an insoluble salt used for the injection 
treatment of syphilis. 4 Hypoloid * Brand Bismuth Oxychloride, suspended in a 
sterile isotonic saline solution, is prepared by Burroughs Wellcome & Co., Snow Hill 
Buildings, London , E.O., and issued in rubber -capped bottles of 25 e.c., containing 
0’ I grm. of the medicament per c.c. It is well tolerated in respect of pain and nodosities, 
and is absorbed at a uniform rate, which, without causing toxic symptoms, produces 
effective antispirochsetal effect. 

Calcium Lactobionate with Parathyroid (Elixir and Tablets). — Each fluid drachm 
of the elixir is equivalent to 5 gr. of calcium lactobionate and gr. of fresh para- 
thyroid; each tablet is equivalent to 5 gr. of calcium lactobionate and -A* gr. of dry 
parathyroid. Calcium lactobionate is more palatable then calcium lactate and calcium 
chloride, more soluble than calcium gluconate and lactate, and more stable than calcium 
lactate. It does not appear to give rise to any stomach irritation and does not produce 
the nausea resulting in many patients from the chloride. Dosage : One or two tea- 
spoonfuls of the elixir, or one or two tablets, twice or thrice daily. (Allen & H anbury s 
Ltd., Bethnal Green, London, E.2.) 
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Cremor Digestans. — This combines McLean's alkaline treatment, with the useful 
digestives pancreatin and papain ( papaya caraya ), with, in small sedative close (2 mm, 
in 2 fluid drachms), fcincfc. belladonna B.P. (poison). The dose is l to 2 fluid drachms, 
(Reynolds & Branson Ltd., 13, Briggate, Leeds.) 

Dicalcium Phosphate. — Dicalcium phosphate (P., D. & Co.) is an effective calcium - 
phosphorus compound, in that it contains those two very important elements in a 
form that is readily soluble in the acid gastric secretions, and thus readily available 
for assimilation. It is supplied in an extremely tine state of sub-division and represents 
calcium and phosphorus in properly balanced proportions for correct physiological 
utilization. Dicalciurn phosphate (P., D. & Co.) is supplied in bottles of 4 and 16 oz. 
(Parke, Davis & Co., 50, Beak Street, W.l.) 

Digoxin. — Chemical investigations carried out in the Experimental Laboratories of 
the Wellcome Chemical Works have resulted in the discovery and isolation of a new 
crystalline glucoside, described as digoxin. After pharmacological examination at the 
Wellcome Physiological Research Laboratories the glucoside was submitted to the 
Therapeutic Trials Committee of the Medical Research. Council for clinical investigation. 
The results have recently been published. They indicate that digoxin is a “useful 
member of the digitalis series, being particularly valuable in the treatment of auricular 
fibrillation when rapid effects are desired. It is rapid in its action even when given 
orally, so that intravenous injection is unnecessary save in exceptional cases. 

As a pure substance with well-defined chemical and physical properties digoxin 
provides a digitalis preparation of constant activity requiring no biological standardiza- 
tion, It has now been made available to the medical profession by Burroughs Wellcome 
& Co., Snow Hill Buildings, London, E.C. The following products are issued: — For 
oral administration: ‘Tabloid* Digoxin, 0*25 mgrm. (bottles of 25 and 100), and 
Solution of Digoxin, 0*5 mgrm. in 1 c.e. (bottles of 30 c.c. and 250 e.c.). For intravenous 
administration: ‘Hypoloid’ Digoxin, 0*5 mgrm, in 1 c.c. (boxes of 10). 

Enteromucme consists of pure natural mucin obtained from intestinal mucus pre- 
sented in the form of an aromatic granular powder. Enterornucino constitutes an 
ideal laxative and serves as a natural regulator and protective agent of the intestines. 
Its action is, primarily, one of protection, both mechanical and chemical : it neutralizes 
fermentation, has an important function as a lubricant, and hydrates the intestinal 
contents with a consequent activation of peristalsis. 

Acting in an essentially mild and gentle manner enteromucine may be administered 
whatever the condition of the intestines — even when ordinary laxatives are contra- 
indicated — and can be advantageously employed in cases of constipation accompany- 
ing colitis, in enteritis and various forma of colitis, in simple constipation, and in 
intestinal atony. 

Dosage : Two teaspoonfuls twice or thrice daily at meal times, the granules being 
masticated and swallowed with a little water. Supplied in tins containing 1.00 gnu. 
(The Anglo-French Drug Co. Ltd., 11 - 12 , Guilford Street, London, W.C.JL) 

Euparatone.— A biologically standardized solution of the calcium-controlling hormone 
of .the parathyroids, prepared by a. new process and containing 20 Coll ip units per e.c. 
For use in tetany, haemorrhage, tuberculosis, chilblains, chronic ulcers, plumbism, etc. 
Dosage : From iO units every third day to 20 units thrice daily. (Allen & Hanburys 
, Ltd., Bethnal Green, London, E.2.) 

Ferrolac. — A preparation of Full-cream Glaxo in each pound of which are incor- 
porated iron and ammonium citrate and Calciferol G.L, in such quantities that each 
pint of reconstituted milk contains 125 parts of iron per million and 165 international 
units of vitamin I). This is quite definitely a milk for treatment, and should be given 
only to infants suffering from nutritional (iron deficiency) anaemia. For prophylactic 
purposes the amount of iron in Sunshine Glaxo and Full-cream Glaxo is sufficient. 
(Glaxo Laboratories, 50, Osnaburgh Street, London, N.W.L) 

Filivex (Liquid and Powder) .—These are highly concentrated fish-liver extracts 
prepared in accordance with the method described by Professor L. S. P. Davidson in 
“ The Treatment of Pernicious Anaamia with Fish -liver Extract ” {Brit. Med. Jour., 
1032, Aug. 20, p. 347). Each fluid ounce of Filivex Liquid is therapeutically equi- 
valent to the extract from 4 oz. of fresh mammalian liver, and each tube of the 
powder to the extract from 8 oz. 

The special advantages of these products are : (a) That they double or treble the 
red blood -corpuscle count and the haemoglobin percentage in cases of pernicious anaemia' 
within a few days of beginning the treatment, and in many cases produce the reticulo- 
cyte response within twenty -four to forty-eight hours ; and (6) That their low cost 
: limits of an annual saving to patients of. several pounds — even when fh©' comparison 
is made with the cheapest mammalian liver extract available in this country. (Glaxo 
Laboratories, 56, Osnaburgh Street, London, N.W.l.) 
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Fosfoxyl presents phosphorus in a particularly active, non-toxic, and perfectly 
assimilable form which is well tolerated by the stomach, liver, and kidneys. It is 
supplied in two forms of equal therapeutic activity : syrup (peppermint flavoured) 
and pilules (keratin coated), each 10 c.c. of the syrup being equivalent to 4 pilules and 
containing 10 egrrn. of sodium terpinol-hypophosphite, corresponding to 13 mgrm. of 
phosphorus organically combined and in a colloidal state. 

Fosfoxyt owes its therapeutic properties exclusively to this active colloidal phosphorus 
principle'; it constitutes a potent nerve and general* tonic and restorative. It acts as a 
powerful stimulant of the central nervous system, and promotes mental activity ; it is 
an excitant of appetite and assimilation, a stimulant of endocrine secretion, a fixer of the 
calcium ion, and a tissue modifier and alterative. 

Dosage : A dessertspoonful of the syrup in a little water twice or thrice daily, or 
two pilules three or four times daily, before meals. Children (above 5 years), half the 
adult dosage. Available in bottles of 5 oz. of syrup and in boxes of 6(3 pilules, (The 
Anglo-French Drug Co. Ltd., 11-12, Guilford Street, London, W.C.l.) 

Full-cream Glaxo. — This new addition to the Glaxo range of dried milk foods is 
a standardized full-cream dried milk enriched with prophylactic amounts of ostelin 
vitamin D (Calciferol G.L.) and iron. Each pint of reconstituted milk contains 165 
international units of vitamin D and five parts per million of iron. It is intended, for 
infants whose digestive capacity has become adequate for dealing with the full fat 
and protein content of cow’s milk. In most cases it may replace humanized milk 
(Sunshine Glaxo) at the third or fourth month. (Glaxo Laboratories, 56, Osnaburgh 
Street, London, N.W.l.) 

G.L. Preparation-A. — An exceptionally high concentrate of vitamin A without any 
addition of vitamin I). Its vitamin-A potency is equivalent to that of 120 times its 
own volume of high-grade cod -liver oil ; or, expressed in more practical terms, one 
minim is equivalent to 2 drachms of cod-liver oil. Each cubic centimetre contains 
240,000 units of vitamin A ; and each 3 -minim capsule contains 48,000 units. 

G.L. Preparation-A has been specially designed to meet the need, which may arise 
in exceptional circumstances, for a concentrate of the epithelium-protecting vitamin 
that can be administered with safety to patients for whom vitamin D is believed to 
be contra-indicated. (Glaxo Laboratories, 56, Osnaburgh Street, London, N.W.l.) 

G.L. Syrup for Children. — This new and most delicious tonic for children contains 
iron in a stable and assimilable form, salts of copper and manganese, glycerophosphates 
of calcium, potassium, and sodium, and an amount of vitamins A and I) equivalent 
to its own volume of high-grade cod-liver oil. In each fluid drachm there are ,'s gr. 
iron (ferrous), A gr. lime (CaO), 7000 units of vitamin A, and 525 international units 
of vitamin D. The recommended dose is a fluid drachm three or four times a day. 
(Glaxo Laboratories, 56, Osnaburgh Street, London, N.W.l.) 

Glucose Orange (‘ Allenburys'). — A combination of orange juice with about 50 per 
cent of pure glucose. When mixed with water it forms a refreshing, nutritious drink. 
The orange juice retains its original vitamin C and the glucose is an easily absorbed 
restorative, specially valuable for children. Dosage : A tablespoonful in a glass of 
water, or as required. (Allen & Hanburys Ltd., Bethnal Green, London, E.2.) 

Glycerin. Ephedra Co.-Each fluid drachm of this preparation contains extract 
of ephedra equivalent to ephedrine hydrochloride £ gr., with ephedrine hydrochloride 
l gr., codeine phosphate $ gr., tinct. lobelia, B.P. 1885, 7| min,, and extract, ipecac, 
liq., | min. For use in asthma, bronchitis, etc. Dosage : One or two teaspoonfuls 
thrice daily. (Allen & Hanburys Ltd., Bethnal Green, London, E.2.) 

Gynoestryl is pure crystalline ovarian follicular hormone (scientifically known as 
folliculme or oestrin), constant in activity, rigorously standardized, and supplied in a 
concentration that definitely corresponds to woman’s actual physiological require- 
ments. Gynoestryl is indicated in all conditions arising from ovarian nypofunction, 
in disturbances of the menopause, and during pregnancy for the prevention of nausea 
and pernicious vomiting. Available in ampoules of 1 c.c. (boxes of six), each c.c. 
containing A mgrm. of crystalline folficuline, equivalent to 1000 international units ; 
also supplied for effective oral administration in solution (bottles of 10 c.c.), and in 
tablets (boxes of 40) — 1 c.c. of the solution or 4 tablets containing & mgrm. of di- 
hydro -folliculine, equivalent to 1000 international units. 

Dosage ; By injection, £ to 1 c.c. at intervals, in series of 4 to 6 injections per month ; 
Orally, 50 drops or 4 tablets daily, in 3 or 4 doses, for from 8 to 12 days each month. 
(The Anglo-French Drug Co. Ltd., 11-12, Guilford Street, London, W.C.l.) 

Half-cream Food (‘ Allenburys ’). — This modified milk food contains, when prepared 
for use, 1*5 per cent of fat, with 2 per cent of protein, 8*2 per cent of lactose, 3-7 per 
cent of dextrin maltose, an ample proportion of vitamin D, and a calorific value of 
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322 calorics per ounce of dry toot l . It has been rnartuliLctuivd to iu«*el the need, of 
babies in whom foods containing the normal proportion ot fat produce dyspepsia, 
constipation, diarrhoea, or the syndrome of ketosis, nervousness, and cyclic disturb- 
ances. (Allen & Hanburys Ltd., Bethnal Green, London, La.) 

Halibol. A combination of halibut-liver oil with viostcroi. The halibut-liver oil 

is prepared by a special process which results in a practically tasteless and odourless 
product with an attractive golden colour. Halibol is standardized so that it has a 
K blue value ” of 1000 and a vitamin I> content, of 10,000 units per grin. It is sixty 
times as rich in vitamins A and D as a good cod-liver oil. Its use is indicated when 
cod-liver oil is refused or not tolerated, in the prevention and treatment of rickets, 
osteomalacia, etc. Dosage Rickets i prevention, ii to 5 min. daily; treatment, 
5 to 7 or more min. daily. Osteomalacia, 7 or more mm. daily. 

Halibol Capsules— Each of these contains 0-2 c.c. of Halibol, i.e., 2000 units of 
vitamin D and the amount of vitamin A present, in about 3 fluid drachms of cod-liver 
oil. They are prepared for convenience of administration in the conditions for which 
Halibol is recommended. Dosage : Children, one or two capsules daily, according to 
age ; Adults, two to four capsules daily. 

HaMbol-B Capsules. — Each of these contains the amount of vitamin A present 
in ' about 3 fluid drachms of cod-liver oil, 2000 international units of vitamin D, and the 
amounts of vitamins B x and B 2 present in 5 gr. of dried yeast. Halibol-B is offered 
for use in various forms of debility due to multiple vitamin deficiency. It provides 
an accessory source of vitamins for the diet in periods of increased physiological strain, 
such as active growth, adolescence, pregnancy, lactation, and convalescence. Dosage : 
Children, one or two capsules daily ; Adults, two to four capsules daily. 

Halibol- Calcium Capsules, — Each of these contains the amount of vitamin A presold 
in about 3 fluid drachms of cod-liver oil, 2000 international units of vitamin 1), and 
5 gr. of calcium sodium lactate. They form a convenient prophylactic preparation 
for administration in pregnancy, when the drain on the mother’s resources is liable t o 
lead to deficiency of vitamins A and D and calcium, with consequent osteomalacia 
in the mother, and rickets, defective dentition, and malnutrition in the baby. Adminis- 
tration of Halibol-calcium is indicated also in conditions of calcium deficiency, such 
as chilblains (in the thin, hypotonic, scrofulous typo of patient), menorrhagia, purpura, 
rickets, marasmus, tuberculosis, and. other debilitating diseases. Dosage : Adults, 
two to four capsules daily ; Children, one or two capsules daily. 

Halibol Malt. — Contains vitamins A and D equivalent to 30 per cent by volume of 
cod-liver oil (twice the vitamins A and D content of Extract of Malt with Cod-liver 
Oil, B.B.), combined with malt extract. It is for use where cod-liver oil with malt 
is refused or not tolerated, in rickets and allied states of undernutrition. Dosage ; 
Children, a teaspoonful to a tablespoonful thrice daily ; Adults, one to two table- 
spoonfuls thrice daily. (Allen & Hanburys Ltd., Bethnal Green, London, E.2,) 

Haliborangc. — A^ combination of Halibol with * Allenburys ’ Orange Juice. One 
teaspoonful contains amounts of vitamins A and D equivalent to those present in a tea- 
spoonful of cod-liver oil and an amount of vitamin 0 equal to that present in about 
two teaspoonfuls of orange juice. Haliborangc has a. delicious flavour and may be 
given with advantage in scurvy and rickets. Dosage : Babies under one year, from 

to 3 teaspoonfuls daily ; adults, 1| to 3 tablespoonfuls daily ; children, intermediate 
amounts. (Allen & Hanburys Ltd., Bethnal Green, London, E.2.) 

Halibut Liver Oil.-— -The Crookes Laboratories, Park Royal, London, N.W.10, were 
the first to introduce halibut liver oil to the medical profession of the United Kingdom 
at the Centenary Meeting of the British Medical Association, July, 1 932. Collosol Brand 
halibut liver oil represents a very fine quality of halibut liver oil. This is due to the 
special solvent-free extraction process, evolved in and employed by the Crookes Labora- 
tories, which enables a beautiful, pure, golden oil to be presented with a vitamin A 
value of at least eighty times and a vitamin D value of at least ten times that of the 
very finest cod-liver oil. 

The great attention to detail which is associated with all the products emanating 
from the Crookes Laboratories is evinced by a label affixed to each bottle of Collosol 
Brand halibut liver oil stating the number of the particular batch, the date of bottling, 
and th© vitamin value by the Blue Unit B.P. test (ID per cent dilution), the biological 
test, and the spectroscopic test. The range of preparations includes the Oil, Capsules, 
Halimalt (Collosol Brand Halibut Liver Oil and Malt Extract), and Halidexol (an 
extremely palatable Halibut Oil Emulsion). 

Halibut Liver Oil.-— The ‘ Eortior ’ brand Halibut Liver Oil is a natural oil of excep- 
tional purity, standardized in vitamin A content to the equivalent of at least sixty 
times (actually eighty times) its bulk in cod-liver oil. Available to practitioners for 
dispensing in 4 oz. bottles at 10/-. (H.R. Napp Ltd., 3 and 4, Clements Inn, W.C.2.) 
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Hebaral Sodium (Sodium hexyl-ethyl barbiturate). A new barbituric compound 

with rapid sedative, hypnotic, and antispasrnodic effect. Unlike other barbituric acid 
compounds Hebaral Sodium does not produce lassitude, vertigo, headache, and nausea, 
neither is it habit-forming. It produces sleep which approximates the normal, after 
which the patient awakes in a refreshed condition without any residual effect. There 
is a wide margin of safety between its therapeutic and toxic doses. Supplied in bottles 
of 25 or 100 capsules. (Parke, Davis & Co., 50, Beak Street, W.l.) 

Hemoprotein (Brooks). — Hemoprotcin (Brooks) is a definite mixture of protein 
fractions prepared from ox-blood fibrin by peptic digestion and subsequent fractiona- 
tion by precipitation. It provides a non-specific protein of low toxicity, and is particu- 
larly adapted for non-specific protein therapy as it is free from the disagreeable 
reactions, such as fever, chills, sweating, etc., so frequently associated with the use of 
other non-specific proteins. The reactions often seen in foreign protein therapy are 
attributed to the effect of one group of proteins, and the beneficial action to an entirely 
different group ; thus the separation of these two groups makes available therapeutic- 
ally active non-toxic protein. 

Extensive clinical tidal has produced uniformly successful results in a large number 
of cases of acute and chronic arthritis. Good clinical results have also been obtained 
in such affections as influenza, tuberculosis, pneumonia, and various streptococcal 
infections. Supplied in vials of 10 e.c. (Parke, Davis & •Co., 50, Beak Street, W.l.) 

Hepamult.— -A new standardized liver extract, presented in the form of palatable 
granules, and offered at a price which places this therapy on an economical basis. 
It is claimed that 10 grin, (average daily dose) of Hepamult represents the equivalent 
of, at least, 8 oz. of fresh liver, and this quantity will cost no more than 6d. daily. 
(H. ,R. Napp Ltd., 3 and 4, Clements Inn, London, W.0,2.) 

Hogastrin is a palatable liquid extract prepared from freshly killed hogs’ stomachs, 
containing the intrinsic anti-amemic principle in active solution. 

Clinical" tests have shown that the administration of Hogastrin leads to a consistent- 
increase in the blood, count, which in some cases amounts to over 80 per cent. 

The high degree of activity of Hogastrin is due to the fact that the maws from the 
freshly killed hogs are macerated immediately with a suitable menstruum, instead of being 
treated in the dry or salted state. Thus the anti-amemic factor is supplied in active 
solution in a concentrated, and palatable form. The dose is one to two teaspoonfuls 
three or four times a day. (Giles, Schaeht & Co., Clifton, Bristol, 8.) 

Hypnotic Products. — Burroughs Wellcome & Co., Snow Hill Buildings, London, 
E.C., have added to their list the following three hypnotic products : ‘ Tabloid 9 Phono - 
barbitone, 1 gr. ; ‘Tabloid 9 Phenobarbitone Soluble, 1 gr. ; ‘ Tabloid * Barbitone 
Soluble, 5 gr. These products are issued in bottles of 25 and 100. 

The two ‘ Tabloid 9 Phenobarbitone products are of special value in the treatment 
of epilepsy and aural vertigo. They are also helpful in insomnia and states of nervous 
excitement. ‘ Tabloid 9 Barbitone Soluble is more rapid in action than ordinary bar- 
bitone, which is one of the most effective hypnotics of the ureide series. 

Iron- Arsenic-Strychnine Compound G.L.- — A preparation of iron, arsenic, strychnine, 
and phosphorus, reinforced by copper and manganese as activating substances. 
Ohiorbutol is incorporated to ensure that its administration shall be relatively painless. 
This preparation is specially designed as a tonic for debilitated patients whose metabolic 
processes need prompt stimulation ; and for the treatment of post -operative and other 
forms of secondary amemia. It is administered by intramuscular injection. (Glaxo 
'Laboratories, 56, Osnaburgh Street, London, N.W.l.) 

Irradex. — A preparation containing both manganese and iron in a palatable and 
diastas i eally -ae t i v e malt vehicle. It also contains vitamins A, B, and D in generous 
quantity, the vitamin -A potency being equal to that of a high-grade cod-liver oil, and 
the vitamin-1) potency increased by- the inclusion of viosterol to a potency of five times 
that of a high-grade cod-liver oil. The vitamin-B value is supplied by a concentrated, 
biologically -standardized vitamin B extract from wheat germ. Irradex forms a 
valuable nutrient -tonic for both children and adults who are underweight or debilitated. 
Supplied in jars holding about 1 lb. (Parke, Davis & Co., 50, Beak Street, W.l.) 

Liver Extract B.D.H. — This preparation, noticed on p. 547 of our last volume, is 
now supplied in ampoules for injection and also in liquid form, Liquid Extract of Liver 
B.D.H. (Ext. Hepat. Liq. B.P.), (The British Drug Houses Ltd., : Graham Street, 
London, N.l.) 

Lixen Pastilles contain Lixen extract of senna prepared by a special cold process 
which makes the drug’s action gentler without destroying its valuable aperient property. 
These pastilles contain no sugar other than that present in the extract, and their total 
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sugar content is only about 1*5 per cent. They have been prepared for diabetics and 
others who prefer an almost sugar-free laxative. Dosage : Adults, one to two ; Children, 
a half to one. (Allen & Hanbutys Ltd., Bethnal Croon, London, E.2.) 

Milk Food with Additional Iron (* Ailenburys ’). — This food contains 900 parts 
per million of iron. It is for use in cases of nutritional antenna ot infants, in accordance 
with the findings of the Medical Research Council Special Report No. 157. (Allen 
& Han bur vs Ltd., Bethnal Green, London, E.2.) 

Nasal Jelly (Antivtrln Brand). — This is a mixture of the antiviruses — -i.e„ the sterile 
detoxicated filtrates —prepared from cultures of B. pneumonias of Friecllander, M, 
catarrhalis, and mixed streptococci, incorporated in a glycerin and gelatin base. It 
is put up in tubes fitted with a special nozzle, and is intended for application to the 
nasal mucous membrane in the treatment of common colds. Antivirin Nasal Jelly 
should be applied, if possible, at the onset of a. cold ; but it is also useful when the 
condition is advanced. (Glaxo Laboratories, 56, Osnaburgh Street, London, N.W.l.) 

Oestroform is a standardized preparation of the crystalline ovarian follicular, or 
oestrus-producing, hormones. It has the chemical composition expressed by the 
formula C ls H 2 o6 a ( keto -hydroxy -cestrin ), and when administered it lias the effect of 
producing the phenomena associated with the state of oestrus in the female. 

The function of the follicular hormone is, however, of a wider character, for it 
regulates the sex cycle and maintains the female accessory and secondary sexual organs 
in the fully developed condition characteristic of the organism after puberty. 

Oestroform is available in sterile solution for injection, also in tablets for oral 
administration. The solution and the tablets are standardized to an activity of 1000 
international units per c.c. or per tablet ; thus it will be seen that Oestroform is of 
a remarkably high activity. Moreover, it is available at a price which permits of its 
being employed as a routine measure in the ordinary course of general medical practice. 
(The British Drug Houses Ltd., Graham Street, London, N.L) 

Gleo-Sanocrysin. — The secondary symptoms sometimes observed after intramuscular 
injections of aqueous solutions of sanocrysin can be avoided by the use of a suspension 
of sanocrysin in oil, and such a preparation is now available under the title of Gleo- 
Sanocrysin. The dosage and indications are the same as for sanocrysin, and each batch 
of the product is subjected to the same careful tests as are applied to sanocrysin. 
Oleo -Sanocrysin is supplied in either a 5 or 10 per cent suspension, and is issued in 
ampoules of 2, 3, and 5 c.c., thus offering a range of doses from (M to 0*5 grra. The 
sole agents for Great Britain and the British Empire (with certain exceptions) are 
Parke, Davis & Co., 50, Beak Street, W.l. 

Orkitone possesses marked tonic and restorative properties and contains the 
essentials for the reconstitution and nourishment of the nerve cells. Combining in 
an extremely palatable medium the dynamogenic properties of a specially prepared 
orchitic extract with those of nucleinie acid, arrhenal (di-sodium methyl arsenate), and 
sodium glycerophosphate, it is specially indicated in the treatment of asthenia and 
neurasthenia, particularly of the sexual type, in both men and women. Orkitone 
is also of value in cases of debility and nervous exhaustion, and during convalescence 
following infectious diseases it stimulates natural recuperative faculties. 

The adult dose is on© tablespoonful three or four times daily after food. Supplied 
in bottles containing 8 oz. (The Anglo-French Drug Co. Ltd.," 1 1-12, Guilford Street, 
London, W.C.l.) 

Pentnucleotide. —This preparation, formerly Nucleotide K-96, is prepared under the 
direction of the Committee on Nucleotide Therapy of the Harvard Medical School. It 
is a mixture of the sodium salts of pentose nucleotides for intramuscular use in cases 
of agranulocytic angina (malignant neutropenia) and also when leucopenia occurs 
in infections which usually are accompanied by leueocytosis. 

An instructive article on the subject by Dr. Ernest Bulmer (Birmingham) appeared 
in the Lancet » 1933, May 27, including the report of a case. In the Jour. Amer.M&d. 
Assoc., 1932, July 16, Dr. C. A. Doan gives the following mortality statistics in malignant 
neutropenia 


Treatment 

CASES 

DEATHS 

Mortality 

(percentage) 

Untreated , . 

Many 


90 or over 

Miscellaneous 

178 

133 

74 

Arsphenamine . 

88 

24 

72 

Blood transfusion . . 

5$ 

34 

' 64 ' 

Irradiation , . . . 

64 

34 

. 53 ' 

Pentnucleotide 

44 

11 

as 
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Available literature, including reprints? of the above articles?, will ho gladly sent 
on request- by Men ley & James Ltd., 04, Hatton Garden, London, E.C.I. 

Pepsacid (ft & R). -An extremely active form of pepsin with bismuth in a dilute 
hydrochloric acid base. It is non -poisonous and safe for patients of all ages. The 
adult dose is one drachm in water, preferably immediately before food. (Reynolds 
& Branson Ltd., 13, Briggate, Leeds.) 

Pneumodine.— A palatable preparation of pneumodlne (iodo -ethyl allyl ether) with 
codeine phosphate, 2 \i gr., and liq. biamuthi cit., 15 min., in each fluid drachm. It is 
indicated in chronic bronchitis, lung abscess, and other pulmonary affections of infective 
origin. The dose for adults is two teaspoonfuls or more, as directed by the physician, 
to be taken thrice daily, after food, well diluted with water or milk. For children, less, 
according to age. (Reynolds & Branson Ltd.., Leeds.) 

Procaine and Adrenalin. — Burroughs Wellcome & Co., Snow* .Hill Buildings, London, 
E.C., have introduced three Procaine and Adrenalin products for use as local anaesthetics. 

4 Hypoloid 5 Procaine and Adrenalin presents procaine hydrochloride, 0-02 grm., 
and adrenalin, 0-0001 grm., in 1 c.c. in solution ready for" immediate use. Issued 
iii boxes of ten 4 Hypoloid ’ ampoules. 

Each 4 Tabloid * Hypodermic Procaine and Adrenalin contains procaine hydro- 
chloride 0-02 grm,, adrenalin 0-000.1 grm., and sodium chloride 0-009 grm. A solution 
can be readily made in the barrel of a syringe. Procaine hydrochloride is often pre- 
ferred to a general anaesthetic for the reduction of fractures. The 4 Tabloid 1 product 
is issued in tubes of twenty. 

c Wellcome * Brand Procaine Dental Anaesthetic Solution is available in bottles of 
25 c.c. Each cubic centimetre contains procaine hydrochloride 0*02 grm, and adrenalin 
0-0001 grm. 

Rubyl. — This is composed of double iodide of bismuth and quinine, and is used for 
intramuscular and deep subcutaneous injections in the treatment of syphilis. 

A course of twelve injections is recommended, consisting of 3 c.c. every 3 or 4 days 
for the first five, and 2 to 3 c.c. every 3 days for the remaining seven injections. After 
4 to 6 weeks a second course is given, and this may be repeated if necessary. 

Rubyl is supplied in boxes of 12 ampoules, each containing 0*30 grm. of active product 
in 3 c.c. suspension. (May & Baker Ltd., Battersea, London, S.W.ll.) 

SarWone. — 1 This new analgesic is issued in the form of 5-gr. oral tablets, each of which 
contains : phenyldimethylisopropyl pyrazolon If gr., acotphenetirlin (phenacetin) 2} gr., 
trimethyldioxypurin (caffeine) § gr., amylum | gr. Clinical trials have demonstrated 
that Saridone is a quickly-acting analgesic with no harmful side actions. Its effect 
persists fully for several hours and then slowly diminishes, leaving no feeling of lassitude 
or other untoward symptoms. It is recommended for the relief of pain arising from 
headache, neuralgia, toothache, and many other causes. There is said to be no 
danger of habit formation. Dosage : Adults, 1 to 3 tablets; Children, |- to 2 tablets ; 
repeated, if necessary, three or four times per diem. (The Hoffmann-La Roche 
Chemical Works Ltd,, The Roche Laboratories, 51, Bowes Road, London, N.13.) 

Scuroform (w-Butyl-p-ainiiiobenzoate). — A local anaesthetic of low toxicity and with 
a rapid and prolonged action. Scuroform may be applied to the part on a plug of 
cotton -wool, or as a spray in post-operative work on the ear, nose, and throat. It 
is supplied either in powder (bottles of 25 grm.), saturated oily solution S per cent 
(bottles of 25 c.c.), or in glyooro-alcoholic solution 10 per cent (bottles of 25 c.c.). (May 
& Baker Ltd, Battersea, London, S.W.ll.) 

Sodium Calcium Lactate with Vitamin D Tablets. — These tablets each contain 
71 gr. of sodium calcium lactate together with Calciferol G.L. equivalent to 500 units 
of vitamin D. Their special value as a means of administering calcium therapy lies 
in the fact that the salt itself is assimilated easily and with a minimum effect on the 
pH of the gastric and intestinal contents, and that, alone among preparations of this 
class, each tablet is associated with a sufficient quantity of exactly standardized 
vitamin D to ensure its absorption. A special advantage of the tablets is that, being 
quartered, they can be easily broken into four sections, each of which may then be 
swallowed separately. (Glaxo Laboratories, 56, Osnaburgh Street, London, N.W.l.) 

Sodium Soneryl (Sodium Butobarbital). — This preparation lias not , only been 
found efficient (1) as a pre-operative narcotic, but also (2) as a safe and reliable 
anaesthetic for gynaecological and obstetric work. 

(1) The dose recommended to be given one hour before operation, according to 
the patient’s weight, is: 90 to 115 lb. = 3 capsules, 120 to 145 lb. « 4 capsules, 
150 to 175 lb. = 5 capsules, 180 lb. and above ~ 6 capsules. (2) For gynaecological and 
obstetric work l to 3 capsules to be given, followed in 2 hours by 1 to 2 capsules. The 
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latter dose may be repeated every three hours. Tine interval between the doses should 
not exceed four hours. The first dose is given in primipanu when the os uteri is dilated 
I to and in multipart when the os is £ to g dilated and regular pains arc present. 

Sodium soneryl is supplied in bottles of 20 capsules eaeli containing (Mo grin, 
(May & Baker Ltd., Battersea, London, S.W.ll.) 

Solganal-B Oleosum. — An oily suspension of aurothioglueose for intramuscular use, 
this is claimed to be the safest and most efficient form of chryso therapy and has the 
following advantages : Ease of administ ration ; elimination of secondary effects ; gradual 
absorption ; and prolonged action. 

Its value in the treatment of tuberculous conditions was favourably commented 
on at the International Tuberculosis Congress at the Hague, by Sehroeder (Germany), 
and Dumarest and Mollard (France). Other indications are lupus erythematosus, 
psoriasis, and Wassermann-fast eases of syphilis and neurosyphilis, as well as infective 
arthritis of various types. Full dosage particulars and other details may be obtained 
from Sobering Ltd., 188-192, High Holbom, London, W.C.l. 

Splronine is a stable elixir containing in each fluid drachm 3 gr, of di-iodo-cai:feinc 
hydriodide together with the soluble constituents of 7| gr. of coffee. In the compounding 
of the elixir a medium has been selected which appears to possess the power of enhancing 
the therapeutic value of the iodo-caffeine by increasing its rate, of absorption into the 
system. The elixir is readily tolerated and is perfectly harmless. 

Spirouine is employed in ‘the treatment of asthma; ifc alleviates the distressing 
respiratory and cardiac symptoms of this disorder, and it prevents the occurrence of 
complications. It affords relief not only when given during an attack of asthma, but 
also at a later stage, when emphysema and chronic bronchitis have supervened. It is 
a cardiac stimulant, and, as such, is of value in cases of weak heart following influenza, 
diphtheria, etc. (The British Drug Houses Ltd., Graham Street, London,' N, I.) 

Streptococcus Immunogen Arthritis.— This product is an addition to the series of 
immunogens at present available, and is prepared from strains of Streptococcus hmmo- 
lyticus and Streptococcus viridans, similar to those isolated by the various workers 
investigating the etiology of rheumatism. Streptococcus Immunogen Arthritis is 
administered as a desensitizing agent rather than a specific therapeutic agent, and is 
administered intravenously in gradually increasing doses. It is standardized so that 
I c.c, contains the antigens from 2000 million bacteria, and like the other immunogens 
it contains the minimum of protein, as the bacterial cells are removed in the process of 
manufacture. It is also practically free from toxin. Supplied in vials of 10 c.c, 
(Parke, Davis & Co., 50, Beak Street, W.I.) 


Sweet Whey (‘ Allenburys *).■ — Composition: milk sugar, 75 per cent; whey 
protein (chiefly lactalbumin), 13 per cent; milk salts, 9 per cent ; fat, I per cent"; 
moisture, 2 per cent. Calorific value, 104 calories per ounce. This preparation is 
intended for the feeding of premature babies, and full terra babies and adults suffering 
from digestive disturbances (inability to digest casein and much fat). Dosage is 
described m a leaflet. (Allen <& Hanburys Ltd., Bethnal Green, London, E.2.) 

‘Tannafax* Tannic Acid Jelly.- — The inconvenience of preparing fresh solutions 
or tannic acid, and the deterioration of the solution when stored, have limited its 
employment as a first-aid treatment for burns. The precipitation of protein by tannic 
acid and subsequent formation of a firm coagulum are prevented by tho application 
or olive oil and grease, the removal of which is necessary before solutions of tannic 
acid can be effective. 

This unnecessary and harmful delay may bo avoided by the use of ‘ Tamtafax ’ 
i a nT -V? ld Je T ll y- 7 The product is prepared by Burroughs Wellcome & Co., Snow 
Mill Buildings, London, E.C. It is non -oily and non-greasy and has a water-soluble 
antiseptic base that can be easily bathed off when medical treatment demands the 
removal of dead tissues. It is issued in tubes of two sizes, and should prove of value 
potn as a first -a id application and in general routine treatment . 

Theelol (Trlfcydroxy-cestriii).- — Theelol is a crystalline ovarian hormone for oral 
administration, a definite chemical compound closely related in constitution to theelin 
ana possessing the same ovarian-stimulating properties, but distinctive in that it is 
effective when given orally. For convenience in administration, tlieelol is supplied 
m capsules each containing 50 rat units, and is supplied in bottles of 20 capsules. (Parke, 
Davis & Co., 50, Boak Street, W.I.) rr i v 


Vagotonine is a new hormone, isolated from the pancreas according to the technique 
of bantenoise and Penau, which exerts an important regulatory action on the functional 
nf fe lw^° f 1 16 OT ^ n o : vegetati ive system. It increases reflex excitability and the tonus 
, f secoad f nl y» xt diminishes sympathetic tonus ; it lowers 

vasoconstrictor tonus and exerts a depressor effect on arterial blood -pressure, which 



MEDICAL AN N U AL 


557 


Pharmacy 


differs from that of other hypotensive agents in that the fall of blood -pressure is delayed, 
progressive, and prolonged, and is never followed by a reactionary rise. Vagotonme 
m indicated in hyperpiesis — 40 per cent of all cases of hypertension being amenable 
to the treatment — in paroxysmal tachycardia, and hyperepinephria. 

Treatment should consist of the subcutaneous administration of the contents of 
1 or 2 ampoules daily for twenty successive days, each series of injections being 
separated by a resting interval of twenty to thirty days. The substance is physio- 
logically standardized and supplied in ampoules each containing 2 cgrm. Available in 
boxes of single (test) ampoules and boxes of six. (The Anglo-French Drug Co. Ltd., 
11-12, Guilford Street, London, W.O.l.) 

Valitone Elixir. — The ever-increasing demand for a readily eliminated hypnotic 
combined with valerian in a palatable form, which permits of easily manipulated 
dosage, can just as easily bo met by the British product, Valitone Elixir, as by any 
of the numerous foreign proprietaries. It is also far more economical. 

Each teaspoonful consists of : barbitone soluble 2| gr., inodorous fluid extract of 
valerian 3 min., elixir rubra (R. & Go.) q.s. 

Valitone is found useful for insomnia, delirium, and as a hypnotic before or after 
surgical operation. The dose is one teaspoonful to one tablespoonful in a cupful of 
hot water or aromatic infusion an hour before sleep is desired. (Roberts & Go., 76, New 
Bond Street, London, W.l.) 

Wheat Germ Oil Capsules G.L — Each of these 3-min. capsules contains the unsaponi- 
flable matter from 5 grin, of freshly extracted wheat germ oil, the richest known source 
of vitamin E. Their chief field, of application is in the case of women who in previous 
pregnancies have shown a liability to abort in the early months ; but in view of the 
changes found in the gonads of vitamin-E deficient animals there are good reasons 
for administering this preparation to the male as well. The recommended dosage is 
one capsule daily, but during the earlier weeks of pregnancy this amount may be 
increased. (Glaxo Laboratories, 56, Osnaburgli Street, London, N.W.I.) 


MEDICAL AND SURGICAL APPLIANCES. 

Abdominal Retractors. — The single retractor here illus- 
trated (Fig. 102) has been designed by Mr. Ralph Brooke, 

M.S., for use in operations on the lumbar sympathetic 
ganglia. It consists of a long, broad blade with a flat lower 
margin rounded at the edges, and attached to a shaft at 
right angles. The handle of the retractor makes an angle 
of 10 degrees from the vertical at its attachment to the 
shaft, and is faceted for the reception of the thumb. This 
angulation is an advantage. When the handle is held vertic- 
ally the lower margin of the retractor is inclined outwards, 
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thus exposing the more deeply lying structures with 
the minimum amount of pressure on the overlying 
coils of bowel. At the same time the hands of the 
assistant are well away from the wound, and not above 
it, as they would be were the handle attached at right 
angles. (Down Bros. Ltd., London, S.E.L) 

A self-retaining abdominal retractor (Fig. 103) which 
gives wide and powerful retraction of the abdominal 
wall has been designed by Mr. Walter Salisbury, M.S. 
The special advantages claimed are: (1) Simplicity 
of design : it does not require to be taken to pieces 
like some otherwise excellent retractors. (2) Ease of 
manipulation : the blades are separated by compressing 
the handle with the right hand only and the ratchet 
is easily released by the right index finger, leaving the 
left hand free to manipulate the abdominal wall." (3) 
Smoothness of outline : it is entirely free from project- 
ing angles, knobs and thumbscrews which may entangle 
ligatures, 
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This retractor is useful for gynaecological operations and abdomino-perineal excision 
of the rectum. A special and unexpected use for the retractor is in performing a 
cholecystectomy through a paramedian incision. After the hollow viscera have been 
drawn to the left and covered with a moist gauze pack, the insertion of this self -retaining 



Fig. IDS. 

retractor will keep them out of the way as long as required and 
greatly facilitate the exposure of the common duet. The designer 
acknowledges his indebtedness to Dartigue and Corny ns Berkeley 
for points suggested by their retractors. 

Made in stainless steel by Down Bros. Ltd., London, S.E.l. 


Artificial Leg. — A natural walk is the aim of every above -knee amputee. The 
Research department of Desoutter Bros. Ltd., 73, Baker Street, London, W.l, spent 
many months in the intensive study of slow motion cinematograph v of the* walking 



Fig. 104/ 


new°hmh ^?( 7^1 an< ^ hnd>s. As the result they have achieved this 

toldiusfc &e G1 °^ W ^ eel e ? n . troi ( A )i which enables its wearer instantly 
u th T g °- f ?? ‘““’i 0111 * for fast and slow walking. . The high- 
of teSta 18 Se6n a * (C) > and tbe retura n»rtng® which is Int 
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The limb is made from seamless pressings, drawn from a flat sheet of 4 A (clad ’ — the 
strongest corrosion -resisting light metal known. The control wheel of the ball-bearing 
friction knee is conveniently placed and can very easily be turned through the clothing. 

A film may be seen, by arrangement with the firm, showing two men walking, side 
by side, one of whom is wearing the new limb. It is difficult to discover any difference 
in their walk. The film also shows the many other activities possible to wearers of 
Desoutter limbs. 

Abdominal Suction Tube. — Designed by Mr. C. E. Kindersley, F.R.C.S., of Bath, 
this tube {Fig. 105) is fitted with an inner one so that in the event of the outer tube 
becoming blocked, the inner suction tube can easily be removed for cleaning without 
withdrawing the outer tube. (Allen & Hanburys Ltd., Bethnal Green, London, E.2.) 



Anterior Synechia Knife. — In cases where three-quarters or more of the pupil is 
incarcerated in a corneal scar, and, as a consequence, the anterior chamber to a cor- 
responding extent is very shallow or practically non-existent, there is often a great 
deal of difficulty in insinuating the ordinary instruments recommended for the release 



SHARP 


Fig. 100. 

operation, like a Graefe’s or Herbert’s knife or Ziegler’s knife-needle, since the sharp 
point either pierces the cornea or gets entangled in the iris. To obviate this difficulty 
Dr. 0. V. Krishnaswami uses a special knife, the details of which are clearly shown 
in the illustration {Fig. 106). (Down Bros. Ltd., London, S.E.l.) 

, Bed Best.-— The “ Nevaslip ” Bed .Rest (Patent No. 33032) {Fig. 107) is constructed 
of selected seasoned hard wood and is fitted with a .detachable back made of 



washable white duck for comfort. The hinged extension bar, detachable when not 
in use, prevents slipping. It is adjustable to three positions and is specially designed 
for hospital service. Supplied unpolished, 10s. each. (Chas. F. Thaekray, Park Street, 
Leeds, and 252, Regent Street, London W.l.' 



Appliances 


560 


MEDICAL ANNUAL 


Bleed Transfusion Syringe. — With three nozzles for connecting to patient, donor, 
and saline solution;, this syringe (Fig, 108) has been designed to obviate the necessity 

of forcing blood round 
angled bonds and past 

-rr 1 recesses. There 'is a 

^ M.| - - 

Mh w allen Syringes of any capa- 

Ff city can be supplied 

\J& for use with the three-way apparatus. (Allen & 

v V Hanburys Ltd., Bethnal Green, London, E.2.) 





Blood Transfusion Syringe Container, — * ||H lift j 

The transport, of blood in transfusion always j|j ||||] ft fl 

presents certain difficulties from the point of |ji I I ft | 

view of sterility and the retention of heat. I ' } |j l|l|l| || i 

Mr. Hamilton Bailey, F.R.C.S., has designed I Hj SHI Jp |l 

a container which takes a Denis Browne’s or IJj! |H Ijft || 

Macintosh’s blood transfusion syringe with 
piston withdrawn. The container (Fig. 109) 

has an upper metal jacket intended to be filled IfepKSI 1 

with hot water, and this jacket is still further 4|i ' ;;li|||SBiTlj M 

insulated by a superimposed felt jacket. By ,Jn| tfiVihiij 

this means blood can be taken from a donor J |j |1 |j,|! || 

and kept at a constant temperature for a f 1 |B || [111: ||S 1 

period of three to four hours while travelling j j|;.: __ 1 |K1 | jjl 

to a recipient. ^ The makers are Down Bros. f ^ 'f j HH| ' yI| |j| J 

Bronchus Swab -holder. — Mr. I. A. hIIHBII Iwl* fjf§ 1 

Tumarkin, F.R.C.S. (Liverpool), has designed 1 |^B| j'jjfflf wtml 1 

a swab-holder (Fig. 110) to obviate the danger jl , , ;[|Hra||| , ll J^je I 

of a swab being left in the bronchus. It ly. ; ^ I f 

consists of a hollow handle (£) into which a 
few yards of | in. ribbon gauze is packed, the ^ 

end being drawn through a narrow tube (A), 

emerging at the distal end (C). It is absolutely safe ; it goes down the narrow 
and after use is reloaded in a trice by pulling a further length out and euttinj 
soiled end. 




it goes down the narrows 


1 st tube, 
off the 


: He has also devised 
a Safety: Pin ' Closer 
(Fig. Ill) for removing 
safety pirn from the 
oesophagus. This is a 
modification ■ of . Alt- 
wood Thorne’s.' snare. 
In use the pin is fixed 
by forceps or hook, and 
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the snare is passed with the loop closed until it is beyond the pin. The self-looping 
fitment causes the wire when extended to form a loop at right angles to the stem, 
and after passing over the pin closes it when the loop is withdrawn. (Mayer & Phelps, 
‘ Chiron House,’ New Cavendish Street, London, W.l.) 

Cannula for Bartholin’s Glands.-- The illustration (Fig. .1 12) shows a silver cannula 
designed by Mr. A. Allport M.R.O.S., L.K.C.P., for injecting Bartholin’s glands with 
acriflavine, weak silver nitrate, etc. It will fit on to any standard hypodermic syringe 
and is made by Down Bros, Ltd., London, S.F.l. 



SIZE 


Fig. 112. 

(Catheter Be Pezzer). — Dr. Nicholson, of West Hartlepool, writes : 

The modified De Pezzer Catheter (Fig. 113) has been made for me by Ohas. F. 
Thackray, of Leeds. It is sometimes necessary for a patient to have prolonged supra- 
pubic drainage of the bladder. Some type of self-retaining catheter is necessary and 
the De Pezzer type is often employed for this, but there is considerable difficulty in 
keeping the ordinary form in position if the patient is moving about. Tapes or strap- 
ping wound round the catheter are sometimes used, but this is not very satisfactory 
and the patient usually experiences the discomforts of leaking, 
from the catheter being extruded from the bladder. 

In this modification a wide flap of rubber in. thick extend 
ing 3 in. either side is used on the catheter and extends at 
right angles over the front of the abdomen. A dressing of 

gauze is placed between 
the flap and the abdominal 
wall, and the sides of the 
flap are secured by broad 
strapping. Any size of 
catheter can be supplied. 
The usual position of the 
flap is U in. to 4 in. from 
the tip of the catheter. 
This position has been found best in most cases, but the distance can be modified to suit 
a, particular case. A suitable lead can be arranged from the catheter to a bottle if the 
patient is in bed, or to a small bottle carried in the pocket if moving about. The 
advantages claimed are that the catheter is comfortable to wear, does hot come out, 
and allows the patient to pursue his normal activities. (Chaa. F. Thackray, Park 
Street, Leeds, and 252, Regent Street, London, W.l.) 

Catheterization (Retrograde). — The illustration (Fig. 114) shows an instrument which 
has been devised by Mr. H. L. Attwat^r, F.R.C.S., for retrograde catheterization 
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of the urethra. Two Email’s filiform bougies with sunken mounts are connected by 
means of double screw union. This jointed guide is then passed from the bladder 
through to the urethra. Whan the tubing merges it is a simple matter to pull the 
instrument through until the jointed connection appears. The union is then removed 
and an ordinary Ryall silk-web catheter is screwed on to the guide which remains in 
the urethra. The catheter is now pulled through the urethra by means of traction 
on its guide. The instrument is made by Down Bros, Ltd., London, S.E.l. 

Cautery Handle. — There aro a number of cautery handles on the market, but few 
of them can be handled with the delicacy and lightness of touch which ought to be 
a special feature of any instrument intended to be used on the eye. Many ophthalmic 



Fig. 115 . 


surgeons of experience consider that where possible the instruments with which they 
perform the delicate manoeuvres employed in operations on the globe, should be long- 
handled and capable of being held like a pen, pencil, or brush, with which the average 
individual is enabled to execute the finest movements for which delicate touch is 
required. 

The handle here illustrated (Fig. 13 5) was made with this idea in view for Lt.-Col. 
R. E. Wright, (J.I.E.. by Down Bros. Ltd., London, S.E.l. 



Fig. 116 , 


Chloroform Capsule Holder. — With 
screw fitting to attach to any mask, this 
capsule holder (Fig. 110) has been designed 
by Mr. Marshall Scott, of Exeter, to hold 
chloroform capsules, and is fitted with a 
breaker so that .the 
caps u le i s readily 
broken tinder the 
mask. (Allen <fc Han- 
burys Ltd., Bethnal 
Green, London, E.2.) 

Cradle Splint. — We illustrate here a 
new cradle splint (Fig. 117) for traction 
fractures of femur or leg bones. 

Mr. E. W. Hey Groves, M.S., F.R.C.S., 
writes : A single pattern has taken the 
place Aftthe ;; priginal^ types of cradle 


splmts. The upper part is cut away to give room for the bedpan, and two double sets 
of pulley wheels are provided to give a multiplied traction in different directions. It is 
a u self-contained piece of apparatus which provides for efficient traction treatment of 
the worst type of leg fractures, and yet is sufficiently light and compact to be easily 
taken about. Two other little improvements have helped this ideal of efficiency and 
compactness ; first, the rise of multiplying pulleys, two attached to the leg and two 
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to the 'splint, -by which the tract ion weight can be increased u p to fourfold ; and the 
second, a neat 10-lb. weight made like a large bobbin, which serves 
t0 wind U P al1 the slack cord and which can bo made fast at any 
point. The makers are Down Bros. Ltd., London, S.E.l. 



Fig. 117. 


Cystitome Scissors. — These cystitome scissors {Fig, 118) were devised by Mr. R. p 
Ratnakar, F .C.P.S., D.O.M.S. The main idea was to make the outer edges arid the point 
of Be Wecker’s scissors sharp, so that with closed blades the surgeon can pierce the cornea 



and capsule. Once this is done it is an easy matter to rip open 
the capsule, by opening the blades and then to regulate the size 
of the opening in the capsule by the fingers. In this way tough 
capsules which have resisted the sharpest knives can be easily 
cut, and, the force applied being centrifugal, there is no drag on the ciliary body, and 
therefore no danger of subsequent inflammation. The puncture in the cornea is also 
very small and heals up rapidly. These cystitome scissors are also very useful for 
iridotomies. (Down Bros. Ltd., London, S.E.L) 




Diagnostic Set.— The Klinostik Compact Diagnostic Set {Fig. 119) fully satisfies 
the demand for an electric diagnostic set of small bulk and yet containing all the 
necessary instruments. This 
has been made possible by 
arranging the various instru- 
ments in an ingenious folding 
tray case, and the result is a 
remarkable and most efficient 
outfit. Though the compact 
set is only half the size of the 
ordinary model, the contained 
instruments are equally acces- 
sible. 

The latest type of May 
electric ophthalmoscope shares 
a tray with throat and post- 
nasal mirrors and spare bulb ; 
a daylight electric auriscope 
with three different size specula 
and an expanding nasal specu- 
lum occupies the other. The 
lower part of the case contains 
the Klinostik standard battery 
handle, fitted with clip and 
adjustable rheostat to control 
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the intensity of the light, ami ail angled laryngeal rod with lamp and two different 
types of tongue depressor, one to take popular wooden blades. The price, £5 12s. 6cl., 
is no more than that of an ordinary set and the advantages are obvious. It is tho 
ideal set for the progressive general practitioner. The makers claim that a Klinostik 
electric diagnostic set is “ as "indispensable as the stethoscope”, and we feel certain 
that anyone who uses it will never go back to the ‘ indirect ’ method. 

The Klinostik Compact can be purchased from any surgical house in Great Britain 
or the Colonies. The difficulty of obtaining batteries by colonial and foreign users 
has been overcome by making special handles to fit batteries available in every country. 
A special model has "been made to take Canadian and American cells, and the makers 
not only guarantee the set, but they are prepared to arrange for a regular supply of 
batteries to users in outlying districts. The makers are John Smith & Son (Glasgow) 
Ltd., 26-30, Gibson Street, Billhead, Glasgow. 

Diathermy Apparatus, — The ‘ Thermoset ’ Senior Diathermy, the latest product of 
Electro -Medical Supplies, is certainly most worthy of consideration by those contem- 
plating the purchase of such an apparatus. It has been thoroughly tested and approved 
by the Medical Officers of the Electrical Department of St. Bartholomew’s Hospital, 
London, for both medical and general surgical diathermy, including the treatment of 
gonococcal infection. 

Special attention has been paid to the design of the components in order that the 
apparatus will function for long periods without attention. 

The spark gap consists of six pure tungsten targets electrically welded to large copper 
supports, which are in turn fitted with a number of radiating fins to dissipate the heat. 

The static transformer is of the closed-core type and double wound to ensure maximum 
efficiency. 

The condensers are scientifically constructed with best quality mby mica insulation, 
and are manufactured throughout in the Electro -Medical Supplies’ own works. 

Very smooth regulation of the output is provided by use of a vario -coupler allowing 
a full 180 degrees movement, ensuring a very gradual increase of current from zero 
to maximum. (Electro -Medical Supplies, 209b, Great Portland Street, London, W.l.) 

Ear Operating Set. — Sprague’s Vest Pocket Ear Operating Set is composed of six 
useful instruments fitted into a neat circular rack which slides into a screw-capped 
circular case. The whole is chromium plated, price 21s. (.Reynolds & Branson Ltd.,' 
13, Briggate, Leeds.) 

Examination Lamps. — These beautifully made pencil lamps (Fig. 120) are of black 
or opal glass with lens tip for mouth examination, transillumination, etc, They are 



made straight or bent, and fit the ordinary Ever Ready pocket torch. The extra slender 
type is most useful for nasal examination. (The Holborn Surgical Instrument Co. 
Ltd,, 26, Thavies Inn, London, E.G.l.) 

Fascia Needle. — The crocodile jawed fascia needle illustrated in Fig. 121 was 

designed by Mr. Kenelm H. Digby, F.R.G.S., 
to simplify the operation of passing a fascia 
strip. The end of the strip is passed into 
the ‘crocodile jaw’ of the needle. This 
jaw is then, squeezed together by means of 
any convenient forceps. The needle is then 
loaded ready for operation, (Down Bros. 
Ltd., London, S.E.l.) 

Foot Supports.— Messrs. Salmon Ody Ltd., 7, New Oxford Street, London, W.C.l, 
bring to our notice their Spiral Spring Arch Supports for flat-foot. They are light 
m weight, resilient, and support the side of the foot as well as the arch; while the 



Fig. 121. 
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springs exert a gentle massage effect. Most important of all, they can be adjusted 
in height so that the maximum of comfort is secured with ease. 

Salmon Ody Ltd. have also a special support for the metatarsal arch, consisting 
of an inverted spoon-shaped piece of metal fixed at the front part of the leather sole, 
so forming a combination support for both the main and transverse arches. 

Krector Foot Support . — The perfect fitting of valgus soles or foot supports has always 
been difficult owing to the absence of a suitable means of taking the correct measure- 
ments of the foot and, above all, of obtaining the necessary information for applying 
the exact amount of correction at the points required. 

The ‘ Krecto * Chart supplies a convenient and ideal way of taking a perfect 
impression of the foot which will give all the necessary details so that a support can 
be made to suit each individual case. 

A supply of charts and full particulars of the ‘ Krector 5 Foot Support will be sent 
on application to Chas. F. Thackray, Park Street, Leeds, and 252, .Regent Street, 
London, W.l. 

FORCEPS. 


■ Capsule Forceps. — A new forceps (Fig. 122) for intracapsuiar extraction of cataract 
has been devised by Mr. R. P. Ratnakar, F.C.P.S., D.O.M.S. The forceps is made 
of stainless steel and is given a double curve at the end, so that without undue depression 
it Is easily brought to bear on the anterior surface of the lens. At each end there is 
a bisected cup, and on closure of the blades there is perfect 
apposition of the two cups. The tips are blunt so that there 
is no danger of injuring the capsule. 



Pig. 1 


When the capsule is caught between the cups it forms a knuckle which can be easily 
seen through the cornea. Once the capsule is gripped it seldom slips or tears provided 
the cataract is of a suitable variety for intracapsuiar extraction. (Down Bros. Ltd,, 
London, S.E.l.) 




Fig. .1.23. 


Clot Breaking Forceps. 

— The illustration (Fig. 
123) shows a clot breaking 
forceps designed by Mr. 
Terence J. Millm, F.R.O.S., used through a straight 
endoscopic sheath, 30 French gauge, or through a 
suprapubic opening; 14 in. to shoulder with strong 
jaw opening downwards ; made throughout in stain- 
less steel. 

It is made for per-urethral emptying of a bladder 





distended with blood clot. A 30 French 
gauge straight endoscope sheath is introduced 
by means of an ‘articulated Job turator ; the 
forceps, passed through the' sheath, breaks 
up the clot ; an e vacua tor is then attached 
to the sheath and the clots are aspirated. 



Fig. 124. 
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A special telescopic attachment is available for use with the same sheath, allowing 
inspection of bladder and urethra under continuous irrigation. 

The second illustration shows Canny Ky all’s Evaeimtor {Fig* 124) attached to the 
straight-ended endoscopic sheath for completion of the operation. The makers are 
Down Bros, Ltd., London, S.E.l. 

Disc Forceps. — A new disc forceps {Fig. 125) has been designed by Mr. H. M. Traquair, 
F.R.C.S., for grasping the scleral disc in trephining, or the edge of the sclera or cornea 
under other circumstances. They are made on the same principles as the iridotomy 
forceps noticed on page 567. (Down Bros. Ltd., London, S.E.l.) 



Fig. 125 . 

Entropium Forceps.— Dr. Gordon W. Spencer, of Iraq, writes : When operating for 
entropion I found that Batnakar’s forceps could not be used in a large number of 
cases because of their prominent apex, which, owing to the atrophy which occurs at 
the fornix of trachomatous cases, rendered their proper adjustment impossible. 

Down Bros. Ltd., London, S.E.l. made to my design the forceps illustrated here 
(Fig. 126), having the following advantages :■ — 

1, The rounded blade enables them to be fitted into any eye, no matter how small 
the conjunctival sac. 

2. Access is obtainable into the extreme angles of the lid, 
usually the points of most marked entropion. A much longer 



incision can be made than if Snellen’s or Desmarres’ forceps are 
used. 

3. The instrument oan'be used for either eye so that only one 
forceps is necessary and not two. 

4. Bleeding is as satisfactorily controlled as by the use of any other forceps, and 
there is no interference with the needle in putting in any form of stitches. 

5. The instrument can be used for any operation on the lid for which the other 
forms of forceps are applicable, i.e., Heisricht’s, etc, 

6. The forceps are made in several sizes for varying lids. 

These forceps have now been used for over 1000 entropion operations and have 
proved entirely satisfactory. 

Epilation Forceps.— This is an improved (spring pattern) forceps for the easy removal 
of hair. By pressing the knob at the bottom of the handle the blades spring back 
with the extracted hair. To set the forceps push down 
the top knob. (Donald M. Gaw, Clmpel Walks, 

Liverpool.) 



flare-lip Forceps — Designed by Mr. H. Morton 
Anderson, F.R.C.S., of Coventry, this is a very light 
spring compression forceps {Fig. 127) for holding the 
upper lip and controlling hemorrhage during hare-lip operations. 
Ltd-. Bethnal Green, London, E,2,'‘ 


(Allen & Banbury s 
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Iridotomy Forceps.— Mr. H. M. Traquair, F.R.C.S., has designed a new iridotomy 
forceps {Fig. 128) intended for peripheral iridotomy or iridectomy in cataract and 
glaucoma operations. The teeth are pointed downwards so as to ensure catching the 
iris, and reliability is conserved by making the instrument, strong right up to the 
points. The makers are Down Bros. Ltd., London, S.E.l. 



Fig. 128. 

Needle Sterilizing Forceps. — These are beautifully made, chromium -plated, box 
joint forceps. The ends of the blades are curved and grooved to facilitate the picking 
up of needles and small instruments. The price is 8s. 6d. (Reynolds & Branson Ltd., 
13, Briggate, Leeds.) 

Placenta Prsevia Forceps.— Willett’s forceps, despite their great usefulness for the 
treatment of the very difficult, case of placenta prsevia where the os is small and the 
vertex presenting, have one definite disadvantage. When the head is floating it is 
at times very difficult to catch the scalp in the teeth of the forceps, in spite of the 
help of an assistant’s hand on the abdomen. Reid’s instrument here illustrated {Fig. 
129), is an attempt at overcoming this difficulty by a number of modifications. 

The forceps are toothed similar to Duval’s lung grasping forceps, except that the 
teeth are exaggerated and cut after the manner of a saw, the end 
ones being slightly accentuated at the ends of the curve. One set 



close ; the other set is 45° to hold it when caught. The toothed ends are curved, 
forming part of a 5-in. circle, in order to conform with as many planes of the foetal 
skull as possible. A weight of convenient shape is provided and fits over the bows 
(see dotted line). Price : carbon steel, chrome plated, 34s. fid. each, or in rustless steel, 
42s. 3d. each. (R. Sumner & Co. Ltd., 40, Hanover Street, Liverpool.) 


FUL.L 

SIZE 

END 
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Sigmoidoscope Forceps. — ■Designed by Frankenfeld, of New York, this Ntprceps 
{Fig. 130) is devised for holding swabs or for taking small specimens of growth for 
microscopical examination. The opening and closing of the jaws is operated by a 
spring handle. Nor- 
mally the jaws are 
closed, and when it is 
desired to open them 
it is only necessary to 
compress the handle. 

(Allen & Hanburys 
Ltd., Bethnal Green, 

London, E.2.) 


Fig. 130 . 


Sterilizer Forceps, — This’, creeps has been designed for removing both hypodermic 
and serum syringes from the sterilizer. Its usefulness may be understood from the 

illustration {Fig. 131). 
Price : carbon steel, 
chrome plated, 7s. 
each. (R. Sumner & 
Co. Ltd., 40, Han- 
over Street, Liver- 
pool. 



Fig. 131. 
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Stitch Marking Forceps. — A very useful instrument is here illustrated {Fig. 132), 
for marking the skin to effect even suturing. The dull points are arranged so as to 
give alternate markings by following up the last mark mad© by the twin points with 
the point of the double prong. Price : carbon steel, chrome plated, 8s. fid. each. 
(R. Sumner & Co. Ltd., 40, Hanover Street, Liverpool.) 



Fig. 132. 

Tonsil Forceps and Dissector.— These have been designed by Mr. C. P. Robinson, 
F.R.C.S. (Swansea). The Tonsil Vulsellum Forceps {Fig. 133), by virtue of its serrated 
and cupped end, enables one to get a firm grip of the tonsil and to draw it from its 
bed and thus facilitates its removal. 




Fig. 134. 


The Dissector {Fig. 134) will be found most useful in the dissection of tonsils. The 
sharp end is used to divide the mucosa close to the anterior pillar and to expose 
the capsule, while the flat blunt end is used to follow the exposed capsule down to the 
base of the tonsil. This can be done with the minimum of trauma. (Mayer & Phelps, 
“Chiron House,” New Cavendish Street London, W.l.) 

Tonsil Haemostatic Forceps. — In the self -retaining tonsil haemostatic forceps {Fig. 
135), devised by Mr. W. T. Milton, M.S., there are two separate blades, each carrying 
a swab -holder, which are introduced separately, the right first. When the swabs are 
nicely 6 home ’ in the tonsillar fossan the blades are easily locked, and firm, continuous 

pressure can be exerted upon the bleeding fossa by appropriation of the ring grips - 

the ratchet, of course, preventing any relaxation until this is desired. Disengagement 



Fig. 135. 


is easy, two or three notches only being needed to reduce the counter -pressure of 
the tonsillar fossae on the swabs, and then the upper member (the left) can be with- 
drawn directly outwards (from the mouth) by reason of the obliquity of its engaging slot. 

The swab-carrying mechanism consists of a twin cylindrical corkscrew 5 rising 
from a saucer -shaped base, in which each swab is efficiently supported. It is necessary 
that the swabs should not only be of a s ke likely to fit the fossse, but should be tightly 
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packed, with no hint of flabbiness ; and the corkscrew points should be engaged at 
a little distance from the twisting and tying pole of the swab, so that there is little 
resistance to the penetration of the corkscrew points. The ratchet arm has been 
carried across the shaft of the first blade to allow for exceptionally wide throats. The 
'makers are Down Bros. Ltd., London, S.E.l, to whom the inventor is indebted for 
at least one valuable modification in the design. 

Tonsil Holding Forceps.— This forceps {Fig. 13G), designed by Dr. T. H. R. Mclviernan, 
is nothing more than a modification of Duval’s peritoneum pattern. The blades are 
curved to almost a right 
angle with the handle, so 
that when the tonsil is 
grasped there is ample room 
for the use of scissors or 
other instruments to carry 
out the enucleation. It has 
some advantages inasmuch 
that the tonsil is held firmly 
and may be drawn well out 
of the tonsillar fossa. No 
damage is inflicted on the 
tonsil and the view of the 
operation field is not restrict- 
ed. It is extremely light 
and in practice works well. It would be advisable to have a smaller size for use with 
children. Down Bros. Ltd., London, S.E.l, are the makers. 

Upper Fixation Forceps. — Dr. D. Priestley Smith has devised a new upper fixation 
forceps {Fig. 137) for fixing the eye in cataract extraction. One foot is placed on 
the upper limbus and the other 5 or 6 mm. higher up on the globe. They are then 
closed. This gathers up the intervening conjunctiva to the limbus, where it forms 




Fig. 137 . 


a fold or pleat held at its base in the forceps. This affords very good fixation. The 
corneo-seleral section is now made forthwith, the knife cutting out immediately behind 
the feet of the forceps, i.e,, through the posterior layer of the conjunctival fold. This 
procedure makes a good conjunctival flap. The makers of this instrument are Down 
Bros. Ltd., London,’ S.E.l. 

Fracture Stirrup. — This modification {Fig. 138) of Kirachner’s stirrup, designed by 
Dr. N. A. Kinnear for use in his system of piano-wire extension of fractures, seems 
to have advantages over some other types of stirrup. The threading of the wire 
through the stirrup is simple, and it is impossible to twist and so fracture the wire 



while tightening it. The wire is securely and rigidly held in the stirrup by the end- 
piece lock-nuts. The stretcher is detachable and only one is necessary for any size 
or number of stirrups, expense thus being reduced. There are two alternative sizes 
of end-piece nuts and five sizes of stirrup to suit the olecranon, the tibia! tubercle, 
the calcaneus, or the lower end of the femur. In practice it. will be found that two 
sizes of stirrup will be sufficient. The instrument is reasonably priced, and is made 
by Down Bros. Ltd., London, S.E.l. 
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Fig* 140. 



Hemorrhoid Injection Syringe and Recto- 
scope. — This useful outfit for submucous 
injection treatment of hemorrhoids con- 
tains, in a nickel-plated metal case 

(1). An improved model Syringe {Fig. 
140), completely controlled with one hand, 
and one Morley’s stainless stool needle with 
screw stop and guard and syringe filling pipe. 

' (2). Holborn Hectoscope {Fig. 143) with 
battery and lamp in detachable handle. A 
glass window in the floor of the speculum 
protects the lamp and a removable slide 
facilitates examination. 

(3). Box of six 1 c.c, ampoules 5 per cent 
solution phenol in almond oil [Fig. 142). 

The outfit sells with a 3-e.e. syringe at £3 
3s., or with ayl-e.c, syringe at £3 5s. (The 
Holborn Surgical Instrument Co. Ltd., 26, 
Thavies Inn, London, E.C.l.) 


Fig. 142 f 


Fig. 141. 
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Haemostatic Bag.— Mr. Terence J. Millin, F.R.C.S., designed a haemostatic bag 
(Fig. 143) for use in transurethral prostatectomy. This apparatus consists of ah 
inflating bag mounted on an open-end catheter which is introduced through the sheath 



Fig . 143. 


of the prostatic resectoseope by means of a stainless steel stilette. It is used for those 
cases in which it is necessary to control haemorrhage after prostatic resection, and is 
designed to permit continuous bladder drainage while in situ. (Down Bros. Ltd., 
London, S.E.l.) 

Hsemostatic Bag Retainer. — The illustration {Fig. 144) shows a retainer for haemo- 
static bag devised by Mr. Terence J. Millin, F.R.C.S. It is strapped to the legs below 



the tibial tuberosities, and presents several advantages over the perineal cage type 
retainer. (Down Bros. Ltd., London, S.E.l.) 

Hallux Rigidus Splint. — It is customary to apply a hallux valgus splint after operating 
for hallux rigidus. As the aim of the operation is to procure clorsifiexion of the big 
toe which has been lacking, Mr. R. Wood Power, F.R.C.S., has designed a splint 
{Fig. 145) to hold the toe in this position. The structures beneath the joint have long 
been contracted as a result of disuse, and by placing the toe in the dorsiflexed position 
these structures are kept on the stretch and any further tendency to contraction is 
prevented. 



The splint is made of aluminium by Down Bros. Ltd, London, S.E.l, and consists 
of a toe-piece almost at right angles to the body ,* to this the toe is strapped with 
adhesive plaster after the operation. The body of the splint fits to the forepart of 
the sole and its inner edge is raised to grasp the inner border of the foot, adhesive 
strapping securing it in position. __ There are right and left splints which are made in 
two sizes, one to fit the male foo't and the smaller to fit the female. 

It is found that, since placing the toe in the dorsiflexed position after operation, 
the patient experiences much less pain when movements are started, the results on 
the whole being better and recovery more rapid. 
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Hallux Valgus Splint.— This splint {Fig. 14(j) is designed by Mr. R . Wood Power, 

F.R.C.S., and is a modification of Jones’s splint, which is often found difficult to keep 

in position on the toe. It is 



Fig. 1 4<>. 


made of aluminium, and has the 
advantage of fitting closely to 
the inner border of the forepart 
of the foot, so that displacement 
does not take place. 

The splint consists of a body 
and toe-piece. The toe-piece fits 
to the inner side of the big toe 
and inclines slightly to the 
medial side. The body grasps 
the medial side of the "forepart 
of the foot ; its lower border, 
which comes in contact with 
the sole of the foot, is straight ; 
its upper border is cut away to 
fit the dorsum. It contains a 
window at the side to prevent 
pressure on the wound. 

After the wound is dressed 
the toe is fastened to the too- 


piece with adhesive strapping. A second piece of strapping surrounds the forepart of 
the foot- and the body of the splint. No further dressing or bandage is required. 


(Down Bros. Ltd., London, S.E.l.) 


Heel Supports. — These have been 
designed by Dr. Ceeile Booysen. The 
addition of these heel supports (Fig. 
147) to a couch is of great assistance 
in the gynaecological and rectal examin- 
ation of patients, {Allen & Han'burys 
Ltd,, Bethnal Green, London, E.2.) 



Hypodermic Syringe H 

Spirit-proof Container. fp I 

— There must be quite a \ 

considerable number of 

medical men, especially 

those working in the 

tropics, who have been 

constrained at some time 

or other to anathematize ( I 

the usual type of " spirit- ^ 

proof’ container for Fig. 147- 

hypodermic syringes. 

Dr. H. M. Stanley Turner, Wing-Com. R.A.F., 
has designed a holder (Fig. 148) which has 
stood up to extremely severe tests. The cap 
fits on to the container by means of a long 
taper and is held in position by a detachable 
butterfly union nut. This mode of construction 
permits of the cap being accurately ‘ ground-in’, 
so that an absolutely spirit-proof joint can be 
obtained. It is not necessary to screw' the union 
nut down tightly, as it only has to hold the 
cap in position. A mere flick is sufficient. 

To avoid all risk of the cone sticking, the act 
of unscrewing the union nut effects a ‘ primary 
extraction ’ by separating the male and female 
halves. The union nut beds into a layer of 
white metal on the cap and does away with the 
need for washers. The makers are Down Bros. 
Ltd., London, S.EJ, 
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Instrument Case.—- This is a round spirit -proof metal case for minor surgery (Fla 14')), 
about 6 in. x 4 in., with aremov- * c ' 

able rack containing scissors, 
artery forceps, dissecting for- 
ceps, trocar and cannula, scal- 
pels, needles, etc. The case is 
fitted with a screw cone -fitting 
lid which renders the case spirit - 
tight, and the instruments, being 
immersed in spirit, are in a 
sterile condition and ready 
for immediate use. (Allen & 

Hanburys Ltd., Bethnal Green, 

London, E.2.) 

Instrument Tray. — The new 
surgical instrument tray illus- 
t rated ( Fig . 150) possesses 

several advantages over the 
ordinary type. It is made of 
best white porcelain, 16 in. x 12 
in., with rounded corners and 
sloping sides, and is thus easily 
washed and sterilized . Moulded 
partitions divide the tray into 
five compartments, so that 
instruments may be kept separ- 
ate, the small divisions being 
particularly useful for surgical 
needles. 

In the event of the disinfecting solution being cloudy, the instruments required can 
easdy be found, as the sloping sides cause them to roll to the centre of the compartment, 

thus obviating the necessity of 
groping all over the dish' as 
would be the case with the 
ordinary type. Further, the 
separate compartments enable 
the tray to be used for both 
wet and dry dressings. 

The sunken handles allow of 
easy and safe carrying. A 
nickel -plated cover to exclude 
dust, with knob for lifting, 
can be supplied if required. 
(0. J. Hewlett & Son Ltd., 
35-42, Charlotte Street, London, 
E.C.2.) 



149. 



Fig. 150. 


Kidney Capsule 
Knife. — Designed by 
Mr. H. Morton 
Anderson, F.R.C.S., 
of Coventry, this 
knife {Fig. 1 51) has 
a blunt point, and is 
useful for slitting the 



Fig. 101. 


capsule of the kidney without damaging the kidney itself. 
Bethnal Green, London, E.2.) 


(Allen & Hanburys Ltd., 


si — The ‘ Thackray ' B.O.S. Knife (Pat. No. 397, 655), 

with detachable blades [Ftg. 152), has been specially designed to give safe operative 


Fig. 152, 


sharpness. A variety in the shapes of the blades meets all the surgeon’s needs, while 
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til© blades are inserted and detailed with the greatest pi ease. Every blade is tested 
so that a perfectly sharp edge is assured. This knife is of British make throughout, 
from the finest selected and tempered steel. (See Advt., p. xiii.) Manufactured by 
Chas. F. Thackray, Park Street, Leeds, and 252, Regent Street, London, W.L 

Lens Expressor or Hook. — Dr. R. P. Ratnakar lms designed a hook or lens expressor. 
(Fig. 153) which is like an ordinary ten- 
otomy hook with a knob at the end ; but 
the curve is so modified that gentle pres- 
sure can be easily applied in a desired 
direction without interference from the 
surrounding parts. This expressor is 
made by D own Bros. Ltd., London, S.E.l. 

Ligature Scissors. — Mr. C. Alex. Wells, F.R.G'.H. (Liverpool) writes: The ligature 
scissors shown in the accompanying figure (Fig. 154— by kind permission of the British 
Medical Journal), and which Mr. Chas. F. Thackray, of Leeds, has made for me, are 
peculiar in that the blades are disproportionately long, which results in a bigger move- 
ment at the points than occurs at the rings. The shanks are made bow-legged, and in 

between them a spool of thread is carried. This turns 
upon a spindle, which screws into a block fixed to one 
of the rings and can be changed with ease. 

The scissors are carried on the ring and little fingers 
of the operator’s right hand, in the palm of which 
they lie, the points emerging between the forefinger 
and thumb. Some surgeons might consider it worth 
while having the spools wound with catgut, but- per- 
sonally I use the scissors only with thread, which is 
previously put through the autoclave. At the time 
of operation the scissors and thread are boiled up 
together with the other instruments, and, using a 
rustless steel pair, I have not found it necessary to 
re -sharpen the blade even after two years’ constant 
use in all such perfectly clean and extensive opera- 
tions as a radical breast, thyroidectomy, or gastrec- 
tomy. I cut the knots very short and have had no 
difficulty from the discharge of fragments, except in 
one thyroidectomy. The amount of thread contained 
in one spool is sufficient for any one of these opera - 
Fig. 154. tions. 

A considerable economy in catgut is effected, but 
the real value lies in the time saved when the surgeon ties and cuts his own ligatures, 
more especially if a regular trained assistant is not always available. (Chas. F. Thackray, 
Park Street, Leeds, and 252, Regent Street, London, W.l.) 




Fig. 153. 


Lobectomy Tourniquet.— -In The British Journal of Surgery, October, 1933, p. 277, 
is an article on “ Pulmonary Lobectomy,” by Roberts and Nelson. 

The authors describe a new tourniquet (Fig. 155) consisting of a tube which is oval 
in section, 9 in. long, and bent in the middle to an angle of 140°. The end that comes 
against the pedicle is slightly splayed out and has thick lips, while at the other end 
is a drum on which the cord of the tourniquet is wound. 



The tube is threaded, from the drum end, with a loop of thick blind cord, the loose 
ends of which are knotted together and are then attached to the drum by fitting into 
a groove on the rim. The drum will wind in either direction, but when the ratchet- 
catch is applied the cord can only be wound up. In practice the at-ch is not used 
until most of the loop has been wound in ; it is then applied and the cord steadily 
tightened up round the pedicle. (The Genito -Urinary Mfg. Co. Ltd.. 28a, Devonshire 
Street, London, W.l.) " 
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Local Anaesthetic Apparatus.— Mr. Hamilton Bailey, F.R.C.S., has devised a local 
anaesthetic apparatus {Fig. 150) which for infiltrating large areas with local anaesthetic 
has many advantages. The apparatus is sterilized by~ boiling. It is filled with 1 
per cent novocain, and the pump is operated until the desired pressure is registered 
on the gauge. By turning the tap near the needle a continuous stream of local 
anesthetic is available. 



By employing this apparatus considerable areas can be infiltrated in a few moments 
with far less fatigue than when a syringe is employed. However, the ordinary syringe 
is still used for blocking deep nerves when veins are likely to be in the vicinity. 

This apparatus has been in use for six months and has been found most satisfactory. 
The makers are Down Bros. Ltd., London, S.E.l. 


Mandibular 



Nerve Needle 


Fig. 157. 


The illustration (1 fig. 157) shows a needle designed 
by Dr. W. Kelsey Fry, M.C., Guy’s 
Hospital, for injections of the man- 
dibular nerve. It is made in stain- 
less steel and can be attached to an 
ordinary Record-type hypodermic 
syringe. (Down Bros. Ltd., London, 
S.E.l.) 



Mask (Improved Sehimmelbusch). — This improvement, devised by Dr. Karslako 
Eecles, of Hove, consists of 
the fitting of a wire clip 
{Fig. 158), similar to that 
on a milk bottle. (Allen <& 

Hanburys Ltd., Bethnal 
Green, London, 13. 2.) 

Mastoid Operation Instru- 
ments. — After completion of 
the radical mastoid opera- 
tion a portion of the tem- 
poral muscle is transplanted 
into the mastoid cavity. 

The flap is also used to fill 
a post -operative mastoid 
bstula. The posterior part 
jf the temporal muscle is 



Fig, 158. 
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mobilized from the overlying integument and from the underlying periosteum, A 
demilune of muscle is excised, leaving a pedicle attachment anteriorly. The flap is 
turned down into the cavity. 

To simplify this opera- 
tion Mr. N. Asherson, 

F.R.O.S., has designed a 
set of instruments (Figs. 

159, 160) consisting of the 
necessary retractors, a 

rugine, and knives of r 

various shapes and angles Fig. 159. 

for the mastoid incision 
and for cutting the muscle 
flap. (Mayer & Phelps, 

‘ Chiron House,’ New 
Cavendish Street, London, 

W.L) 

Myringotome. — Boyce's 
improved myringotome is 
an adjustable instrument 
which can be fixed either 
for the straight or angular 
lines. When not in use 
the knife can be folded up between the handle. (Donald M. Caw, Chapel Walks, 
Liverpool.) 

Nasal Speculum.— A new type of nasal speculum having three blades (Fig. 161), 
which is much more comfortable and effective in use than the old types. It has a spring 



action, held between the handles. Price : carbon steel, chrome plated, 12s. 6d. each. 
(R. Sumner & Co. Ltd,, 40, Hanover Street, Liverpool.) 

Nasal Splint.— This splint (Fig. 
162), designed by Mr. A. R. K. 
Watldns, M.S., F.R.C.S., Ear, Nos© 
and Throat Surgeon to the Newcastle 
and Wallsand Hospitals, New South 
Wales, is intended for use in the more 
extreme fractures of the nasal bones, 
accompanied by falling 4n of the 
bridge. 

One limb of a metal U-shaped 
splint is inserted into each nostril, 
and anterior traction is applied by & 
silk thread tied to a notch on the 
outside limb opposite the middle of 
the nasal bone. This produces the 
same effect as Carter’s splint, only 
without perforating the nose with 
threads. 

The rest of the splint consists of a 
hinged arch with rubber -covered 
bases, which rest on the cheeks. A 
mast from a hinged forehead plate 
which is held in place with strapping* 
can be adjusted to the apex of the 
arch with a screw. 

The silk threads from each of the 
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U -shaped splints are tied to one another over one of the notches of the mast, the notch 
being selected which will allow traction to be exactly at right angles to the nasal bones. 
After these threads have been tied, tension can be adjusted by a screw, which alters the 
angle between the limbs of the arch. 

Nasal respiration is possible with this splint. (Mayer & Phelps, ‘ Chiron House,’ 
New Cavendish Street, London, W.I.) 

Needles, Hypodermic,-— Hypodermic and Serum ; Leak Proof’ Needles ( Fig. 103) 
provide a liquid- and air-tight fitting at the junction of needle mount and syringe nozzle 
and eliminate rock or play. The 
mounts are specially bored and 
tapered to enable quick thread- 
ing of stilettes. Each mount - 

is numbered with needle size Chas F.Thackray Leeds 

and has concave finger grips. 

English manufacture through- Fig. ig.l 

out, and each needle guaranteed 
by individual inspection. A price list can be obtained from Chas. F. Thar* kray, Park 
Street, Leeds, and 252, Regent Street, London, W.I. 

Operation Tables. — The ‘ Thackray ’ Operation Tables (Fig. 104) fulfil all the 
requirements of modem surgery. 

Of robust construction, fool proof, easily worked, and rigid in all positions. The 
‘ Cairo ’ model with stainless steel top and chrome-plated fittings gives a complete 
operation table, and no further extras are required. Of British manufacture throughout 



iFig. 1(54. 


from selected materials. Descriptive booklet, 1 Modern Operation Tables,’ sent on 
application. (See Advert p. xvi.) (Chas. F. Thackray, Park Street, Leeds, and 
252, Regent Street, London, W.I.) 

Ophthalmic Diatlierm. — This new apparatus lias been introduced by the Roya 
London Ophthalmic Hospital for treatment of detachment of the retina by endothermic 
cauterization. The results achieved are an advance on any method previously 

87 
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attempted. The apparatus has also proved highly successful for treatment of hypopyon 
ulcers and electrolysis. It is unique in that it represents the advent of the use of 
diathermy current in ophthalmic surgery. 

The apparatus is manufactured by John Weiss & 8on Ltd,, 287, Oxford Street, 
London, W.l, 

Percussor. — This is a most useful percussion instrument (Fig. 105) which can be 
readily carried in the pocket. It has a cone-shaped metal head with a whalebone stem. 



Fig. 10;*). 


It was designed by Dr. Watson Smith, of Bournemouth. (Allen & Hanburys Ltd., 
Bethnal Green, London, E.2.) 

We have received a similar percussor, with ebonite handle, from Reynolds & Branson 
Ltd., 13, Briggate, Leeds, which is only 5 in. long and is also a convenient type to carry 
in the bag or pocket. Its price is 3s. 

Peritonsillar Lancet. — To introduce a knife into the palate at the correct site is not 
aji easy matter when the tissues are swollen to such an extent that the patient can 
barely open his mouth. To meet such cases Dr. L. J. Curtin (Dublin) has devised 
the peritonsillar lancet (Fig. 166). The advantages claimed are:— 



(1) The rings for thumb and lingers give a steady hold of the instrument without 
obstructing the vision ; (2) The cutting blade is protected until the actual incision is 
made, then the blade is withdrawn into its sheath; (3) The double-edged blade 
penetrates the tissues easily, and with little discomfort to the patient ; (4) In a nervous 
patient the procedure is rendered safer and less difficult than when an ordinary scalpel 
is used ; and (5) The blade can he taken out of the sheath for sterilization. (Mayer & 
Phelps, ; Chiron House,’ New Cavendish Street, London, W.l.) 

Another very useful instrument for opening peritonsillar abscesses is illustrated here 
(Fig. 107). The pointed double-edged knife-blade is obscured, and lies in the shaft, 
being held back by a spring. ' It is operated by pressure on the thumb ring at the end , 



The length of the point to be used can be regulated by the milled nut operating on 
the thread of rod. Price : carbon steel, chrome plated, 10s. 6d. each. (R. Sumner & 
Co. Ltd,, 40, Hanover Street, Liverpool.) 

Proctoscope.— The Klinostik Electric Proctoscope (Fig. 168) is a further improve* 
ment_on the electric rectal speculum. The new 1934 model is fitted with a large 
capacity battery handle with adjustable rheostat to control the intensity of the light, 
and provides a maximum illumination of the rectum. 
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When the proctoscope is inserted and the obturator withdrawn, a patent protector 
lamp cover prevents faeces from soiling the illuminant, and it is only after the lumen 
of the speculum has been 
swabbed out that the 
cover is removed and the 
lamp pushed up to the 
forward position. The 
instrument is fitted with 
a sliding top blade and, 

■when this is withdrawal, 
the wall of the anal canal 
and rectum can be seen 
for the whole length of 
the speculum . The lamp 

is detachable so that the instrument may be 
sterilized. It can be had in nickel at 39s. and 
chromium at 44s. A special model has been 
made to take Canadian and American cells The 
makers are John Smith & Son (Glas.) Ltd., 26-30, 

Gibson Street, Hillhead, Glasgow, and it can be 
purchased from any surgical house in Great 
Britain or the Dominions. 

Radium Applicator-Thin is intended for applying radium to 
the cervix. The radium needles are embedded in hard pin 
wax in the hole at the top of the instrument (Fig. 169) Th 

apposft on The nofnt , f“ ,n * ho t “"<1 ke^ps the rudiumin 

f=x /ispE K 

lm.; iZS:%ST°"“ y - IA "' n * 

Pessary *is fo Tdhist ^ oimt Vernon Hospital Butterfly Radium 

broad ligaments^ The diffimik 1 11 V^ 6 v ?£ ina 80 that it will radiate the bases of the 
ulckino in verv 1 ^ ot loose boxes in proper position by gauze 

few hours after the radium l^insOTtedf deinonstmted takin £ X * ra y photographs a 



Fig. 109. 



Fig. 170. 



can be reguSw^suit asmaU or bt™ f^- 1 ll , ut wi T th whieh the width of the pessary 
inserted in the vault '* I* covered with rubber and 
spread out the two wi£2 7 ^‘ eo * lims of tlm handle suffice to 

M far away « P° S8ible rft IK M re0tU,U 
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This improved model is made so that the boxes containing the radium may be closed 
flat, which is a distinct advantage when inserting the pessary. The boxes are made 
of silver and the rest of the instrument of stainless steel. (The Ho! born Surgical 
Instrument Co. Ltd., 2 el, Thavies Inn, London, E.CU.) 

Screens. — The * Thackray 1 Improved Hospital Screen {Fig, 
171) (Pat. No. . 394 , 733 ) gives complete screening of the bed. 
It is strongly made from seamless drawn steel tube with all 
joints welded and provides a perfectly smooth surface easily 
kept clean. The interrupted arms which are welded to top 
and bottom of each fold provide an ideal method of carrying 
the curtains. The sagging of heavy curtains is prevented" and 
there is no gap between the folds. Light in weight, it can be 
easily moved or carried with one hand. Each fold is mounted 
on two 2-in. rubber-tyred ball-bearing castors for mobility. 
An illustrated leaflet will be sent on request. (Chas. F. 
Thackray, Park Street, Leeds, and 252, Regent Street, London, 
W.l.) 

Smsth-Petersen Pin. — Mr. R. Rroomhead, F.R.C.S., writes : 
When I showed some patients who had been treated by the 
insertion of a Smith -Petersen pin for a high fracture of the 
neck of the femur at the Royal Society of Medicine on April 4, 
1933, I described a modification of the original pin and also 
an extractor for removing it, either at the time of the opera- 
tion if the aim is not correct, or later if it is thought desirable, 
when bony union has occurred. 


EN0 V| 6W 

Fig. 172 . 

The original pin had a round head, difficult to grasp. I there- 
fore had a V-shaped groove cut so that the head could be more 
easily held by a clamp. The accompanying diagram {Fig. 172) 
shows how the shape of the head has been improved. 

The extractor is made with a clamp to grasp the head of the 
pin. The clamp has two limbs, with a spring between to 
separate them when they are released from the’ body of the 
extractor. The limbs are fixed to a threaded shaft, which can 
be screwed up and down inside a cylinder so that the pin may 
be withdrawn into the cylinder. Counter-traction is obtained 
by pressure of the distal end of the instrument against the 
lateral surface of the great trochanter of the femur, and it is 
necessary to make the instrument fit closely to the bone. The 
distal end of the extractor is thickened to make a broad area for counter-traction, 
and is curved to accommodate the circumference of the femur ; and, as the neck of 
the femur is at an angle of 125° with the shaft, the lower margin of the butt of the 
instrument is cut away, while the upper margin is prolonged, to enable the instru- 
ment to fit snugly against the shaft of the bone, The handle is made so that it can 
be grasped easily and does not catch the operator’s rubber glove. 

I showed the instruments to Dr. Smith -Petersen when in Boston recently, and he 
is now using them himself. (Chas. F. Thackray, Park Street, Leeds, and 262, Regent 
Street, London, W.l.) 

Sterilizer Recording Gauge, — The ‘Thackray’ Recorder {Fig. 173) has been designed 
to eliminate guesswork and to automatically record details of the conditions prevailing 
inside the sterilizer. It is of especial value where sterilization of surgical dressings 
and other materials is done by hospital porters in autoclaves which are not in the 
.theatre unit. . ■ 

An indelible record is automatically written on a circular chart printed in two colours, 
.suitably marked for easy reading, and which is revolved by a clock making one complete 
revolution in twenty -four hours. 

The chart is calibrated from 0 in, to 15 in. vacuum, and 0 lb. to 30 lb. per square 
inch steam pressure with equivalent temperature readings. It is radially marked with 




Fig. 171. 
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30-minufp time calibrations. the time being shown round the circumference. One 
chart records every sterilization process in twenty *four hours. 

The gauge can be locked, so that it is at all times under the control of the theatre 
supervisor. 


Fig. 173. 

The instrument is of sturdy construction and handsome appearance, and will give 
years of accurate service. A descriptive circular will be sent on request. (Chas. F. 
Thackray, Park Street, Leeds, and 252, Regent Street, London, W.l.) 

Sterilizer for Syringes and Small Instruments. — This portable sterilizer {Fig. 174) 
is of stainless steel throughout. The boiler is stamped out of one piece and therefore 


Fig. 174. 

cannot leak, and the side handle is detachable. It is supplied with or without strainer. 
Sterilizer, size 8 in. x 3 in. x If in. with lid, side handle, and strainer, 30s. 9d.» or 
without strainer 21s. 9d. (The Holbom Surgical Instrument Co. Ltd., 26, Thavies 
Inn, London, E.C.l.) 

Sterilizers (Electric). — The new type of 4 Standard ’ Electric Automatic Sterilizers 
{Fig, 175), with patent heat control and cut out, are an achievement of British manu- 
facture. They are tested and guaranteed and suitable for alternating current or direct 
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current for all standard voltages. A descriptive list of various types and sizes will 
be sent on request. (See Advert p. xv.) (Chas. F. Thackmy, Park Street, Leeds 
and 252, Regent Street. London, YVM.) 
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The splint embodies facilities for Mm application of fundamental principles in local 
non -operative treatment of tuberculous disease in the hip, spine, or 'knee, and in any 
treatment which requires immobilization, abduction, and traction or extension. 

In arranging for these various methods of treatment, provision must also be made 
for general treatment such as heliotherapy, hygiene, radiology, etc., and for easy and 
rapid access to patient for the dressing of wounds, sponging, treatment of sinuses, 
massage, bed-pan service, etc., without disturbing the patient’s position essential to 
the local treatment. 

Although there are many well-known splints on the market which have done good 
service in the past, none so far has been evolved equally suitable for child and adult 
patients; and particularly in the case of the latter, it 'has hitherto been left to the 
ingenuity of the superintendent or surgeon in charge to improvise mechanical means 
for the practice of the above principles and to suit individual cases. 

The ‘ Universal Splint ’ is the result of combined medical and engineering experience 
in an effort to embody in one splint facilities for a wide range of treatment, thereby 
providing one apparatus of wide application and general utility, (Chas. F. Thackray, 
Park Street, Leeds, and 252, Regent Street, London, W.L) 

Suction Apparatus. — An efficient dlent suction apparatus is essential in many throat 
investigations and operations and for many operations on other parts of the body. 

Guy’s Suction and Air Delivery Unit. (Fig, 177), designed by Mi*. Wm. Mayhew 
Mollison, C.B.E., F.R.C.S., can rightly claim to be more efficient than the apparatus 
generally in use. The suction is continuous and so powerful that clots of blood and 
the most tenacious mucus are quickly removed. The apparatus is quiet and can easily 
be moved about the operation theatre and from one theatre to another. It is possible 
to use it for intratracheal insufflation at the same time as suction, since the pump 
delivers sixty litres of air per minute. The valves in the cylinder head are strong and 
specially designed for silence in operation, and the sump of’ the machine carries enough 
oil for six months’ continuous use. 



The entire unit is mounted in a strong mahogany case fitted with four rubber-tyred 
castors. On the side of the case two large screw-necked bottles are mounted. _ These 
bottles are of the commercial * Kilner ’ type and can therefore be replaced with the 
minimum of expense. Blood and other fluids are removed from the operating field 
by the suction plant and find their way into the big bottle. The second bottle is a 
safety trap in the unlikely event of the first bottle becoming full at a moment when it 
is inconvenient to change it. 

There are no resistances to regulate the speed, and in order to use the apparatus it 
is only necessary to connect it to the main electrical supply. The makers are Down 
Bros. Ltd., London, S.E.l. 

Suction Pumps.-— The Chiron Portable Suction Pump {Fig. 178) is designed to clear 
the operation field of blood and secretions, one slight pressure of the foot being usually 
sufficient. Under normal conditions a vacuum of 20 to 25 in. is easily obtainable, It 
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Fluids can also be rapidly removed in abdominal, pelvic, and bladder surgery. (Ma\ 
& Phelps, Chiron House,’ New Cavendish Street, London, W.l.) 


Suprapubic Drainage Apparatus. — Mr. Terrence 
J. Miilin, F.R.C.S., has designed a suprapubic 
drainage apparatus (Fig. 179), with rubber box, 
celluloid plate, and band complete. With this 
apparatus a soft sponge rubber pad with a sheet 
rubber Exterior has replaced the usual rigid box 


Fig. 179 
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that so frequently prov es difficult to maintain in apposition without undue pressure. 
It is comfortable "for the patient and gives with the body movement. 

The covered sponge -rubber suprapubic bos, as modified, with flap top and celluloid 
lid has proved entirely satisfactory, and patients who have experienced both the usual 
Hamilton -Irving box and the rubber variety are unanimous in their approval of the 
latter. (Down Bros. Ltd., London, S.E.l.) 

Sutures. — General Utility Futures are fitted with improved eyeless needles, thus 
reducing the thickness of the suture materially to a single strand which is approximately 
of the same diameter as the needle, thereby facilitating suturing, particularly in plastic 
surgery where the cosmetic result is of importance. They form a compact assortment 
of sterilized absorbable and non -absorbable sutures mounted on either curved triangular 
cutting, or straight cutting, eyeless needles of suitable size. Each eyeless needle suture 
is ready for immediate use, in a hermetically sealed glass tube. 

The Suture Materials are : plain catgut, 24 in. ; synthetic silkworm gut, 24 in. ; 

medium hard catgut, 24 in. ; silkworm gut, 14 in. 

‘A. & H.’ General Utility Sutures are available in boxes containing 6 tubes of one 
material, or assorted as desired. Price per box, 5s. (Allen & Hanburys Ltd., Bethnal 
Green, London, E.2.) 

Ribbon Gut is an absorbable ribbon of animal tissue developed by Davis & Geek for 
the closure of nephrotomy wounds by the Lowsley Bishop -Didusch technique. The 

success experienced and the nature of the material itself suggests that it will have 

a wide field of usefulness in other branches of surgery. Because of its width, ribbon 
gut distributes pressure over a broad surface, permitting the application of tension to 
delicate tissues without cutting through and with a minimum of circulatory constriction. 

Like all Davis & Geek sutures, it is sterilized by heat at temperatures in excess of 
the most rigid bacteriological requirements. It is tubed in a stable, high-boiling 
solution, is unaffected by ago, climate, or light, and the exterior of the tubes may be 
sterilized either by boiling, autoclaving, or immersion in an active germicidal solution. 

Ribbon gut is at present available in the plain (non -chromic ized) variety, in. in 
width, 18 in. in length, at 12s. per dozen tubes, subject to quantity discounts. A 
descriptive circular of other sutures will be sent on application to the distributor, 
Ghas. F. Thackray, Park Street, Leeds, and 252, Regent Street, London, W.l. 

Tonsil Sutures are another new product of Davis & Geek, and consist of size 0 plain 
catgut with half-circle needle affixed and designed to minimize trauma. These can be 
obtained in the boilable and non-boilable varieties from the same distributor. 

Tannic Acid Outfit for Bums. — This outfit consists 
of an amber bottle fitted with a vulcanite spray and 
best rubber bellows, together with a supply of tannic 
acid compound tablets, complete in cardboard box 
(Fig, 180). The tablets, which also contain a small 
proportion of perchlorido of mercury and boric acid, 
are of such strength that one tablet dissolved in 2 oz. 
of warm water forms a 2 per cent solution of tannic 
acid. This forms an admirable first-aid dressing, easily 
applied by means of the spray or on linen or layers of 
sterile gauze thoroughly soaked in the solution. (G. J. 

Hewlett & Son Ltd., 35 -42, Charlotte Street, London, 

E. O.2.) 

Thumb Splint*- The annexed illustration (Fig. 181) 
shows a splint designed by Sir W. l. de C. Wheeler, 

F. R.C.S.L, for Bennett’s fracture of the thumb. 

In the absence of efficient treatment poor functional 

results often follow an oblique fracture through the 
base of the first metacarpal bone. In a typical case 
extension is, as a rule, required for about three weeks. 

Is is difficult to obtain the uninterrupted extension 
and fixation required by the splint recommended by 
Bennett, or with any of those in common use. 

The splint illustrated has proved effective, and is 
easily extemporized from one of the common Jones’s grooved aluminium arm splints. 
It is applied to the radial aspect of the forearm, At its distal extremity there is an 
aperture through which the thumb passes. An extension copper wire (10 S. W. G.) 
gallows is riveted to the aperture, and projects in an abducted direction beyond the tip 
of the thumb, Extension is maintained by tapes attached to adhesive plaster strips on 
the thumb and tied tightly to the end of the gallows. Throughout the treatment the 
tapes must be kept tight. A small felt or sponge pad is put under the splint at the site 
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puncture. The cannula of the trocar contains an nuk»mutu.* spring stopcock. On with- 
drawing the stainless steel trocar, the automatic spring stopcock closes the cannula and 
deflects the stream of urine through the side branch. The makers are Down Bros. Ltd., 
London, S.E.l. 

Trolley, — This is a convenient form of trolley (Fig. 

186) for holding the de bris bowl or basin in an operating 
theatre. It is claimed that it possesses advantages 
over the basin in general us© inasmuch as that pattern 
usually has the wheels fixed to the bottom of the 
receptacle and therefore the receptacle itself cannot 
be put in a sterilizer. 

Messrs. Down Bros. Ltd., London, S.E.l, supply 
these trolleys in various sizes for holding the usual 
range of bowls, buckets, basins, etc. 






Ultra Syringe. — The ‘Ultra’ Syringe (Fig. 187) is 
an ideal syringe of considerable and practicable value, 
and is a decided improvement on the old Record type. 

It is suitable for all kinds of injections — hypodermic, intravenous, and intramuscular - 
and the provision of finger gripa allows it to be employed as a pressure syringe if so 
desired. The finger grips also give greater and better con- 
trol during manipulation. 

The syringe is composed of two parts only ; the barrel, 

made of special glass, 
and metal piston. 
v ~ On the collar, which 
■ '•-*“* '* mSZ2 i 8 fixed to the glass 

barrel, is a simple 
device allowing at 
will a complete with- 
drawal of the piston for sterilization process, or, when it is 
locked into position, preventing the piston from leaving 
/’/V i 37 , the barrel (see Advt„ p. xii). (Chas. F. Thackray, Park 

Street, Leeds, and 252, Regent Street, London, W.l.j 

Uterine Compressor. — This instrument was designed by Mr. Victor Bonney, M.S., 
for preventing haemorrhage during incision into the uterine wall for Caesarean section. 
1 1 is illustrated in Fig. 1 88, 

(Allen & Hanburys Ltd., 

Bethnal Green, London, llr~— — 

E.2.) 

.... Vaginal . Speculum. — 

The Morna Rawlins specu - 
him here illustrated (Fig, 

189) is similar to the 

Fergusson type, with the 1afi 

addition of a thickened k 9 ‘ 

rim well rounded off at the distal end. This avoids possible damage to the mucous 
membrane and tends to make the speculum 
self-retaining. (The Holborn Surgical Instru- 
ment Co. Ltd., 26, Thavies Inn, London, E.C. 1 .) 




Fig. 189. 

Vaginal Speculum.— The Klinostik Electric 
Vagina] Speculum (Fig. 190) is designed by a 
well-known ^ gynaecologist and is in general 
pattern similar to Sim’s duckbill speculum. 
It has many points to recommend it, and it 
is suitable for the gynaecologist, the general 
practitioner, and for V.B. work. It Is easy 
to manipulate and gives excellent illumination 
of the cervix and the anterior and posterior 
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wails of the vagina. A pleasing feature is that ©very part of the instrument can be 
sterilized. 

The speculum, of which interchangeable varying sizes are available, and the lamp 
carrier are detachable. The provision of a terminal hook allows of the attachment 
of a weight, the purpose of which is to render the instrument self retaining. The price 
with one speculum is 39s. A special model has been made for the Canadian and American 
markets to take the standard Canadian and American cells, and the speculum is obtain- 
able from all instrument dealers in Great Britain and the Dominions. The instruments 
are made by John Smith & Son (Glas.) Ltd., 26-28, Gibson Street, Hillhead, Glasgow. 



Vaginascope. — The Klinostik Bi- 
Valve Electric Vaginascope {Fig. 191) 
is a great improvement on the ordin- 
ary speculum and gives maximum 
illumination of the vagina. It is 
easily inserted, and the fenestrated 
blades and large capacity handle with 
adjustable rheostat, to control the 
intensity of the light, are features 
which will be readily appreciated. 


Fig.: 191 . 

When inserted a patent protector lamp oover 
prevents secretion from soiling the illuminant, 
and it is only after the field has been cleansed 
that the cover is withdrawn and the lamp pushed 
up to the forward position. The lamp is detach- 
able so that the instrument may be sterilized. It 
can be had in nickel at 42s. and chromium at 
47s. 6d. {See Advt., p. xxviii.) A special model 
has been introduced to take Canadian and 
American cells and the vaginascope is obtain- 
able from all instrument dealers in Great Britain 
and the Dominions. The makers are John 
Smith & Son (Glas.) Ltd., 26-30, Gibson Street, 
Hillhead, Glasgow. 

Ward Locker.-— The ‘ Colonial ’ All Steel, 'Ward 
Locker {Fig. 192 )has been specially designed to 
meet the demand for a strong, durable, and 
inexpensive locker for hospital use. It is made of 
heavy-gauge pressed sheet steel, specially treated 
to resist the effects of corrosion and climatic 
conditions. 

The finish is cellulose enamel with stoved-on 
undercoat, and can bo supplied in white, silver 
grey, or pastel green. Can easily be kept clean with a damp cloth {see Advl.,p. xiv). 
(Chas. F. Thackray, Park Street, Leeds, and 262, Regent Street, London, W.l.) 


Fig. 192. 
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A List of the Principal English Medical Works and New Editions 
Published during the Twelve Months ending December, 1938. 

*1 For the convenience of our readers any of the works in this list can be obtained through 
Messrs, John Wright & Sons Ltd., Publishers of the ‘ Medical Annual ’ 
Stombridge House, Bristol. 


AMBULANCE AND NURSING. 

British Red Cross Society Nursing Manual, No. 2. By H. 0. Parsons. 4th ed. 

18mo, pp. 308, 96 III us. Cassell - - - - Net Is. 6d. 

Gynaecology Explained to Nurses. By Dorothy M. Dickinson. 8vo, pp. 208. 
Faber --------- Net 9<v. i\d. 

How to Become a Nurse. 12th ed. Or. Svo, pp. 440. Faber - Net 4s. 

Hygiene for Nurses. By J. Guv and G. J. 1. L : nk!ator. 2nd ed. Cr. 8vo, pp. 224. 

22 Ulus. Livingstone - - - - - - - Net 5s. 

Model Answers to Questions for Mental Nurses (Preliminary and Final 
Examinations) set by the General Nursing Council. By H, MacPhail. 2nd 
ed. Cr. 8 vo, pp. 884. Faber - Net 5s. 

New Dictionary for Nurses. By Lois Oakes, assisted by T. B. Davie. 2nd ed. 

Demy 16mo, pp. 370. 81 thus. Livingstone - Net 3 s. 

Nurse’s Dictionary, The. 13th ed., revised by Winifred M. Gray. 32mo, pp. 264. 

Faber - - - - - - - Net 3s. 

Nursing as a Career. By C. L. Moles. Cr. 8vo, pp. 98. Pitman - Net 3s. 6 d. 
Outline of Medicine for Nurses. By J. Fanning. F’eap 8vo, pp. 136. Wright, 
Bristol - - - - - - - - Net 2s. Qd. 

Outline of Practical Obstetrics for Nurses. By R. S. S. Statham. F’eap Bvo, 
pp. 130. Wright, Bristol - - - - Net 2s. M. 

Outline of Surgery for Nurses. By D. W. Daniels. F’eap 8vo, pp. 88. Wright , 
Bristol - - - - - - - - Net 2s. 5d. 

Practical Nursing, including Hygiene and Dietetics. By W. T. G. Pugh. 8th eel. 

8vo, pp. 748. Illus, Blackwood - - - - - Net 1 2s. 6d. 

Public Health Nursing in Industry. By V. H. Hodgson, Cr. Bvo, pp. 271. Illus. 

Macmillan - - ' - - Net Is, Qd. 

Pye's Elementary Bandaging and Surgical Dressing. ■ For the Us© of Dressers 
and Nurses. Revised by A. J, Cokkinis. 15th ed. Pocket size, pp. 250. 87 Illus. 

Wright , Bristol - - - - - - Net 3s. Qd. 

Quick Reference Book for Nurses. By Helen Young. Lippincolt . Net 9*\ 
Short Encyclopaedia for Nurses. By Evelyn C. Pearce, 8vo, pp. 631. Faber 

Net 12*‘. 6 d. 

Short Practice of Midwifery for Nurses. By H. Jellefct. 9th ed. Cr. 8vo, pp. 520, 
7 Plates and 183 Plus. Churchill - - - - Net 8#. 6d. 

Surgery for Nurses. By H. Bailey and R. J, McN. Love. Demy 8vo, pp. 388. 
261 Illus., 27 coloured. H. K* Lewis .... Net 12*'. M. 


ANATOMY, PHYSIOLOGY, HISTOLOGY, MICROSCOPY, 
BIOLOGY. 

Anatomy for Artists. By E. Wolff. 2nd ed. Cr. 4to, pp. 202. 165 Illus. H. K. 

Lewis - - - - - - - - - Net 12s. M. 

Anatomy: Catechism Series. Parts 1,2, and 4. 4th ed. Livingstone Net each Is. (id. 
Anatomy of the Human Skeleton. By J. E. Frazer, 3rd ed. Cr. 4to, pp. 300. 

219 Illus., many in colour. Churchill - - - - Net 28s. 

■Anatomy and Physiology, Part IT: Growth and Development of the Child. 
Med. 8 vo, pp. 650, Appl&ton-Century - - - - Net 21e. 
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Biology of Protozoa. By G. N. Calkin. Sind ed. Bvo, pp. 634. 223 Ulus, and 

2 coloured Plates. Bailliere - - - - . Net 37.9. M. 

Dissection of the Rabbit. By R. H. Whitehouse and A. J'. Grove. Or. Svo, pp. 204, 
Ulus. Univ. Tutorial Press - Net 3 s. 

Hand Atlas of Human Anatomy. By W. Spalteholz. 7th ed. 3 Vols. pp. 902! 

994 Ulus., mostly coloured. Lippincott - Net 80s. 

Handbook of Physiology, By Prof. W. D. Halliburton and R, J. S. McDowall! 

33rd ed. Med. Svo. 4 Plates, 6 Portraits, and 400 Ulus. Murray Net 18.s\ 
Histology. By R. Cajal. Revised by J. F. Tello-Munoz. Translated by M. F.' 

Nunez. Roy. 8vo. Bailliere Net 40 s. 

Human Embryology and Morphology. By Sir A. Keith. 5th ed. Med. Bvo, 

pp. 568. 535 Illus. Arnold - Net 326'. Qd. 

Lymphatics, Lymph and Tissue Fluids. By C. J. Drinker and M. E. Field. Bvo] 
pp. 270. 14 Illus. Bailliere - - - ■ . - Net 17*. 6d. 

Modern Theories of Development. By L. Von Bertalauffy. Trans, by J.' H. 

Woodger. Cr. Svo, pp. 214. Oxford Univ. Press - - Net 8 s. 6c/. 

Pocket Anatomy. By C. H. Fagge. F’cap 8vo, pp. 319. Bailliere - Net 5s! 

Principles of Human Physiology (Starling’s). 6th ed. Revised by 0. Lovatt Evans. 

Roy. Svo, pp. 1136. 562 Illus. Churchill - - - Net 24s. 

Science of Human Reproduction. Biological Aspects of Sex. By H. M. Parsfaley! 

Svo, pp, 319. Illus. Allen <£* Unwin - - . Net 12,9. 6d. 

Short History of Physiology. By K. J. Franklin, Cr. Svo, pp. 122. Bale 

Net 3w. 6 d. 

Study of Anatomy. By S. E. WhitnalL 2nd ad. Cr. Svo. pp. 104. Arnold Net is 
Surgical Anatomy. By C. L. Callander. 8vo, pp. 1115. 1280 Illus. Saunders 

Net 63,9. 

Surgical Anatomy. By G. Massie. 2nd ed. Roy. Svo, pp. 468. 147 Illus. Churchill 

Net 18 s. 

Text-book of General Biology, By G. White. Svo, pp. 615. 295 Illus. Kimpton. 

Net 15.9. 

Text-book of Physiology. By W. H. Howell. 12th ed. Bvo, pp. 1132. 308 Illus! 
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Zoology ; Catechism Series. Part 1. 3rd ed. Livingstone - - Net Is. 6d. 


BONES, JOINTS, AND MUSCLES. 

Adjustment of Muscular Habits. By J. K. McConnel. Cr. Svo, pp. 142. 8 thus 
H. K Lewis - - - - - - Net is. U. 

Bone Growth in Health and Disease. By H. A. Harris, Cr. 4to, pp. 263. 259 
Illus. Oxford Univ. Press - . . _ _ Net 34,?. 

Chronic Arthritis and Fibrositis. By B. L. Wyatt. Bvo, pp. 212. 17 Illus* 

Bailliere - - - - - - . - Net ZOs. 

Diagnosis and Treatment of Postural Defects. By W. M. Phelps. Bvo, pp. 192. 

107 Illus. Bailliere - - - ■« . Net 23« 

Evolution of the Vertebral Column, By H. F. Gadow. Roy. 8vo, pp. 370*. 

123 Illus., many coloured. Cambridge Univ. Press - - . Net 25 s. 

Feet in Health and Disease, By R. R. Hayhow. Cr. Bvo, pp. 48. Bale Net 2s. (kl. 
Internal Derangements of the Knee Joint. By A. G. T. Fisher. 2nd ed. Demy 
^ Bvo, pp. 220. 120 Illus. H. K, Lewis .... Net 15,9. 

The Principles of Treatment of Muscles and Joints by Graduated Muscular 
Contractions. By Sir Morton Smart. Demy Bvo, pp, 229, 4 illus. Oxford Univ. 
Press - - ■ Net 15s. 

Ihe Treatment of Rheumatism in General Practice. By W. 8, 0. Copeman. 
^ Demy Bvo, pp. 224. Arnold - Net 9 s. 

The Treatment of Rheumatoid Arthritis and Sciatica. By A. H. Douthwaite, 
2nd ed. Cr. Bvo, pp. 144. H. K. Lewis - - - Net 6,v. 


CANCER AND OTHER TUMOURS. 

Behind the Cancer Scourge. By P. G. Masters. Cr. 8vo, pp. 126. Lincoln Williams 
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Cancer : How it is Caused and How it can be Prevented. By J. E. Barker. 

Cheap ed. Cr. Svo, pp. 432. Murray - Net 3,9. 6 d. 

Cancer: Is the Dog the Cause? By S. W. Court. Cr. 8v 0 , pp. 190. Bale 
T Net 3s. 6tl. 

Intracranial Tumours. By P. Bailey. Roy. Bvo. Bailliere *• Net 35,9. 

Xhe Spread of Tumours in the Human Body. By R, A, Willis. Demy 8vo, pp. 550. 
103 Illus. Churchill - - - . „ Net 25s 
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Biochemistry of Medicine. By A. T. Cameron and C. R. Gilrnour, Mod. 8vo. 
pp. 510. 31 Ulus. Churchill ------ Net 21#' 

Fundamentals of Biochemistry in Relation to Human Physiology. By T. IB 
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Significance of Phosphoric Esters in Metabolism. By 14. Robison. Med. 8vo. 
pp. 113. 8 Plates. Oxford Univ. Press .... Net 8,9. 8 d. 

Spiritual Healing and Medical Science. By J. B. Rae, 8vo, pp. 31. S.P.C.K, 

Net 1,9. 8 d. 

Sex and Internal Secretions. A Survey of Recent Research. Edited by Edgar 
Allen. Roy. 8vo. Bailliere ------ Net Bis. 6 d. 

Symptom Diagnosis : Regional and General. By W. M. Barton, and W. M. Yater. 

2nd ed, Roy. 8vo, pp. 851. Appleton -Century - - - Net 45 s. 

System of Clinical Medicine. By T. D. Savill. 9th ed. Med. Svo, pp, 1094. 163 

Ulus.,, 6 coloured Plates. Arnold ----- Net 28,9. 

Testicular Grafting from Ape to Man. By S. Voronoff and G. Alexandrescu. 

F’eap 4to, pp. 133. Illus. Williams <L» Nor gate - - - Net 5 s. 

Text-book of Medicine. By R.L. Cecil. 3rded. 8vo,pp. 1664. Saunders. Net 42s. 
Text-book of the Practice of Medicine. Edited by F. W. Price. 4th ed. Demy 
Svo, pp. 2040. 108 Illus. Oxford Univ . Press - - - - Net 36,9. 


MIDWIFERY AND DISEASES OF WOMEN. 

Chapters in American Obstetrics. By H. Thoms. Svo. Bailliere - Net lhv. 6 d. 
Combined Text -book of Obstetrics and Gynaecology. By J. M. M. Kerr, JAH. 
Ferguson, ,J. Young, J. Hendry and others. Roy. 8vo, pp. 1120. 500 Illus. Living- 
stone - - - - - - - - Net 35 s. 

Epitome of Obstetrical Diagnosis and Treatment in General Practice. By 
B. Solomons, F’eap 8vo, pp. 138. Bale - Net 2s. M. 

Handbook of Midwifery for C.M.JB. Students. By W. O. Greenwood. Gr. Svo, 

pp. 106. Bale - . Net 5s . 

Maternal Mortality and Morbidity : A Study of their Problems. By 
J. M. M. Kerr. 4to, pp. 400. Illus. Livingstone - - - Net 25a . 

Obstetrics and Gynecology. By A. H. Curtis. 3 Vols. and Index Vol. Svo, pp. 

3500. 1664 Illus. Saunders - - - - Sets only » Net 165,9, 

Principles and Practice of Obstetrics. By J. B. DeLee. 6th ed. Svo, pp. 1165. 

1221 Illus. Saunders - - - - - - Net 60 s. 

Queen Charlotte’s Text-book of Obstetrics. By Members of the Staff of the 
Hospital. 3rd ed. Roy. Svo, pp. 688. 4 coloured Plates and 301 Text Illus. 

Churchill - - \ - Net 18s. 

Text-book of. Gynaecology . By J. Young. Demy Svo, pp. 41 i. 190 Illus. Black . 
i .■ Net 16,9. 

Woman’s Periodicity. By Mary Chadwick. Or. Svo, pp. 228. Douglas Net fla. 


NERVOUS AND MENTAL DISEASES, ■ PSYCHOLOGY, ETC. 

Ape and the Child. A Study of Environmental Influence upon Early Behaviour. By 
W. N. and L. A. Kellogg. Demy Svo, pp, 355. Illus, McGraw-Hill Net 12a. m. 
Applied Psychology (Braddock’s). Butterworth - - - Net Is. (id. 

Brain and Its Mechanism. (The Rede Lecture, 1933.) By Sir Chas. Sherrington . 

Cr. 8vo, pp. 36. Cambridge Univ. Press - - Net As. Or/. 

Clinical Examination of the Nervous System. By G. H. Monrad Krolm. 6th ed, 
Cr. Svo, pp. 254. 64 Illus. H. K. Lewis .... Net Is. Qd. 

Conquest of Nerves. A Personal Triumph over Neurasthenia. By W. Northfield. 

Cr. Svo, pp. 128, Fenland Press - - - - Net 2s ., Cloth 3 a. 

Cortical Localisation of Cerebral Function. By Prof. J. S. Bolton. Roy, Svo, 
swd, Gmney & Jackson - - - - . . Net 6d. 

Diseases of the Nervous System. By W. R. Brain. Demy Svo, pp. 915. 51 Illus, 
Oxford Univ. Press . ■ - , - ' - Net' 21s. 6d. 

Foundations of Psychology. By J. S. Moore and H. Gurnee. Med. Svo, pp, 303. 

Oxford Univ,- Press - -■ - - - , - ' « Net 13 s. 6 d. 

General .Principles' of Human Reflexology. An Introduction to the Objective 
Study of Personality. By V. M. Beehterev. Svoypp. 4(37. Jar raids ■ , Net 21-9. 
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Books 


Handbook of Psychiatry. By J, H. Ewen. 8vo, pp. 275, BaUliere ■ Net 12$. 6c/. 
Histopatholqgy or the Peripheral and Central Nervous Systems. By G. B. 
Hassin. Roy. 8vo. BaUliere ------ Met 30s. 

House that Freud Built. By J. Jastrow. 8vo, pp. 256. Rider - Net Is. 6 d. 
Human Mentality in the Light or Psychiatric Experience. By B. Gaclelius. 

Ci*. 4to, pp. 620. 46 Ulus. Oxford Univ. Press - - - Net 30.??. 

Human Personality, By L. Berg. 8vo, pp. 336. Williams <L* Norgate Net 8s. 6c/. 
Human Values in Psychological Medicine. By C. P. Blacker. .Demy 8vo, pp. 186. 

Oxford Univ. Press - - - - - - Net 8s. 6d. 

Hypnotism Explained. By A. Macey. Or. 8vo, pp. 131. Fenland Press 

Net , Paper 2s., Cloth 3s. 

Hypnotism— the Friend op Man : An Aid to Health, Efficiency and Happiness. 

By J. L. Orton. Or. 8vo, pp. 280. Thorsons - - - Net. 5 s. 

Hypnotist’s Case Book. By A. Erskine. Cr. 8vo, pp. 156. Rider - Net 2s. 6 d. 
Individual Psychology and the Child. By Laura Hutton, Hilda Weber, and W. B.. 

Wolfe. 8vo, pp. 62, Daniel - - - - - Net 2s. 6 d. 

Infections op the Central Nervous System. Proceeding of the Association for 
Research in Nervous and Mental Disease, New York. Dec., 1931. Roy. 8vo. 
BaUliere - - - - - - - - - Net 43s. 

Intercortical Systems op the Human Cerebrum. By J. Rosett. Cr. 4to, pp. 151. 

41 Illus. Oxford Univ. Press ...... Net 1 6s. 

Introduction to the Study" of the Nervous System. By E. E. Hewer and G. M. 

Sandes. 2nd ed. Cr. 4to, pp. 160. Illus. in colour. Heinemann - Net 21s. 
Last op the Taboos : Mental Disorders in Modern Life. By I. E. Hutton. Cr. 
8vo. Heinemann ....... Net 6 s. 

Mechanism op Nervous Action and Electrical Studies op the Neurone. By 
E. D. Adrian. Med. 8vo, pp. 113. 35 Figs. Oxford Univ. Press - Net 10#. fid. 

Mental Defect. By L. S. Penrose. 8vo,pp. 183. Sidgwick d; Jackson Net 8s. fid. 
Mental Diseases : Catechism Series. 2nd ed. Livingstone - - Net Is. fid. 

Mental Healers. By S. Zweig. Demy 8vo, pp. 392. Cassell - Net 15s, 
Migraine : Diagnosis and Treatment. By R. M. Balyeat. 8vo, pp. 242. 26 Illus.. 

5, in colour. Lippincott - - - - Net 12s. 6d. 

Nature and Treatment op Amentia. By L. P. Clark. 8vo, pp. 322. BaillUre 

Net 12s. 6d. 

Neuropathology, By W. Freeman. 8vo, pp. 349. 116 Illus. Saunders . Net 20s. 

New Physiological Psychology. By W. Burridge. Foreword by Sir L. Hill. 

Cr. 8vo, pp. 168. Arnold - - - - - Net 7s. 6d. 

Opium : The Diary op an Addict. By Jean Cocteau. Cr. 8vo, pp. 188. 27 Illus. 

Allen d* Unwin - * - - - - - Net 6s. 

Outline op the Cranial Nerves. By J. Faviil. Cr. 8vo. Cambridge Univ. Press 

Net 8s. 6d. 

Papers Relating to Pituitary Body, Hypothalamus and Parasympathetic 
Nervous System. By H. Cushing. Roy, 8vo. BaUliere - - Net 29s. 

Phyloanalysis, A Study in the Group or Phyletic Method of Behaviour Analysis. 

By W. Galt. F’cap. 8vo, pp. 15L Kegan Paul - - - Net 2s. 6 d. 

Poliomyelitis : A Survey made possible by a grant from the International Committee 
for the Study of Infantile Paralysis organized by Jeremiah Milbank. Roy. 8vo. 
BaUliere - - - - - - - - Net 6s, 

Psycho-Analysis and its Derivatives. By H. Crichton Miller. F’cap 8vo, pp. 256. 

Thornton Butter-worth - - - - - - ' - Net 2s. fid. 

Psycho-analysis and Medicine. A Study of the Wish to Fall 111. By K, Stephen. 

Or. 8vo, pp. 238. Cambridge Univ, Press - - - Net 8s. 6d. 

Psychologist’s Point op View. By C. S. Myers. Cr, 8vo. Heinemann Net Is. fid. 
Psychology op Sex. By H. Ellis. Demy 8vo, pp, 334. Heinemann - Net 12s. 6d. 
Recent Advances in Psychiatry. By H, Devine. 2nd ed. Demy 8vo, pp. 376. 

4 Illus. Chur chill - - - - Net 12s. 6d. 

Stoke Park Monographs on Mental Deficiency and other Problems op the 
Human Brain and Mind. No. 1. The Burden Memorial Volume, Edited by 
R. J. A. Berry. Roy. 8vo, pp. 269. Illus. Macmillan - - Net 10s: 6d. 

Towards Mental Health. By C. M. Campbell. Cr. 8vo, pp. 110, Oxford Univ. 

Press - - Net 5s. fid. 

The Treatment op Functional Nerve Cases by the Method of Neuro -Induction. 
By L, Inkster. Demy 8vo, pp. 80. H. K. Lewis - - - Net 3s. fid. 
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PATHOLOGY AND BACTERIOLOGY. 

Acidosis and Alkalosis. By S. Graham and H. Morris. Cr. 8vo, pp. 216. 24 Ulus. 

Livingstone - - - - ' ■ • Net ?#. 6d. 

Aids to Pathological Technique. By I). H. Haler. 8vo, pp. 196. 17 Ulus. 

BaillUre - - - - - - - * - Net 3s. M, 

Bacteriology. A Text-book of Micro-organisms. By F. W. Tanner. 2nd eel. 

Roy. 8 vo. Chapman <£• Hall - - - * - Net 28s. 

Bacteriology for Medical Students and Practitioners. By A. D. Gardner. 

F’cap. 8 vo, pp. 276. 31 Illus. Oxford Univ . Press - - - Net 6s. 

Bacteriology and Pathology for Nurses. By E. Irene Clark. 8vo. Illus. 
Baber --------- Net 10s. 6 d. 

Bacteriology and Sanitary Science. By L. Gershenfeld. 2nd ed. Roy. 8vo. 

pp. 493. 3 Plates and 55 Illus. Kimpton - - - Net 21#, 

Handbook of Experimental Pathology. By G. Wagoner and R. P. Custer. Roy. 

8vo. BaillUre - - - - * * - - Net 23s. 

Nature of Disease Journal, Vol. II. By J. E. R. McDonagh. Cr. 4to. Heinemann. 

Net Is. 6d, 

Outline of Immunity. By W. W. Topley. Super Roy. 8vo, pp. 424. 37 Diags. 

and Charts. Arnold - - - - - - Net IBs. 

Pathogenic Micro-organisms. A Practical Manual for Students, Physicians and 
Health Officers. By W. H. Park and Anna W. Williams. 10th ed. 8vo, pp. 867. 
IUus. BaillUre - - - - - - - - Net 35s. 

Surgical Pathology. By W. Bovcl. 3rded. 8vo, pp. 806. 477 Illus, Saunders. 

Net 60#. 

Text-book of Pathology. By R. Muir. 3rd ed. Med. 8vo, pp. 966. 546 Illus. 

Arnold - - - - - - - - - Net 3 5s. 


SKIN AND VENEREAL DISEASES. 

Cutaneous Neoplasms. By C. N. Paul. Demy 8vo, pp. 164. 62 Illus. H. K. Lewis. 

Net 10#. 6d. 

Diseases of the Skin. 2nd Issue, with Supplement. By J. M. H. Macleod. Roy. 8vo, 
pp. 1376. 23 coloured and 457 other Illus. H. K . Lewis - Net 40#. 

HisTOR\ r of Dermatology. By W. A. Pusey. 8vo. BallUre - Net 17 s. 6d. 

Inherited Abnormalities of the Skin and Its Appendages. By E. A, Cockayne. 

Demy 8vo, pp. 404. 2 Plates. Oxford Univ. Press - - - Net 32#. 

History and Epidemiology of Syphilis. By W. A. Pusey. Roy. 8vo. BaillUre, 

Net 10#. 

Neurological Effects of Syphilis. By B. B. Sharp. Demy 8vo, pp, 98. 3 Figs. 

Oxford Univ. Press - - - - - - Net Is. M. 

Sixth Venereal Disease. By H, S. Stannus, 8vo, pp. 282. 9 Plates. BaillUre 

Net 12#, 6d. 

Treatment of Diseases of the Skin. By W. K. Sibley. 4th ed. Demy 8vo, pp. 
232. 24 Plates. Arnold * - * - - Net 10#. 6d. 

STOMACH AMD DIGESTIVE ORGANS, DIETETICS, 
ABDOMEN, ETC. 

Common Causes of Chronic Indigestion. By T. H, Hunt. 8vo, pp. 348. Numerous 
Plates. BaillUre - - - - - - Net 12s, 6d. 

Culture of the Abdomen. The Cure of Obesity and Constipation. By F. A. Horni- 
brook. 8th ed. Demy 8vo, pp. 106. Illus. Hcinemann - - Net 6 s. 

Diet Reform Simplified. By S. Lief. Cr. 8vo, pp. 63. Health for all Press Net 2s. 
Dietetics for the Clinician. By M. A. Bridges and R. L. Gallup. Roy. 8vo. 

pp. 666. Kimpton - - - - - - - Ket 32#. 

Digestive Tract : A Radiological Study. By A. E, Barclay. Cr. 4to, pp. 424. 

2 coloured Plates, 280 Ulus. Cambridge Univ. Press - - - Net 36#. 

Egg, Wheat or Milk Free Diets. By R. M, Balyeat. 8vo, pp. 149. Illus. 
Lippincott ........ Net 10#. 6 d. 

Food and Character. By L. Berman. Cr. 8vo, pp. 410. Methuen - Net 8s. 6rf. 
Food and the Principles of Dietetics, By R. Hutchison. 7th ed. Demy 8vo, 
pp, 648. 3 coloured Plates, 34 Illus. Arnold - . - Net 21 s. 

Gastric Anacidity : Its Relations to Disease. By A. L. Bloomfield and W. S. 

Polland. Or. 8vo, pp. 200, with Figs. Macmillan - - - Net 12#. 6d. 

Modern Aspects of Gastro-Enterology. By M. A. Arafa. 8vo, pp. 390. 79 Illus. 

BaillUre - - . . .. - , . Net 27#. 6 d. 
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Nutrition in Health and Disease. By L. F. Cooper, E. M. Barber, and H. S. 

Mitchell. 5th ed. 8vo, pp. 574. 101 Illus, Lippincott - * Net 12,9. 6tf. 

Surgery of the Stomach and Duodenum. By J, S, Horsley. Roy. 8vo, pp. 260. 

136 Illus. Kimpton - - - - - - Net 35,9, 

Vitamins and other Dietary Essentials. By W. R. Aykroyd, Demy 8vo, pp. 224. 
Heinemann ......... - Net Is. <od. 

Vitamins in Health and Disease. By B. Sure. 8vo. Baillierc - Net 11$. 6d. 


SURGERY, ANAESTHESIA. 

Art of Surgery, The. By H. S. Souttar. 2nd ed. Cr. 4to, pp. 640. Illus. Heinemann 

Net 30s. 

British Journal of Surgery. Vol. xx, 1932-1933. Super Roy. 8vo, pp, 840. 491 

Illus., many coloured. Including Fasciculus VIII of the Atlas* of Pathological Ana- 
tomy. Wright, Bristol Net 49,9. 6 d. 

British Journal of Surgery. General Index to Vols. XI-XX, July, 1923, to April, 
1933. Super Roy. 8vo, pp. 183. Wright, Bristol - » - Net 10-s. 6d. 

Collected Papers of the Mayo Clinic, Vol. 24. Edited by Mrs. Hellish -Wilson 
8vo, pp. 1220. Illus. Saunders. ..... Net 60 s. 

Cure of Hemorrhoids, Varicose Veins and Ulceration and Allied Conditions : 
By Modern Methods of Injection and Bandaging. By S. McAusland, 8vo, 
pp. 70. Bale ----- - . - Net 3,9. 6rf, 

Demonstrations of Physical Signs in Clinical Surgery. By H. Bailey. 4th ed,, 
revised and enlarged. Demy 8vo, pp. 307. 335 Illus., some coloured. Wright, 

Bristol - - Net 21,9. 

Infections of the Hand. A Guide to the Surgical Treatment of Acute and Chronic 
Suppurative Processes in the Fingers, Hand and Forearm. By A. B. Kanavel. 6th 
ed. 8vo, pp. 552. Illus. Bailli&re - - - - - Net 30a. 

Manual of Surgery (Rose and Carless). I4th ed. Edited by 0. P. G. Wake ley. 8vo, 
pp. 1499. 60 coloured Plates, 721 Illus. Bailliere - - - Net 30s. 

Operative Surgery. By W. S. Bickham and C. M. Smyth. Vol. 7. 8vo, pp. 850. 
818 Illus. Saunders ....... Net 55s. 

Operative Surgery. By M. Kirschner. Vol 2. The Abdomen and Rectum. Roy. 

8vo, pp. 580. 395 Illus., mostly coloured. Lippincott - - Net 50 s. 

Operative Surgery. By A. Miles and D. P. D. Wilkie. Demy 8vo, pp. 608. 321 

Illus. Oxford Univ. Press ...... Net 21,9. 

Practice of Surgery. By R. Howard and A. Perry. 4th ed. Med. 8vo, pp. 1348. 

8 coloured Plates, 584 Illus. Arnold - - - - Net 30 s. 

Practitioner’s Library of Medicine and Surgery. Vol. IV, Non -traumatic Surgery. 

Roy. 8vo, pp. 1193. Illus. Appleton -Century - Sets only. 

Short History of Surgery. By Sir D’Arcy Power. Cr. 8vo, pp. 91. Bale 

Net 3s. 6rf. 

Surgeon’s Pocket Book. By H. S. Souttar. F’cap. 8vo, pp. 290. Heinemann 

Net 7 s. 6d. 

Surgery of the Thorax. By T. H. Sellors. Demy 8vo. pp. 542. 140 Illus,, 11 in 

colour. Constable - - - Net 22 s. 6d. 

Surgical Instruments and Appliances Used in Operations. By H. Burrows. 

7th ed. Cr. 8vo, pp. 138. Illus. Faber - - - Net 2s. Qd. 

Surgical Operations : A Text-book for Students and Nurses. By E. W. Hey 
Groves. 3rd ed. Med. Bvo, pp. 271. 356 Illus. Oxford Univ. Press Net 18,9. 

Synopsis of Surgery. By E. W. Hey Groves. 10th ed. Cr. 8vo, pp. 700. 179 Illus. 

Wright, Bristol - - - - - - . . Net 17a. 6d. 

The Technic of Local Anesthesia. By A. E, Hertzler. 5th ed. 8vo, pp. 292. 
148 Illus. Kimpton ....... Net 25s. 


URINARY AND GENITO -URINARY DISEASES, DIABETES. 

Bright’s Disease : A Clinical Handbook for Practitioners and Senior Students. 

By J. N. Cruickshank. Demy 8vo, pp. 220. Livingstone - - Net 10#. 6d. 

Diabetes in Childhood and 'Adolescence. By P. White. Boy. 8vo, pp. 236. 

25 Illus. Kimpton - - - - - - Net 18s. 

Diabetes Mellitus : A Handbook of Simplified Methods of Diagnosis and 
Treatment. By I. M. Rabinowitch. 8vo, pp. 264. Macmillan - Net 16s. 
Diabetes Reasons and Recipes. By E. E. Claxton and L. Burdekin. Cr. 8vo, 
pp. 188. Photos, Lane ..... . Net 5s. 

Diabetic Life. Its Control by Diet and Insulin. By R. D. Lawrence. 7th ed. 
Demy 8vo, pp. 226, 10 Illus. Churchill - - - Net 8 s. 6d. 

Diabetic Manual for the Mutual Use of Doctor and Patient. By E. P. Joslin. 
5th ed, Sm, 8vo, pp. 224, Illus. Kimpton • * - Net 10s. M. 
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Enlarged Prostate and Pro static Obstruction. By K. M. Walker, 2nd ed. 

Demy Bvo, pp. 236. 68 Ulus. Oxford Univ, Press - Net 14s, 

History of Urology. Prepared under the Auspices of the American Urological Assoc. 

Roy 8 vo. BaillUre 2 Vols., Net 46s. 

Roentgenograthic Studies of the Urinary System. By W. E. Lower and B. H. 

Nichols. Roy. Svo, pp. 812. 812 Illus. Kimpton - - - Net 84s, 

Simple Instructions for Diabetic Patients, By D. C. Hare. F’eap 8vo, pp. 24, 
H, K. Lewis -------- Net Is. 

Urinary Infections. By 0. Morson. F’eap Bvo* pp. 76. Bale - Net 2s. 0 d. 
What the Diabetic Needs to Know About Diet. By a Science Graduate and a 
Certified Dietician. Revised by a well-known Physician. Or. Svo, pp. 85. Bale 

Net 2s. 


MISCELLANEOUS. 

A. G.P. This Panel Business. Involving the Future of the General Practi- 
tioner of Medicine. Or. 8vo, pp. 364. Bale - - - Net 10s. 0d. 

Care and Feeding of Adults, with Doubts About Children. By L. Olendening. 
Svo, pp. 370. Bale ------- Net 6s. 

Doctors "and Patients. An Aid to Mutual Understanding. By P. McBride. Cr. Svo, 
pp. 221. Heath Cranton - - - - - - Net 6s. 

Functional Affinities of Man, Monkeys and Apes. By S. Zuckerman . Demy 8vo, 
pp. 224. 12 full-page Plates. Kegan Paul .... Net 10s. 6d, 

Hadwen of Gloucester : Man, Medico, Martyr. By B. E. Kidd and M. E. Richards. 
Cr. Svo. Ulus. Murray ------ Net 7s. 6 d. 

Incomes of Physicians. By M. Leven, Roy. Svo. Cambridge Univ. Press Net 11s. 

Lettsom : His Life, Times, Friends and Descendants. By J. «L Abraham. Cr. 
4to, pp. 518, 144 Illus. Heinemann ----- Net 30 s. 

Life of Edward Jenner. By F.D.Drewitt. 2nded. Large Or, Bvo. Illus, Longmans 
Green <£? Co. Ltd. ■- - - - - - Net 6s. 

Man Into Woman : An Authentic R-ecord of a Change of Sex. Edited by Niels 
Hoyer. Intro, by Norman Haire. Bvo, pp. 287. 25 Illus. Jarrolds Net 10s. 6d, 

Medical Annual, The. A Year Book of Treatment and Practitioners’ Index. 51st 
year. 1933. Edited by Carey F, Coombs, and A. Rendle Short. Bvo, pp, 730, 
Numerous plain and coloured Illus. Wright, Bristol - - - Net 20s. 

Medical Dictionary (Black’s). By J, D. Comrie. 1 1 tlx ed. Demy Svo, pp. 1002. 
Illus. Black - - - - - - Net 18s. 

Medical Dictionary for Every Home (Nelson’s). By D. E. Dickson. F’eap Bvo, 
pp. 302. Nelson - - - - - - Net 2s, 6 d. 

Medical Dictionary (Stedman’s) 12th ed. Bvo, pp. 1234. Thumb -cut index. 22 
Plates. 400 Illus. 61 coloured Figs. BaillUre - - - Net 35s. 

Medical Directory, The. 1934. (90th Year). La. Svo, pp. 2363. Churchill Net Ms. 

Medical Entomology. By R. Matheson. Roy. Svo, BalUere - Net 29s, 

Medical Register, The, 1933. 4to, pp. 1735. Constable - - Net 21s. 

Pocket Medical Dictionary: for Students. L. Oakes and T, B. Davie. Demy 
I6mo, pp. 370. 81 Illus. Livingstone - - ■ - - . Net 3s. 

Recent Progress in Medicine and Surgery, 1919-1933. By Various Authors, 
Edited by Sir John Collie. Demy Svo, pp. 370, 38 Illus, H. K. Lewis 16s. 

Studies on the Physiology of the Eye, Still Reaction, Sleep, Dreams, Hiber- 


nation, Repression, Hypnosis, Narcosis, Coma and Allied Conditions. By J. G. 
Byrne. Roy. Svo, pp, 440. 48 Ulus. H. K, Lewis - - Net 40tf. 

Thomas Young, F.R.S. : Philosopher and Physician, By F. Oldham. Cr. Svo, 
pp, 160, 2 Plates, 13. Diagrams, Arnold - - . Net ite. 
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We are very anxious to make this list complete, and to give all necessary information, but 
unless our letter of inquiry is promptly returned, we cannot undertake the responsibility of 
inserting particulars of an Establishment which may have been closed. 


INSTITUTIONS, HOSPITALS., AND LICENSED HOUSES FOR 
THE TREATMENT OF 


Aberdeen . — Aberdeen City Menial Hos- 
pital. Res. Med. Supt., Dr. J. S. Annandale. 
Newmachar station, 1£ miles. 

Aberdeen Royal Mental Hospital. Res. 
Med. Supt., R. Dods Brown, M.D. ; Sec., 
John A. McConachie, 230, Union Street. 
Aberdeen station, 1 mile. 

Abergavenny . — Monmouthshire Mental 
Hospital. Res. Med. Supt., N. R. Phillips, 
M.D. G.W.R. station, $ mile, L.M. & S., 

| mile. 

Antrim . — Antrim Mental Hospital. Res. 
Med. Supt., Dr. Arthur R, Boyd. Antrim 
station, 1 \ miles. 

Argyllshire . — Argyll and Bute District 
Mental Hospital » Lochgilphead. Res. Med. 
Supt., D. Ross, M.B., Ch.B., M.R.G.P.E. 
By rail to Gourock, thence by steamer to 
Ardrishaig, miles. 

Arlesey (Bedfordshire) .—Three Counties 
Hospital. Res. Med. Supt., Dr. L. 0. 
Fuller. Three Counties, L. & N.E.R., 

1 mile. 

Armagh . — County Mental Hospital. Res. 
Med. Supt., Dr. Dora E. Allman. Armagh, 
1 mile. 

The Retreat , Armagh. — Apply, Res. Med. 
Supt., or Gapt. A. D. Allen. Rich hill 
station, miles, or Armagh station, 3 
miles. 

Ayr . — Olengall Hospital. Med. Supt., 
Douglas McRae, M.D., F.R.C.P. Ayr 
station, 2 miles. 

Ballinasloe (Co. Galway ). -—Ballinasloe 
Mental Hospital. Res. Med, Supt,, John 
Mills, M.B. Ballinasloe station, 2 miles. 

Banffshire .— Ladysbridge Mental Hos- 
pital. Res. Med. Supt., Dr. George M. 
Bell. Ladysbridge station, 300 yards. 

Basingstoke (Hants.). — Park PreweM 
Mental Hospital. Res. Med. Supt., V. 
Lindley Connolly, M.C., M.B., B.Ch. 
Basingstoke, 2 miles. 

Bath. — Bailbrook Home. Res. Med. 
Supt., S. J. Gilfillan, O.B.E., M.B. Bath, 
G.W., or L.M, & S.R., 10 minutes’ drive. 

See also Advt,, p. 120 


MENTAL DISEASES. 

Bedford . — Bishopstone House (for 
ladies). Apply to the Medical Officer, 
or Matron. See also Advt p. 83 

Springfield House Private Mental Hos- 
pital , near Bedford. 1 hour from London. 
Better class only received, with or without 
certificates. Including separate bedrooms 
for all suitable cases. Ordinary terms 

5 gs. Res. Med. Supt., Cedric W. Bower. 

Bedford, miles, L.M. & S.R. Tel. 
No. 3417. See also Advt,, p. 118 

Belfast. — Belfast Mental Hospital 
Purdysburn, near Belfast. Res. Med. 
Supt., Dr. S. J. Graham. Belfast, G.N.R. 
station, 3 miles. 

Beverley . — East Riding of Yorkshire 
County Mental Hospital. Res. Med. Supt., 
T. M. Davie, M.C., M.D. Beverley station, 
2 miles. 

Birmingham . — Rubery Hill and Holly- 
moor Mental Hospital. Res. Med. Supt., 
T. C. Graves, M.D., F.R.C.S. Rubery 
station, | mile ; Northfield, L.M. <& S.R., 

1 mile. 

Birmingham City Mental Hospital , Win- 
son Green. Res. Med, Supt., Dr. 0. W. 
Forsyth. Birmingham, miles ; Soho, 

6 mile. 

Bodmin. — • Cornwall County Mental 
Hospital. Res. Med. Supt., Dr. W. G. 
Rivers. Bodmin station, G.W.R. and S.R., 
1 mile. 

Box (Wilts,). — Kwgsdown House. 5 
miles from Bath. Res. Med. Supt., Dr. 
PI. 0. MacBryan. See also Advt., p. 114 

Bridgend . — Glamorgan County Mental 
Hospital. Res. Med. Supt., D. Finlay, 
M.D. Bridgend, miles. 

Bristol (near). — Brislington House. 
Res. Physician, Dr. F. E. Fox. Bristol, 
3 miles. 

Bristol Mental Hospital , Fishponds. 
Res. Med. Supt., Dr. E. B. White. 
Clerk and Steward, H. A. Wilkins, F.C.I.S. 
Fishponds station, 1 mile. 

Northwoods, Winterbourne, Bristol, Res. 
Phys., Joseph Cates, M,D.(Lond.)« 

I See, also Advt,, p. xlvi 
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Bromsgrove (Worcs,). — Worcestershire 
Mental Hospital , “ Barnsley Hall ”, Res. 
Med. Supt., Dr. A. H. Firtli. Broms* 
grove, L.M, & S.R., 2f miles. 

Burgess Hill (Sussex). — St. George's 
Retreat . Licensee, Miss Mary Doran. 
Med. Supt., Dr. R. D. Pennefather. 
Burgess Hill station, 2 miles. 

Barley-in-Wharfedale (Yorks.). — West 
Riding Mental Hospital , Scalebor Park. 
Res. Med. Supt., Dr. J. R. Gilmour. 
Burley -in -Wharfedale station, L.M. & S.R., 

mile. 

Buxton. — Wye House . Res. Med. Supt., 
W. W. Horton, M.D. Buxton, L.M. & 
S.R., 10 minutes. See also Advt., p. 120 

Caerleon (Mon.). — Newport Mental Hos- 
pital. Res. Med. Supt., Dr. M. R. Mackay, 
M.C. Caerleon, § mile. 

Cambridge. — County Mental Hospital , 
Fulbourn. Res. Med. Supt., Dr. Travers 
Jones. Cambridge station, 3$ miles. 

Canterbury. — Stone House, St. Martin’s. 
Res. Med. Supt., Dr. E. F. Sail. Canter- 
bury East. 

Cardiff. — Cardiff City Mental Hospital, 
Whitchurch (Glam.). Res. Med. Supt., 
P. K. McGowan, M.D., D.P.M., Barrister- 
at-Law. Llandaff, G.W.R. station. 1 mile. 

Carlisle. — Cumberland & Westmorland 
Mental Hospital. Res. Med. Supt., J. T. 
Herbert Madill, M.B., Ch.B. Carlisle, 3 
miles. 

CarIow.-~-Df sfnof Mental Hospital. Res. 
Med. Supt., Dr. T. A. Greene. Carlow, 
f mile. 

Carmarthen. — Joint Counties M ental 
Hospital. Res. Med, Supt., Sidney Davies, 
M.B., B.S., D.P.M. Carmarthen, G.W.R, 
station, If miles, 

Castlebar (Co. Mayo). — Co, Mayo Mental 
Hospital. Res. Med. Supt., Alfred 
Sheridan, L.R.C.P. and S.X. Castlebar, 
1 mile. 

Chartham (near Canterbury). — Kent 
County Mental Hospital. Res. Med. Supt., 
M. A. Collins, M.D. Chartham, 1 mile ; 
Canterbury, 3 miles. 

Cheadle (Cheshire). — Cheadle Royal 
Mental Hospital. Res. Med. Supt., 
J. A. C. Roy, M.B., Ch.B. Heald Green, 
1 mile* See also Advt., p. 112 

Chester. — Cheshire County Mental Hos- 
pital. Res. Med. Supt., G. Hamilton 
Grills, M.D. Chester station. If miles. 

Chichester. — West Sussex Mental Hos- 
pital , Oraylingwell. Res. Med. Supt,, 
C. G. Ainsworth, M.A., LL.B., M.B., B.Ch. 
Chichester station, 1$ miles. 


Church Stretton (Shropshire). — Stretton 
House (for gentlemen), Man. Director, 
S. T. H. Lane. Res. Med. Supt., Dr. J. C, 
Baker. Church Stretton station, f mile. 

See also Advt., p. 118 
The Grove House, All Stretton, Shrop- 
shire (for ladies). Res, Med. Supt., Dr, 
J. McClintock. Church Stretton station, 
1 mile. See also Advt., p. 1 18 

Clonmel. — District Mental Hospital. Res. 
Med. Supt., Dr. J. F. Fitzgerald. Clonmel, 
1 mile. 

Colchester. — Severalls Mental Hospital , 
Res. Med, Supt., Dr. R. C. Turnbull. 
Colchester, If miles. 

Cork. — Cork District Mental Hospital. 
Dep. Res. Med. Supt., Dr. B. F. Honan. 
Cork station, If miles. 

Lindville Private Mental Hospital , Cork. 
Proprietress, Mrs. E, Osburne. Res. Med. 
Off., Dr. J. 0. Osburne. Cork station, 2 
miles by tram. 

Cupar (FIfeshire) . — Rife District Asylum. 
Res. Med. Supt., William Boyd, M.B., 
Ch.B. Springfield station, N.B.R., | mile. 

Darlington (Durham). — Middleton Hall, 
and Almora Hall , Middleton St. George. 
Med. Supts., Dr. J. W. Astley Cooper and 
Dr. T. C. Barkas. Dinsdale station, 1 mile. 

Bartford (Kent) . — Stone House, near 
Dartford. (Under the management of the 
Corporation of the City of London.) Res. 
Med. Supt., Dr. William Robinson. Dart- 
ford station, 2 miles. 

See also Advt., p. 116 

Denbigh (North Wales) . — North Wales 
Counties Mental Hospital. Res. Med. Supt, , 
Frank G. Jones, M.B. Denbigh, 1 mile, 

Derby. — Borough Mental Hospital , 
Rowditch. Res. Med. Supt., Dr. John 
Bain, L. <& N.E.R. station, 1 mil© ; 
L.M. & S.R., 2 miles. See also Advt,, p. 1 16 
The County Mental Hospital , Mickleover, 
Berber, Res. Med. Supt*, Dr. E. L. 
Hopkins. Derby, L.M. & S.R„ 6 miles, 
Mickleover, L. & N.E.R. , 2 miles. 

Devizes. — ■ Wilts County Mental Hospital. 
Res. Med. Supt., S. J. Cole, M.D, 

Dorchester. — Dorset Mental Hospital . 
Res. Med. Supt., P. W. P. Bedford, M.D. 
Dorchester, 3 miles. 

Downpatrick. — Down Mental Hospital. 

( 855 beds.) Res. Med. Supt.. M. J. Nolan, 
L.R.C.P.I. and S.X., J.P., Downpatrick, 
1 mile. 

Dublin. — Bloomfield, Morehampton Rd. 
Med. Off., H. T. Bewley, M.D. 

Famham House and Maryville, Finglas, 
Co. Dublin. Res. Med. Supt., H. R. C. 
Rutherford, F.R.C.S.I., D.P.H. Motor bus 
from Dublin, 2 miles. 

See also Advt. p, M7 
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Grangegorman Mental Hospital , Dublin. 
Res. Med. Supt., Dr. J. O’Conor Donelan. 
Also Portrane Branch, Donabate, Co. 
Dublin. Dep. Res. Med. Supt., Dr. Stanley 
Blake. Donabate station, miles. 

Highfield (for ladies), Drumcondra ; 
Hampstead (for gentlemen), Glasnevin. 
Res. Med. Supt., Wm. N. Eustace, 

L. R.C.R.I. and S.I. By rail, Dublin. 

See also Advt p. 1 14 
House of St. John of God , Stillorgan, 
Dublin. Res. Phys., Dr. J. J. Boland and 
Dr. F. Whitaker. Stillorgan station, | mile. 

St. Patrick's Hospital , James’s Street, 
Dublin. Res. Med. Supt., Dr. R. R. 
Deeper. Branch Asylums at St. Edmonds - 
bury , Lucan. See also Advt., p. 108 

St. Vincent's Mental Hospital , Fairview, 
Dublin. Vis. Physicians, John Murphy, 
F.R.C.P.I., andF. X. Callaghan, F.R.C.P.I. 
Apply to the Superioress. 

Stewart Institution and Hospital for 
Mental Diseases, Palmerstown, Co. Dublin. 
Res. Med. Supt., G. H. Keene, M.D. 
Kingsbridge, 2| miles. 

Verville Retreat, Clontarf, near Dublin. 
Prop., P. D. Sullivan, F.R.C.S.I. Clontarf, 
1 mile. 

Dudley (Stafford). — Ashwood House, 
Kingswinford. Props., Drs. Peacock and 
Pietersen. Res. Med. Supt., Dr. J. F. G. 
Pietersen. Stourbridge June., 3| miles ; 
Dudley station, 4 miles ; Wolverhampton, 
7 miles. Tel. : 19 Kingswinford. 

See also Advt., p. 1 17 

Dumfries. — Crichton Royal. Res. Med. 
Supt., Dr. 0. C. Easterbrook. Dumfries, 
I mile. 

Dundee. — Baldovan Institution (for the 
treatment and education of mental defec- 
tives). Res. Med. Supt., D. J. Forbes, 

M. B., Ch.B. Downfield, 1 mile; Dundee, 
4 1 miles. 

Dundee Mental Hospital, Westgreen, 
Dundee. Res. Med. Supt., W. Tuach- 
Mackenzie, M.D. Dundee, 3 miles ; Liff, 
1$ miles. 

Dundee Royal Asylum, Qowrie House, 
Dundee. Med. Off., A. B. Dalgetty, M.D. 
Sec., J. Murray Wilkie, 27, Bank Street, 
Dundee. 

Durham. — County Mental Hospital , Win- 
ter ton. Res. Med. Supt., Dr. G. S. Wilson. 
Sedgefield station, 2f miles, by bus. 

Gateshead Mental Hospital, Stannington, 
Northumberland. Res. Med. Supt., Dr. 
H. E. Brown. Stannington, L. & N.E.R., 
2J\niles. 

Sunderland Borough Mental Hospital, 
Ryhope, Durham. Res. Med. Supt., Dr. 
M. A. Archdale. Ryhope station, 1 mile. 

Edinhur&h.— Edinburgh District Mental 
Hospital, Bangour Village, West Lothian. 
Res. Med. Supt., W. M. McAlister, 
F.R.C.P.E. Upn&ll, L. & N.E.R., 2 miles. 


Mavisbank Hospital , Polton, Midlo- 
thian (formerly New Saughton Hall). Med. 
Director, W. M. C. Harrowes, M.D., D.P.M. 
(Lond.). Polton, 5 minutes ; Loanliead, 
10 minutes’ walk. See also Advt., p. HO 
Midlothian and Peebles District Asylum. 
Res. Med. Supt., James H. C. Orr, M.D. 
Rosslynlee, 1 mile ; Edinburgh, 12 miles*. 

Royal Edinburgh Hospital for Mental 
and Nervous Disorders, Morningside. Res. 
Phys. Supt., Professor D. K. Henderson, 
M.D., Ch.B. Edinburgh, 1 1 miles. 

Elgin. — Morayshire District Asylum. 
Res. Supt., Miss Annie A. Kinloeh. Vis. 
Med. Off., Dr. A. C. Macdonald. Elgin, 
miles. 

Ennis (Co. Clare).— Clare Mental Hos- 
pital. Res. Med. Supt., Dr. F. O’Hara. 
Ennis, 2 miles. 

Enniscorthy (Co. Wexford). —District 
Mental Hospital. Res. Med. Supt., Dr. 
Bernard Lyons. Enniscorthy, 1 mile. 

Essex. — Brentwood Mental Hospital, 
Essex. Res. Med. Supt., Dr. W. Gordon 
Masefield. Brentwood station, \ mile. 

Littleton Hall, Brentwood, Essex (for 
ladies). With or without certificate. Res. 
Med. Supt., Dr. H. G. L. Haynes. Brent- 
wood, 1 mile ; Shenfield, 1£ miles. 

See also Advt., p. 112 
Exeter.; — City Mental Hospital, Digbys, 
Exeter. Res. Med. Supt., D. McKinlay 
Reid, M.D. Exeter, 3 miles. 

See also Advt., p. 119 
Court Hall, Kenton, near Exeter. Res. 
Licensees, Miss Mules, M.D., and Miss 
A, S. Mules, M.R.C.S. Starcross, 1 mile. 

Devon Mental Hospital , Exminster. Res. 
Med. Supt., Richard Eager, O.B.E., M.D. 
Exminster, 1| miles ; Exeter, 4 miles. 

Wonford House Hospital for Nervous 
and Mental Disorders , Exeter. Res. Med. 
Supt., H. W. Eddison, M.D., D.P.M. 
Exeter station (Queen St.), 1& miles; 
(St. David’s), 2 miles. 

Falrford (Gloucestershire). — Fairford 
Retreat. Res. Med. Prop., Dr. A. C. King- 
Turner. Fairford, 1 mile. 

Fareham (Hants). — -Knowle Mental Hos - 
pital. Res. Med. Supt., Dr. J. L. Jackson. 
Knowle, & mile ; Fareham, 3& miles. 

Glasgow. — District Menial Hospital, 
Woodilee. Res. Med. Supt., H. Carre, 
L.R.C.P. & S. Lenzie station, 1 mile ; 
Glasgow, S miles. 

Glasgow District Mental Hospital, Gart- 
loch, Gartcosh. Res. Med. Supt., Dr, 
A. M. Dryden. Garnkirk station, 1 mile. 

Glasgow Royal Mental Hospital , Gart- 
navel. Res. Med. Supt., Dr. Angus 

MacNiven. 

HawkheOd Mental Hospital, Glasgow, 
S.W.2. Res. Med. Supt., Dr. J. H, 

MacDonald. Crookston station. 
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Kirklands Mental Hospital, Bothwell, 
Glasgow. Res. Med. Supt., Wm. M. 
Buchanan, M.B. Bothwell and Failsid© 
stations, | mile ; Glasgow, 9 miles. 

Lanark District Asylum , Hartwood, 
Lanarkshire. Res. Med. Supt., X)r. N. T. 
Kerr. Hartwood, L.M.S. station, J mile. 

Smithston Asylum , Greenock. Res. Med. 
Supt., Wm. Leggett, M.D. Greenock 
West, 1$ miles; Ravenscraig, \ mile. 

Gloucester, — Bamwood House Hospital 
for Nervous and Mental Disorders. Res. 
Med. Supt., Arthur A. D. Townsend, M.B. 
Gloucester, 2 miles. See also Advt p. 1 19 
Gloucester County Mental Hospitals , 
Wotton and Coney Hill, Gloucester. Res. 
Med. Supt., Dr. F, C. Logan. Gloucester 
station, 1 mile. 

Guernsey. — St. Peter Port Asylum. 
Med. Off., C. d’A. Collings, M.B. 

Haddington, N.B. — East Lothian Dis- 
trict Asylum. Supt., Miss Jean Sinclair. 
Med. Off., H. H. Robarts, M.B. Hadding- 
ton station, 10 minutes. 

Hatton (near Warwick),— Co unty Mental 
Hospital. Res. Med. Supt., A. T. W. 
Forrester, M.D. Also Leigh House , for 
lady private patients. Warwick, G.W.R. 
station, 3 miles. See also Advt., p. 121 

Hawick (Roxburgh, N.B.). — St. Andrews , 
Stirehes. Vis, Phys., A. N, Bruce, M.B. 
Licensee, Sister Mary Agnes. Hawick 
station, I mile. 

Haywards Heath. — Brighton County 
Borough Mental Hospital. Res. Med, 
Supt., G. H, Harper-Smith, M.A., M.B. 
Haywards Heath, 1$ miles. 

Beechmont, Lewes Road, Haywards 
Heath. For female private patients. 
Apply Med. Supt. See also Advt., p. 120 

Hellingly. — East Sussex County Mental 
Hospital , near' Eastbourne. Res. Med,. 
Supt., F. R. P. Taylor, M.B- Hellingly 
station, 1 mile. 

Henley -in- Arden (Warwickshire) . — Qlen- 
dossill. Res. Med, Supt,, Br. W, Agar. 
Henley -in- Arden, G.W.R, , f mile, 

Hereford — Hereford County and City 
Mental Hospital . Res. Med. Supt., Dr. G. 
W, H. T. Fleming. Barrs Court, G.W.R. 
and L.M. & S.R., Hereford, 3 miles. 

Huddersfield (near).— Wes* Biding Men- 
tal Hospital, “ Storthes Hall," Kirkburton. 
Res. Med. Supt., 0. W. Ewing, L.R.C.P. 
and, S.I., D.P.M. Huddersfield, 5 miles. 

Hull. — City Mental Hospital. Res. Med. 
Supt., Br. J. S. Anderson. Willerby 
station, 1 mile ; Hull, 6 miles. 

Inverness. — District Asylum. Res. 
Med. Supt., William MeWilliam, M.D., 
B.P.M. Inverness, 2£ miles. 

Ipswich. — The Mental Hospital. Res. 
Med. Supt., P. Banbury, D.P.M. Ipswich, 
2 miles. 


Isle of Man. — Mental Hospital , Union 
Mills, Douglas. Res. Med. Supt., Leslie 
H. Skene, M.C., M.B., Cli.B., Dipl. Psych. 
Ed. Union Mills, \ mile. 

Isle of Wight. — The County Mental 
Hospital, Whitecroft. Res. Med. Supt., 
Dr. 0. Davies- Jones. Black water, I mil© ; 
Newport, 2£ miles. 

Ivybrldge. — Plymouth Mental Hospital. 
Res. Med. Supt., E. G. T. Poynder, 
M.R.C.S., L.R.C.P., D.P.M. Rittaford, 
| mile ; Wrangaton, G.W.R., 1£ miles ; 
Ivybridge, 3 miles. 

Jersey. — Jersey Mental Hospital. Res. 
Med, Supt., C. Noble le Brocq, M.D. 
Gorey Village, 1 mile. 

Kilkenny. — District Mental Hospital, Kil- 
kenny. Res. Med. Supt., Br. P. J. 
Oassin. Kilkenny station, $ mile. 

KUlarney. — District Mental Hospital. 
Res. Med. Supt.., E. N. M. O’Sullivan, B.A., 
M.B., B.Ch., B.P.M. Killarney, f- mile. 

Lancashire (near Newtom-le-WiSlows). — 
Haydock Lodge. Res. Med. Licensee and 
Supt., J. 0. Wootton, L.R.C.P., M.R.C.S. 
No wton-le -Willows, L.M. & S.R., 2 miles. 

See also Advt,, p. 113 

Lancaster. — County Mental Hospital. 
Res. Med. Supt., R. P. Sephton, B.A., 
M.R.C.S., L.R.C.P. Lancaster, L.M. & 
S.R. stations, each 1£ miles. 

Leek (Stafford). — County Mental Hos- 
pital, Cheddleton. Med. Supt., W. F. 
Menzies, M.B. Wall Grange station, 1 
mile. 

Leicester. — City Mental Hospital , Hura- 
berstone. Res. Med. Supt., J. F. Dixon, 
M.D. Leicester, L. & N.E.R. and L.M. & 
S.R., 2 miles. 

Leicestershire and Rutland Mental Hos- 
pital, Nar borough, near Leicester. Res. 
Med. Supt., K. K. Drury, M,G„ M.B., 
B.P.M, Narborough, f mile ; Leicester, 
6 miles, 

Letterkenny. — Donegal District Mental 
Hospital. Res. Med. Supt., J. 0. Martin, 
L.R.C.P. ' & S.I., L.M. Letterkenny and 
Lough S willy Rly., or Strabano & Letter - 
kenny Rly., 1 mile. 

Lichfield. — County Mental Hospital , 
Burntwood, near Lichfield. Res. Med. 
Supt., W. Reid, M.A., M.B. Lichfield 
City, 3 1 miles; Haminerwicli, miles. 

Limerick. — District Mental Hospital. 
Res, Med, Supt,, Br. P. J. Irwin. Limerick 
| mile. 

Lincoln. — Bracebridge Menial Hospital. 
Res. Med. Supt., Br. John Macarthur, 
B.P.M. Lincoln, L. & N.E.R., .21 miles, 
The Lawn Registered Hospital , Lincoln. 
Res. Med. Supt., Br* Myra Mackenzie. 
Lincoln station, 1 mile. 
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Liverpool. — Shaftesbury House, Form by, 
near Liverpool and Southport. Bes. 
Phys., W. Gr. A. Erakine, M.D. (Edin./. 
Formby, \ mile. See also Advt p . 1 15 
Tue Brook Villa, Liverpool, E. Bes. 
Med. Supt., John Murray Moyes, M.B., 
Ch.B. Tue Brook station, | mile, or 
Green Lane car. See also Advt., p. ) 14 

London. — Bethlem Royal Hospital, 
Monks Orchard, Eden Bark, Beckenham, 
Kent. Phys. Supt., J. G. Porter Phillips, 
M.D., F.R.C.P. See also Advt., p. 105 
Brooke House , Clapton, E.5. Bes. Med. 
Supts., fir. Gerald Johnston and Dr. E. E. 
Rollins. Clapton, L. <& N.E.R. 

Ga?nberwell House, 33, Peckham Road, 
S.E.5. Senior Phys., H. J, Norman, M.B., 
Ch.B., D.P.H. See also Advt., p. .U6 
Chiswick House , Moss Lane, Pinner, 
Middlesex. Med. Supt., Douglas Macaulay, 
M.D. Pinner station, £ mile. 

See also Advt. p. 106 
Clarence Lodge, Clapham Park, S.W.4. 
Res. Licensee, Miss L. Th waites. Med. 
Off., Dr. Percy Smith. Clapham Road 
(Southern Rly.) and Clapham Common 
(South London Tube), 15 minutes. Tel. : 
4913 Tulse Hill. See also Advt., p. ! 13 
Fenstanton, Christchurch Road, S treat - 
ham Hill, S.W. Res. Med. Supt., J. H. 
Earls, M.D. Tulse Hill, 5 minutes ; 
Streatham Hill, 10 minutes. Tel. : 
Tulse Hill, 7181. See also Advt., p. 121 
Flower Howe, Catford, S.E.6. Med. 
Supt., Wm. F. Umney, M.D. Res. Lie., 
Mrs. Walter & Beckett. Beckenham Hill, 
S.R. 5 minutes. See also Advt., p. 119 
Halliford House, Upper Halliford, Shep- 
perton, S.W. Res. Med. Supt., W. J. H. 
Haslett, M.R.C.S. S unbury station, 1£ 
miles. 

Hayes Park , Hayes, Middlesex. Res. 
Med. Off., Dr. H. F. Stilwell. Hayes, 2 miles. 

Hendon Qrove Private Mental Home 
(ladies only), Hendon, N.W.4. Res. Med. 
Off. and Licensee, Dr. H. R. S. Walford. 
Hendon Central (Hampstead Line), £ 
mile. 

LONDON COUNTY COUNCIL Men- 
tal Hospitals (under the direction of the 
Mental Hospitals Dept., The County Hall, 
Westminster Bridge, S.E.l) : — 

Banstead, Sutton, Surrey. Res. Med, 
Supt,, A. A. W. Petrie, M.D,, F.R.C.S., 

F. R.C.P., D.P.M. Belmont station, 
S.R., £ mile ; Sutton station, S.R., 
1$ miles. 

Bexley, Kent. Res. Med. Supt., 

G. Clarke, M.D. Bexley station, S.R., 
1£ miles. 

Cane Hill, Coulsdon, Surrey. Res. 
Med. Supt., G. A. Lilly, M.C., M.A., 
M.D., B.Ch., D.P.M. Coulsdon South or 
Coulsdon North, S.R., 10 minutes. 

Claybury , Woodford Bridge , Essex. 
Res. Med. Supt., G. F. Barham, M.A., 

M. D., B.Ch. Woodford station, L. & 

N. E.R., 1| miles. 


Colney Hatch, JV.l 1 . Res, Med. Supt,, 
J. Brander, M.D., M.R.C.P., D.P.M, 
New Southgate, L. & N.E.R. 

Ewell, Epsom, Surrey. Res. Med. 
Supt., L. H. Wootton, M.C., B.Sc., 
M.B., B.S., D.P.M. Epsom, S.R., 2 
miles ; Ewell, S.R., 1 mile. 

Hartwell, Southall, Middlesex. Res. 
Med. Supt., A. W. Daniel, B.A., M.D., 
B.Ch. Hanwell, G.W.R., 1 mile. 

Horton, Epsom , Surrey. Res, Med. 
Supt., W. D. Nicol, M.B., B.S., M.R.C.P., 
D.P.M. Epsom. S.R., If miles. 

Long Grove , Epsom, Surrey. Res. 
Med. Supt., D. Ogilvy, B.A., M.D., 
B.Ch., B.A.O. Epsom, S.R., If miles. 

Tooting Bee Hospital , Tooting Bee 
Road, S.W. 17. 2355 patients (both 
sexes). Res. Med. Supt., P. M. Turn- 
bull, M.C., M.B., Ch.B., D.P.M. Bal- 
ham, S.R., 3 minutes. 

West Park , Epsom, Surrey. Res. 
Med. Supt., N. Roberts, O.B.E., M.D., 
B.S., D.P.M. Epsom, S.R., If miles. 

Maudsley Hospital ( L.C.G. ), Denmark 
Hill, S.E.5. For treatment of neurosis 
and curable mental disorder (voluntary 
patients only). Med. Supt., E. Mapother, 
M.D., F.R.O.S., F.R.C.P. 

See also Advt., p. 65 
Mead House, Hayes (for ladies). Med. 
Licensees, Dr. H. F, Stilwell and Dr. R. J, 
Stilwell. 

Moorcroft House, Hillingdon, Uxbridge, 
2 miles. Med, Licensees, fir. R. J. Stilwell 
and Dr. G. W. B. James. West Drayton 
station, 2 miles. 

A ewlands House , Tooting Bee Common, 
S .W. 1 7 . Private Mental Hospital. Phys . 
Supt,, Dr. Noel Sergeant. Balham station 
1 mile ; Trinity Road Station (Under- 
ground), £ mile. Motor bus Nos. 49, 
4Ja, 49b, and 1 9a. See also Advt., p. IS 9 
Northumberland Howe, Green Lanes, N. 4. 
Res. Med. Supt., Frederick Dillon, M.D. 
Manor House station, Piccadilly Under- 
ground, and Finsbury Park (G.N.) 
station. See also Advt., p. 108 

Otto House , 44, Sydenham Hill, S.E.26. 
Lie. Prop., Capt. F, H. Little. Lady Supt., 
Miss Brodie. West Kensington, 1 mile. 

Peckham House, 1 12, Peckham Road, 
S.E.15. Props., A. H. & H. G. Stocker. 
Res. Med. Supt., Dr, F. R. King. Peck- 
ham Rye station, 10 minutes’ "walk, 

See also Advt., p. Wo 
Springfield Mental Hospital, Tooting, 
S.W. 17. Med. Supt., R. Worth, O.B.E., 
M.B., B.S. Wandsworth Common station, 
1 mile. 

The Priory, Roehampton, S.W. 15. 
Res. Med. Supt., Dr. B. W. Brown* 
Barnes station, 10 minutes. 

West Ham Mental Hospital, Goodmayes, 
Essex. Res. Med. Supt., Dr. James 
Harvey Outhbert. Goodmayes, 1 mile. 
Wood End House, Hayes (ladies). Med. 
Lie., Dr. R. J. Stilwell and Dr. G. W. B. 
James. Hayes, 1 mile; Uxbridge, 3 miles. 
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IVyke House , Isleworth, Middlesex. Res. 
Ph vs., G. W. Smith, M.B., Ch.B. 

Ed'in. Syon Lane and Osfcerley stations. 

See also Advt p. M6 

Londonderry. — District Asylum. Res. 
Med. Supt., John Watson, M.C., M.B,, 
B.Ch. Londonderry, 1 mile. 

Macclesfield. — Cheshire County Mental 
Hospital , Parkside. Res. Med. Supt., H. 
Dove Cormac, M.B., M.S., D.P.M. Maccles- 
field, 1 mile. See also Advt., p. 121 

Maidstone. — ■ Kent County Mental Hos- 
pital. Res. Med. Supt,, A. C. Hancock, 
M.C., M.B., B.S., D.P.M. Maid- 

stone West, miles. 

Mailing Place , West Mailing, Kent. 
Res. Med. Supt., Dr. G. H. Adam. 
Mailing station, 1 mile. 

Market Lavington (Wilts). — Piddington 
House. Med. Supt., J. R. Benson, F.R.C.S. 
Res. Licensee, The Rev. E. Benson. 
Lavington, G.W.R., 1 mile ; Devizes, 
6 miles. 

Melrose, N.B. — Roxburgh , Berwick , and 
Selkirk District Asylum . Res. Med. Supt., 
Patrick Steele, M.D. Melrose, f mile. 

Melton (Suffolk). — St. Audry's Hospital 
for Mental Diseases. Res. Med. Supt., W. 
Brooks Keith, M.C., M.D. Melton station, 
miles; Woodbridge station, 2 1 miles. 

Mansion (near Leeds). — West Riding 
Mental Hospital. Res. Med. Supt., S. 
Edgerley, M.D. Guiseley, L.M. & S., 1 mile. 

Merstham (Surrey). — County Mental 
Hospital , Netherne, near Coulsdon. Med. 
Supt., Dr. P. C. Coombes. Coulsdon 
station, 2 miles. 

Middlesbro’ (Yorks).-— St. Luke's Hos - 
pital. Res. Med. Supt., Dr. H. G. Drake - 
Brockman. Middlesbro*, 2 miles, 

Monaghan (Ireland) — Monaghan Men- 
tal Hospital. Res. Med. Supt., Dr, T. P. 
Conlon. Monaghan, J mile. 

Montrose, N.B. — The Royal Asylum. 
Res. Med. Supt., C. J. Shaw, M.D. 
Dubton, 1 mile ; Montrose, 3 miles. 

Morpeth. — Northumberland Mental Hos- 
pital. Res. Med. Supt., Guy Pv. East, 
M.D., D.P.H. Morpeth station, 1 mile, 
Mullingar. — District Mental Hospital. 
Res. Med. Supt., Dr. Laurence Gavin. 
Mullingar station, 1 mile, 

Newcastle-on-Tyne. — City Mental Hos- 
pital , Gosforth. Res. Med. Supt., H. D. 
MacPhail, M.D. Newcastle Central, 
L. & N.E.R., 3 miles. 

Northampton. — Berrywood Mental Hos- 
pital, Res. Med. Supt., Dr. F. J. Stuart. 
L.M. & S. (L. & N.W.) station, 2\ miles ; 
L.M. & S.R. (Mid.), 3 miles. 

St. Andrew's Hospital, Northampton. 
Med. Supt., D. F. Rambaut, M.A., M.D, 
Station, I mile. See also Advt., p, 10? 


Norwich.— Bethel Hospital for Mental 
and Nervous Disorders. Res. Med, Supt., 
S, J. Fielding, M.B. Cons. Phys., Sami. 
J. Barton, M.D. Norwich (Thorpe) sta- 
tion, 1 mile. See also Advt., p 809 

City of Norwich Mental Hospital , Helles- 
don, near Norwich. Res. Phys. and Supt., 
Dr. David Rice. Hellesdon, 1 mile. 

Heigham Hall Private Mental Hospital, 
Norwich, Res. Med. Supt., Dr. J. A. 
Small. Norwich station, miles. 

See also Advt., p. Ill 
Norfolk County Mental Hospital, Thorpe, 
Norwich. Res. Med. Supt., O. G. Connell, 
M.C., L.R.C.P. & S. Whitlingham, l 
mile ; Norwich, 2$ miles. 

The Grove , Old Catton, near Norwich 
(for ladies). Vis. Phys., S. Barton, M.D. 
Apply to the Misses McLintock. 

Nottingham. — City Mental Hospital, 
Mapperley Hill, Res. Med. Supt,, G. L. 
Brunton, M.D. Nottingham, 2 miles. 

Notts County Mental Hospital , Radcliffe- 
on-Trent, near Nottingham. Res. Med. 
Supt., H. C. Waldo, M.R.C.S., L.R.C.P. 
Radcliffe -on -Trent, 2 miles. 

The Coppice, Nottingham. Res. Med. 
Supt., David Hunter, M.B. (Camb.). 
L.M. & S.R. station, 2£ miles ; L. & N.E.R. 
station, miles. See also Advt., p. 110 

Omagh (Co. Tyrone).— Mental Hospital. 
Res. Med. Supt., Dr. J. Patrick. Omagh, 
2 miles. 

Oxford. — County and City Mental Hos- 
pital, Littlemore, Res. Med. Supt., T. S. 
Good, O.B.E., M.A. (Oxon.), M.R.C.S., 

L. R.C.P. Littlemore station adjoining. 
The Warneford, Oxford, 1| miles. Res. 

Med. Supt., Alex. W. Neill, M.D. Oxford 
station, 2| miles. See also Advt,, p, 112 

Paisley. — Craw Road Asylum. Res. 
Med. Off., Miss Enid Dixon, M.B., Ch.B. 
Paisley, 1 mile. 

The Mental Hospital , Riccartsbar, Pais- 
ley. Med. Supt., Mary R. Knight, M.A., 

M. B., Ch.B. Paisley West, £ mile. 
Renfrew District Asylum, Dykebar, 

Paisley. Res. Med. 'Supt., R. JD. Hotclikis, 
M.D. Paisley, 2| miles. 

Perth,— District Asylum , Murthly. Res. 
Med. Supt., Lewis C. Bruce, M.C., M.D. 
Murthly station adjoins the Asylum. 

James Murray's Royal Mental Hospital , 
Perth (for patients of the middle and 
upper classes). Phys. Supt., W. D. 
Chambers, M.A., M.D., F.R.C.P.E. Perth 
station, under 2 miles. 

Plympton. — Plympton House, Plymp- 
ton, Devon. Res. Prop., Dr. J. C. Nixon. 
Plympton, 1 mile ; Marsh Mills, 2 miles ; 
Plymouth, & miles. 

Portlaolghlse (Queen’s County).— Dis- 
trict Mental Hospital. Res. Med. Supt., 
Dr, Pierce Grace. Portlaoigliise, J mile. 
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Portsmouth. — City Mental Hospital . 
Res. Med. Supt.,' Thomas Beaton, O.B.E., 
M.D,, B.S. (Loud.), F.R.C.P. Clerk and 
Steward, John C. Kersey. Fratton, 1§ 
miles. See also Advt., p. 83 

Prestwich (near Manchester). — County 
Mental Hospital. Res. Med. Supt., Dr. D 
Blair. Prestwich, | mile. 

Rainhill (nr. Liverpool). — County Mental 
Hospital . Res. Med. Supt., Dr. E. F. 
Reeve. St. Helens, 2 Jr miles ; Rainhill, 1 
mile. 

Rotherham (Yorkshire). — The Oranges 
5 miles from Sheffield (for Ladies). Res. 
Phys., G. E. Mould, M.R.C.S., L.R.C.P- 
Grange Lane station, L. & N.E.R., £ mile. 

See also Advt p . 115 
St. Albans. — Herts County Mental Hos- 
pital , Hill End. Res. Med. Supt., Dr. 
W. J. T. Kimber. Hill End station. 
L. & N.E.R. (G.N. Section), 3 minutes. 
See also Advt., p. I SB 
1 Sfapsbury Mental Hospital (under the 
Middlesex County Council), near St. 
Albans, Herts. Res. Med. Supt., Arthur 
O’Neill, O.B.E., M.R.C.S., L.R.C.P. 

Napsbury, L.M. & S.R., 5 minutes’ walk. 

St. Leonards-on-Sea. — Ashbroolc Hall , 
Hollington (for ladies). Res. Lie., Charles 
E. H. Somerset. Warrior Square station, 
2 miles. 

Salisbury. — Laverstock House, Salisbury. 
Med.Supt., J. R. Benson, F.R.C.S., L.R.C.P. 
Salisbury, IJj miles. See also Advt., p. 106 
Old Manor Mental Hospital, Salisbury. 
Med. Supt., Dr. S. E. Martin. Salisbury 
station, S.R. and G.W.R., 5 minutes. 

See also Advt., p. (13 
Shrewsbury. — Salop Mental Hospital , 
Bicton Heath. Res. Med. Supt., W. S. 
Hughes, M.B., B.S. Shrewsbury, 2£ miles. 

Sleaford. — Ra uceby Mental Hospital . 
Res. Med. Supt.,- N. K. Henderson, B.A., 
LL.B., M.B., Ch.B., D.P.H., D.P.M. 
Rauceby, L. & N.E.R., £ mile. 

Sligo. — District Mental Hospital. Res. 
Med. Supt., Dr. John Dunne. Sligo, 1| 
miles. 

Stafford. — County Mental Hospital. Res. 
Med. Supt., B. H. Shaw, M.D. Stafford, 
1 mile. 

Coton Hill Mental Hospital, Stafford. 
Res. Med. Supt., R. MacDonald, M.D., 
D.P.M. Stafford, 1 mile. 

See also Advt . , p. 1 1 7 
Stirling. — District Mental Hospital, Lar- 
bert. Med. Supt., R. B. Campbell, M.D. 
Larbert, L.M. & S.R., 1| miles. 

Stone (near Aylesbury). — Bucks Mental 
Hospital. Res. Med. Supt., H. Kerr, M.D. 
Aylesbury, 3 i miles. 

Swansea. — Swansea and Merthyr Tydfil 
Joint Mental Hospital , Cefn Coed. Med. 
Supt., J. S. I. Skottowe, M.D., D.P,M. 
Clerk and Steward, J, B, Barnes, 


Talgarth. — * Mid-Wales Counties Mental 
Hospital. Res. Med. Supt., Dr. P. Drum- 
mond. Talgarth, I mile. 

Tamwortit (Staffs). — The Moat House 
(for ladies). Res. Medical Attendant, Dr. 
W. Lowson. Tamworth station, | mile. 

Taunton.— Somerset ds Bath Mental 
Hospital , Cotford, near Taunton. Res. 
Med. Supt., Dr. H. T. S. Aveline. Norton 
Fitzwarren station, 2 miles. 

Tieehiirst (Sussex).— Ticehurst House. 
Res. Med. Supt., C. F. F. McDowall, M.D. 
Wadhurst,4 miles,or Ticehurst Rd.,3 miles. 

Virginia Water. — Holloway Sanatorium , 
Registered Mental Hospital, St. Ann’s 
Heath. Res. Med. Supt., Henry Devine, 
O.B.E., M.D., B.S,, F.R.C.P. Asst. Med. 
Offs., Thomas E. Harper, M.R.C.S. (Eng.), 

L. R.C.P. (Loud.), Cecil Rutherford, B.A., 

M. B., B.Ch., B.A.O., John G. Hamilton, 
M.B., B.S. (Land.), M.R.C.S. (Eng.), 

L. R.C.P. (Lond.), D.P.M., Harriette 
Grenelle Bogle, M.B., Ch.B., M.D. (Edim). 
Yirginia Water station, 5 minutes. Sea- 
side Branch, St. Ann's, Canford Cliffs, 
Bournemouth. Med. Off., C. G. Cowie, 

M. D. See also Advt., p. (II 

Wadsley (near Sheffield). — South York- 
shire Mental Hospital . Res. Med. Supt., 
W. J. N. Vincent, M.D. Wadsley Bridge, 
1 mile (goods) ; Sheffield, 4 miles (passen- 
gers). 

Wakefield. — West Riding Mental Hospi- 
tal. Res. Med. Supt., Prof. J. Shaw 
Bolton, M.D. Kirkgate and Westgate 
stations, 1 mile. 

Wallingford (Berks). — Berkshire Men- 
tal Hospital. Res. Med. Supt., Dr. Wal- 
ter Woolf e Read. Cholsey, 1 mile. 

Warlingham (Surrey). — Croydon Mental 
Hospital. Rea. Med. Supt., H. M. Bern- 
oastle, M.R.C.S., L.R.C.P. Upper Warling- 
ham, 3| miles. 

Warrington (Lancs). — L ancashire 
County Mental Hospital , Win wick. Res. 
Med. Supt., E. M. Rodgers, O.B.E., M.D., 
D.P.H. Warrington, 2} miles. 

Waterford. — Bon Sauveur Mental Home, 
Carriglea, Dungarvan, Co. Waterford. 
(For ladies.) Conducted by the Order of 
Bon Sauveur. Vis. Phys,, Dr, D. T. 
McCarthy. Dungarvan station, 3 f miles. 

District Mental Hospital, Waterford. 
Res. Med. Supt., Dr. Alexis FitzGerald. 
G.S. & W.R., North station, 2 miles. 

St. Patrick's Private Mental Hospital , 
Belmont Park, Waterford. (For gentle- 
men.) Conducted by the Brothers of 
Charity. Vis. Phys., Dr. M. Coghlan. 
Waterford station, I mile. 

Wells. — The Mental HospitahWeWa, Som. 
Res. Med. Supt., Dr. J. McGarvey. Wells 
station, S. & D. J.R., and G.W.R., 1 £ miles, 

m 
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Whittingham (near Preston). — County 
Mental Hospital . Res. Med. Supt. , Dr. 
A. R. Grant. Preston, 7 miles. 

Wlnchelsea (Sussex) .—Periteau House , 
near Hastings (for ladies). Physician, 
Harvey Baird, M.D. Winehelsea station, 
1 mile. 

Woking (Surrey). — County Mental Hos- 
pital , Brookwood. Res. Med. Supt., J. A. 
Lowry, M.D. Brookwood station, If 
miles. 

Worcester. — County ds City Mental 
Hospital , Powick. Res. Med. Supt., Dr. 
H. F. Fenton. Worcester station, 4 miles. 


York. — -Bootham Park Registered Hos- 
pital, York. Res. Med. Supt., G. B. 
Jeffrey, M.D. York station, 1 mile. 

See also Advt ., p. (20 
The Friends * Retreat , York. Res. Med. 
Supt., Dr. Neil Macleod. York station, 
If miles. See also Advt,, p . SO 

The Pleasaunce, York. Phys. Supt. and 
Res. Licensee, Dr. Janie S. Baugh. York 
station, If miles. See also Advt., p, 121 
North Riding of Yorkshire Mental Hos- 
pital , Clifton, York. Res. Med. Supt., 
Dr, J. I. Russell. York, 2 miles. 

York City Mental Hospital , Fulford, 
York. Res. Med. Supt., Dr. R. A. Hooper. 
Naburn, L. & N.E.R., 1 mile. 


MENTAL DEFICIENCY ACT, 1918: 
CERTIFIED INSTITUTIONS AND HOUSES. 

Class A . — Certified Institutions. Class £. — Institutions approved under Section «>7. 
Class C . — Certified Houses. Class D. — Approved Homes. 


BEDFORDSHIRE. 

Bromham House , Bromham , near Bedford. 
For 24 males, Supt., M. Wallenger. 
(Class A.) 

BERKSHIRE. 

Cumnor Rise, Oxford. — - 34 females. 
High-grade feeble-minded. Supt., Miss 
Carter. ( Class A , ) 

BUCKINGHAMSHIRE. 

The Manor House Institution , Aylesbury. 
For 56 males and 43 females. Supt., Miss 
E. Boughton. Managers, Bucks Mental 
Deficiency Committee. ( Class A.) 

Winslow Institution, Winslow. — (For 
Bucks County cases only.) 8 male, 38 
female, adults. Feeble-minded and im- 
becile. Supt., J* Burden. (Class B.) 

CARMARTHENSHIRE. 
Pantglass Hall , Llanfynydd Road, Car- 
marthen. , For 117 females. Supt., Miss M. 
0. Treharne- J ones. (Class A.) 

CHESHIRE. 

Ashton House , 26, Village Road , Oxton , 
Birkenhead. For 40 females (high grade). 
Supt., Miss O. M. Wilkinson. (Class A.) 

The Mary Bendy Home , Sandlebridge, 
mar Alderley Edge. — 425 males and 
females. Educable mentally defective 
children under 1 3 years of age . President , 
Carey M. Bowden, Esq., J.P. Sec., E. M. 
Richards, 72, Bridge Street, Manchester. 
(Class A.) 

CUMBERLAND. 

Bovenby Hall Colony , Cockermouth.—Yov 
185, both sexes. Supt., Miss S, J. Bevan, 
(Glass A.) 

Bmrran Hill House, Carlisle. — * 65 
females. Feeble-minded, Higher grade. 
Supt., B. Purcell. (Class A.) 

DERBYSHIRE. 

ThomhiU, Trowels Lane, Berby. For 

females. Supt., Miss S.MoGarvie, (Class A.) 


Whittington Hall , Whittington, near 
Chesterfield . — 400 females. Managers, 
The Incorporation of National Institutions 
for Persons requiring Care and Control, 
14, Howick Place, Victoria Street, S.W.l. 

( Class A.) 

DEVON. 

Royal Western Counties Institution , 
Starcross. — 662 males and females (train- 
able children and adults). Sec. Supt., 
C. W. Mayer. (Class A.) 

Stoke Lyne, Withy combe, Exmouth. —SO 
males. .Managers, Devon County Council. 
Supt., Miss H. E. Darlington. (Class A.) 

DURHAM. 

Monkton Hcdl Home for Lads, J arrow -on* 
Tyne. — 79 males. Supt., Mrs. A. H. 
Piggott. (Class A.) 

Shotley Bridge Colony, Shotley Bridge , 
Durham. — 227 males, 173 females. Matron, 
Miss H. L. 0. Yates. (Class A.) 

ESSEX. 

Bigods Hall , R. C. Special School, near 
Bunmow. — 61 high-grade boys. Corres- 
ponding Manager, Rev. Sr. Rosalie Dunne, 
Chigwell Convent, Woodford Bridge, 
Essex. Supt., Sr. J. Scully. ( Class A.) 

Brunswick House, Mistley, Essex. — 75 
males (London cases only). Managers, 
L.C.O. Mental Hospitals Committee. 
Res. Supt., S. E. Dudley. (Class A.) 

Etloe House , Church Road , Leyton.— 
102 high-grade feeble-minded females 
over 16. Supt., Sr. C, Keogh, (Class A.) 

Royal Eastern Counties Institution Ltd,, 
Colchester. — -1430 males and females, all 
grades. Med. Supt., Dr. F. D. Turner. 
(Class A.) 

South Ockenden Colony , South Ockenden , 
Essex, — 84 males, 52 females. Supt., Miss 
W, S. Butler. (Class A.,) 
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The Mutual Sanatorium , Billerica if, 
Bssex.— 54 males of the middle class, 
Supt. Sec., Mr. A. J. Read. (Class A.) 

Walsham Haw Home, 1, Forest Rise, 
Walthamstow, E.ll. Sec., Sister George, 
Church Army, 57, Bryanston Street, W.l. 
For 45 females. (Class *4.) 

FLINT. 

Coed du Hall , Rhydymwyn, near Mold . — 
For females. Supt., Miss M. P. Elder. 
( Class A.) 

GLAMORGANSHIRE. 

Hensol Castle, Pontyclun , Glam. 100 
males. Drymma Hall, Skewm, near Neath . 
79 females. Res. Med. Supt., Dr. E. 
Lewis. ( Class A.) 

GLOUCESTERSHIRE. 

Brentry Colony, Westhury -on-Try m, 
Bristol. — 358 males over 18 years of age. 
Res. Med. Supt,, Dr. G. de M. Rudolf. 
Henbury station, 1§ miles. ( Glass A.) 

Hortham Colony “(City and County of 
Bristol), Almondsbury , near Bristol. — 304 
males, 304 females. Res. Med. Supt., 
Walter Wyatt, M.B., B.Ch. (Edin.), 
D.P.M, (Class A.) 

Royal Fort Home, St. Michael’s Hill, 
Bristol. — 30 females, high-grade mentally 
deficient. Hon. Sec., Mrs. Brown, 
“ Trecarrel,” Rylestone Grove, Parry’s 
Lane, Bristol. ( Glass A.) 

St. Mary's Home, Pains wick, Stroud , 
Glos. — 29 females. High-grade feeble- 
minded. Apply, Lady Supt. (Class A.) 

Stoke Park Colony , Hanham Hall, Han- 
ham, near Bristol. — 240 males. Managers, 
The Incorporation of National Institutions 
for Persons requiring Care and Control. 
( Class A.) 

Stoke Park Colony, Royal Victoria Home, 
Horfield. — 42 females. Managers, The 
Incorporation of National Institutions for 
Persons requiring Care and Control. 
(Class A.) 

Stoke Park Colony, Stapleton, Bristol . 
— 790 patients of both sexes. Managers, 
The Incorporation of National Institu- 
tions for Persons requiring Car© and 
Control. (Class A.) See also Advt„ p. 84 

Stoke Park Colony, West Side, Stapleton, 
— 348 males. Managers, The Incorpora- 
tion of National Institutions for Persons 
requiring Care and Control. (Class A.) 

Stapleton Institution, Bristol. — 100 adult 
males, 100 females and 40 children. Super- 
intendent, A. F. Waters. (Class B.) 

HAMPSHIRE. 

Goldeast Colony, Salisbury, near South- 
ampton. 370, both sexes. Vis. Med. Off., 
Dr. K. W. Mackie. Matron, Mrs. E. K. 
Bushel! . (Class A . ) 

Mount Tabor, Basingstoke, Hants . — 
Church of England institution for 50 
high-grade females over 16 years of age. 
Vis. Med. Off., Dr. Kelly. Supt., The Rev, 
Mother Superior, Sisters of the Trans- 
figuration, (Glass A.) 


St. Mary's Home , Alton. — -45 mentally 
and morally deficient females. Managers, 
The Wantage Community of Sisters, 
Supt., The Sister Superior. ( Class A.) 

Tatchbury Mount Colony, West Totton , 
Southampton. — 56 males. Supt., W. M. 
Worlock, (Class A.) 

HERTS. 

Cell Barnes Colony, St. Albans, Herts . — 
Both sexes. Med. Supt., Dr. H. N, M. 
B urke . ( Class A . ) 

Hillside Special School for Menially 
Defective Boys, Buntingford. — 48 males 
under 16* Secretary, Westminster Di- 
ocesan Education Fund, Archbishop’s 
House, Westminster, S.W.l. (Class A.) 

St. Elizabeth's Home for Epileptics , Much 
Hadham. — 56 children ; 54 female adults. 
Apply to Secretary, Westminster Diocesan 
Education Fund, Archbishop’s House, 
Westminster, S.W.l. (Class A.) 

St. Raphaels Colony, Barvin Park, 
near Potter's Bar, Herts. — 43 epileptic and 
mental defective males over 16. Secretary, 
Westminster Diocesan Education Fund, 
Archbishop’s House, Westminster, S.W.l. 
(Class A.) 

Rowley Lodge, Rowley Green, Barnet . — 
Educational home for 14 very backward 
boys and girls. Principal, Miss Wall. 
(Class A.) See also Advt., p. 78 

The Middlesex Colony for Mental De- 
fectives, Harper Lane, Shenley, near St. 
Albans. — 336 males. Managers, Middle- 
sex County Council. Res. Med. Supt., Dr. 
H. E. Beasley. (Glass A.) 

Leavesden Mental Hospital , Abbot's Lang- 
ley, Watford, Herts. — 2232 London cases 
only (both sexes). Managers, L.C.C. 
Mental Hospitals Committee. Res. Med. 
Supt., R. M. Stewart, M.D., F.R.C.P., 
D.P.M. (Class B.) 

Boxmoor House School, Boxmoor, Herts. 
— -10 males under 14, and 10 females. 
Principals, Misses J. M. and M. D. Isbister. 
(Class C.) 

KENT. 

Leybourne Grange Colony , West Mailing, 
near Maidstone. — Females only. Med. 
Supt., Dr, R, F. Jarrett, (Class A.) 

Princess Christian's Farm Colony , 
Hildenborough. — 7 1 certified males, 68 
certified females, 18 approved home cases. 
Managers, National Association for the 
Feeble-minded. Superintendent, Miss 
Pitman, (Classes A and D.) 

Darcnth. Training Colony, near Hartford , 
Kent. — 2260 London cases only (both 
sexes). Managers,, L.C.C, ■ Mental Hospi- 
tals Committee. Res. Med. Supt,, J. K. 
C. Laing, M.B., B.S„ D.P.M. (Class B.) 

LANCASHIRE. 

AUerton Priory R.C , Special School, 
Woolton, Liverpool.-— 123 female edueable 
children, Cor, Manager, Rev. J, Bennett, 
98, Shaw Street, Liverpool, Supt,, Sister 
A, Pound* (Class A,) 
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C alder stone ft, Wh alley, near Blackburn, 

1 1 92 males, 1 534 females. Feeble-minded, 
imbeciles, idiots, and moral defectives. 
Managers, Mental Deficiency Acts Com- 
mittee, Lancashire Mental Hospitals Board, 
Preston. Res. Med. Supt., Frank A. Gill, 
MJD. (Class A.) 

Dovecot Certified Institution , Knotty Ash , 
Liverpool, 64 females. Supt., Miss F. 
E. Eyre. (Class A.) 

Moss Side , Maghull, Liverpool. 150 
males and 156 females, over 16 years of 
age and of dangerous or violent propen- 
sities. Med. Supt., C. H. G. Gostwyek, 

M. B. Managers, The Board of Control, 
Caxton House West, Tothill Street, S.W.l. 
(Class A.) 

Pontville R.G . Special School , 0 mis kirk. 
— 121 boys under 16. Mentally defective. 
Cor. Manager, Rev, J. Bennett, 93, Shaw 
Street, Liverpool. (Class A.) 

Royal Albert Institution , Lancaster . — 
800 of both sexes. Managers, The 
Central Committee of the Royal Albert 
Institution, Lancaster. Res. Med. Supt., 
Dr. W. H. Coupland. Secretary, Samuel 
Keir. ( Class A.) See also Advt., p. 84 
Scofield House, Waterloo Road , Seaforth, 
near Liverpool . — 101 male, 124 female 
feeblo-mindod children. Managers, Liver- 
pool City Council, Liverpool. Res. Supt. 
in Charge. (Class B.) 

LEICESTERSHIRE. 

Leicester Frith, Groby Road, Leicester . — 
120 males, 180 females. Supt., Miss N. 
Russam. Managers, City of Leicester 
Mental Deficiency Committee, Alliance 
Chambers, Horsefair Street, Leicester. 
Class A.) 

LONDON. 

South Side Home, Streatham Common, 
S. IF. 10. 80 females (London cases only). 

Managers, L.C.C. Mental Hospitals Com- 
mittee. Res. Supt., Miss H. G. Hoi Iyer. 
(Class A.) 

The Helping Hand Home , 10, Cathcari 
Hill , N . — 29 females. High-grade mental 
deficients. Matron, Miss Caleb, Managers, 
Committee ; Hon. Sec., Mrs. Geoffrey 
Russell, J.P., 17, Church Row, Hampstead, 

N. W.3. (Class A.) 

St. Teresa's , 97, Belmont Hill , Lewisham. 
120'. .females.- Supt,, Sister A. Friel. 
(Class A.) 

Fountain Mental ■ Hospital , Tooting 
Grove, Tooting Grammy , S. if. 17. 670 

low-grade unimprovable children (London 
‘cases : only, of both sexes). Managers, 
L.C.C. .Mental Hospitals Committee. Res . 
Med. Supt., J. Nicoll, M.D., C.M., D.P.H. 
(Clash' B.) 

MIDDLESEX. 

All Souls 9 Special School, Field Heath 
House, Hillingdon. — 1 20 educ&ble females 
under 16. Secretary, Westminster Di- 
ocesan Education Fund, Archbishop’s 
House, Westminster, S.W.l. (Class A.) 


Bramtey House, Clay Hill , En field , — 50 
females. Managers, Middlesex County 
Council, Supt., Miss A, Swift. (Class A J 
St. Ann's Hostel, 64, St. Ann's Hill , 
Wands worth. 1 5 feeble -minded girls . Sec . , 
Sister George, Church Army, 55, Bryan - 
ston Street, Marble Arch , W.l. ( Class A . ) 

St. Raphael's Institution, The Butts , 
Brentford. — 60 females. Supt., Miss A. 
D wy er. ( Class A . ) 

A ormansfield , I ’ eddington . — 160 males 
and females of all ages. Med. Supt., Dr. 
R. L. Langdon-Down. (Class C.) 

See also Advt., p. 86 
Alexander House , 117, High Street, 

Uxbridge. — 24 females over 16. Vis. Med. 
Off., Dr. Black. Supt., Miss E. Collyer. 
(Class D.) 

Conifers , T eddington. — 22 females, and 
3 male children. Med. Supt., Dr. R. L. 
Langdon -Down . ( Class D.) 

Trematon , Teddington. — 24 males. 
Med. Supt., Dr. R. L. Langdon-Down. 
(Class D.) 

NORFOLK. 

Heckingham Institution , Norfolk. — For 
both sexes. Supt,, W. L, Hill. * (Class A .) 

The Lodge , Bowthorpe Road, Norwich . — ■ 
6 adult males, 20 adult females. Managers, 
The Corporation of Norwich. Supt., 
F. R. Smith. (Class B.) 

NORTHUMBERLAND. 

Prudhoe Hall Colony, Prudhoewm-Tyne. 
— 422 of both sexes. Supt., Miss N. M. 
Hawk es. (Class A.) 

NOTTINGHAMSHIRE. 

Hampton State Institution , near Retford . — 
Both sexes of violent and dangerous pro- 
pensities. 652 males, 499 females. Med. 
Supt., F. E. E. Schneider, MJD., D.P.M. 
Managers, The Board of Control, Caxton 
House West, Tothill Street, S.W.l. 
(Class A.) 

SOMERSET. 

House gf Help ( Bath Preventive Mission), 
112, Waleot Street, Bath. — 66 females. 
Hon. Vis. Med. Off., Dr. D. L. Beath. 
Supt., Miss H. D. Stegeman. (Glass A.) 

Stoke Park Colony, Leigh Court, Abbot's 
Leigh , nr, Bristol. — -260 females. Managers, 
The Incorporation of National Institutions 
for Persons requiring Care and Control. 
(Class A.) 

Rock Hall House, Combe Down, Bath . — 
18 males, 20 females. Supt., Miss L. S. 
Davison. (Glass A.) 

Yation Hall , Yatton, near Bristol (ancil- 
lary premises to Sandhill Park). — 76 of 
both sexes (65 under 16 years, 11 young 
women). Managers, Somerset County 
Council. Supt., Miss J. McGill. ( Class A.) 

Sandhill Park , Bishop's Lydeard . — 101 
females and 60 males, of 16 years and 
over, and 100 school children under Edu- 
cation Act. Managers, Somerset County 
Council. Supt., Miss T. Wood. (Class A.) 
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West End House, Shepton Mallet (am il- 
lary premises to Sandhill Park). — 129 
females of 16 years and over. Managers, 
Somerset County Counoil. Supt., Miss 
E. B. Stalker. ( Class A.) 

Cambridge House , Flax Bourion, Bristol 

(ancillary premises to Sandhill Park). 

1 04 males of 1 6 years and over. Managers , 
Somerset County Council. Supt., Mr. \V. 
Lomban 1 . ( Class A . ) 

STAFFORDSHIRE. 

New Cross Institution , Mental Wards, 
Wolverhampton . — -8 males, 3 females. 
Managers, County Borough Council of 
Wolverhampton. Supt., T. D. Rollinson, 
(Class B.) 

Sedgley Poor Law Institution , Burton 
House , Dudley , Stafford .- — 50 males, 65 
females. Managers, Staffordshire County 
Council. Master, I\ Hopkin. ( Class B.) 

Stallington Hall , Blythe Bridge , Stoke- 
on-Trent. 33 males, 44 females. Supt., 
Miss M. A. Cahill. (Class A.) 

STIRLINGSHIRE. 

The Royal Scottish National Institution, 
Larbert. For 560 pupils of both sexes 
and all grades. Res. Mod. Supt., R. D. 
Clarkson, M.D., F.R.C.P.Edin. (Classes 
A and C.) See also Advt p, 83 

SUFFOLK. 

Handford Home , Ramlagh Road, Ips- 
wich. — 22 high-grade females. Managers, 
Ipswich Corporation. Supt., Miss 1). B. 
Miller. (Class A.) 

St. Joseph's Home, The Croft, Sudbury. 
— 27 high-grade females. Lady Supt., 
Sister Catherine. ( Glass A.) 

SURREY. 

Eagle House, London Road , Mitcham. 
For females, Supt., Miss M. Blandford. 
(Class A.) 

Ellen Terry National Home for Blind 
Defective Children, Wray Park Road, 
Relgate. For both sexes, Matron-Supt,, 
Miss E. M. Cooke. (Class A.) 

Farmfield , Harley, Surrey . — 141 males 
of criminal experience or intractable 
disposition (London cases only). Mana- 
gers, L.C.C. Mental Hospitals Committee. 
Res. Supt,, A. J. Oldfield. (Class A.) 

Royal Earlswood Institution , RedhiU . — 
350 males, 180 females. Res. Med. Supt., 
Hr, S. Langton, Sec,, Mr, H, Stephens, 14, 
Ludgato Hill, E.C.4. (Class A.) 

See also A dot., p. 78 

The Manor, Epsom, Surrey. — 1292 (both 
saxes). (London cases only). Managers, 
L.C.C. Mental Hospitals Committee. Res. 
Med. Supt., E. S. Litteljohn, M.R.C.S., 
L.R.C.P, (Class A.) 

Caterham Mental Hospital, Cater ham, 
Surrey , — 2103 London oases only (both 
sexes). Managers, L.C.C. Mental Hospi- 
tals Committee, Res. Med. Supt., T. 
Lindsay, M.D., F.R.C.S., D.P.M, (Class B.) 


SUSSEX. 

The Hermitage Training Home, Fair- 
warp, near Uckfleld. For females. Supt., 
Miss M. Walton. ( Class A.) 

Tulnmll Farm , Jarvis Brook, near Crow- 
borough „ For males only. Supts., Mr. and 
Mrs. A. Spicer. 

WARWICKSHIRE. 

Agatha Stacey Home, Rednal , near 
Birmingham.-— 40 females. Supt., Miss 
D. O. Hall. (Glass A.) 

Oaleshill Hall, near Birmingham . — 120 
males, 180 females. Res. Med. Supt., Dr. 
H. Freizo Stephens. (Class A.) 

Great Barr Park Colony , Great Barr , near 
B irmingh am . — 3 1 5 males, 341 females. 
Cot and chair cases, both sexes, 27. Res. 
Med. Supt., Dr. D. M. Macmillan. ( Class A .) 

Midland Counties Institution, Knowle , 
near Birmingham 1 80 x nales. Supt. , S.H. 
Thornton. Med. Officer, J. 0. Hollick, 
M.B. (Class A.) 

Monyhull Colony , Many hull Hall Road , 
King's Heath , Birmingham . — 583 males, 
600 females. Med. Supt., Dr. A. M, 
McCutcheon. (Class A.) 

Warwickshire Weston Colony, IFeatfon- 
under- Weatherhy, near Leamington Spa . — 
40 males, 18 females. Supt., A. B. Lane. 
( Class A.) 

WILTS. 

Devizes Poor Law Institution . — 17 
Females, 32 males. Managers, Devizes 
Area Guardians Committee. Supt., N. T. 
Fear. (Class B.) 

Poor Law Institution , Semington , near 
Trowbridge. 22 males, 36 females. Mana- 
gers, Trowbridge Area Guardians Com- 
mittee. Supt,, 0. H. Taylor. (Class IT) 


WORCESTERSHIRE, 

Besffrrd Court Catholic Mental Welfare 
Hospital for Children , Be.sford, near 
Defford . — 250 senior, 130- junior, males. 
Res, Manager, The Right Rev. Monsignor 
T. A. Newsome. (Class A.) 


YORKSHIRE. 

The Kepstorn Institution, Kirksiall, 
Leeds . — -40 adult females. Managers, 
Leeds City Council. Executive Officer, 
Mr. S, Wormald, 38, Park Square, Leeds. 
Matron, Miss A. Riley, (Class A.) 

Meanwood Park Colony, Meanwood, 
Leeds. 160 males, 268 females. Managers, 
Leeds City Council. Executive Officer, 
Mr, S. Wormald, 38, Park Square, Leeds. 
Matron, Miss 0. Surtees Wilson. ( Class A.) 

Mid- Y orkshire Institution , Whizley, 
York . — 214 males. Managers, The Mid- 
Yorkshire Joint Board. Supt.* Oapt. J* 
Brown, I.S.O. (Class A.) 
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INSTITUTIONS AND HOMES FOR INEBRIATES. 

Licensed under the Acts, 1879 - 1 900 . 

The patient must sign a Form expressing a wish to enter the Home, before a magistrate. 
This can be done at the private residence of the patient, or at the retreat, if previous notice 
has been given. Two friends must also sign a declaration that they consider the patient an 
e Inebriate ’ within the meaning of the Acts. 

♦Note — E cclesfield, Ashford, is a Roman Catholic Religious Institution. 


Males Only. 

Nuneaton (Warw.). — Caldecote Hall 
(C.E.T.S. Institution). Res. Med. Supt., 
Alfred E. Carver, M.D- Nuneaton, 2| 
miles. See also Advt p. 87 

Rickmansworth (Herts). — Dalrymple 
House . Apply to the Res. Med. Supt. 
Rickmansworth station, Joint G.C. and 
Metropolitan Railway, | mile : L.M. and 
S.R., 1 mile. 


Females Only. 

Ashford (Middlesex).® — Bccles field. 
Med. Supt., Dr. J. Scott. Apply, Mother 
Superior. Ashford station, 1 mile. 

Belfast. — The Lodge Retreat , Dundela 
Avenue, Holy wood Road. Med. Attend., 
Muriel Price, M.D. Matron, Miss E. M. 
Watt. Stations 20-30 minutes by tram. 

Thorpe, near Chertsey. — Spelthorne St. 
Mary. Apply to the Sister Superior, 
O.S.M.V. Med. Supt., Dr. W. Dale. 


UNLICENSED HOMES. 

Chislehurst (Kent).— Old Hill House . 

Ltd. Res. Med. Supt., Walter E. Masters, WoodbrMge (Suffolk). — Norwood Sana - 
M.D. Chislehurst station, 4 minutes. i torium Ltd., Rendlesham Hall, Wood- 

bridge. Wickham Market station. Tele* 
Paignton (Devon). — Bay Mount , small phone and Telegrams : Wickham Market 
private home for both sexes. Res. Med. 16. See also Advt., p. 87 

Supt., Dr. Stanford Park. | 


SANATORIA FOR TUBERCULOSIS, 
PULMONARY AND NON-PULMONARY. 


Aberchalder (N.B.). — Inverness-shire 
Sanatorium , Invergarry. Med. Supt., J. 
Kirton, M.G., M.A., M.D. Aberchalder, 
2 miles. 

Abergele, North Wales. — Abergele 
Sanatorium. For Manchester cases. Med. 
Supt., J. E. Geddes, M.D. 

Ashford (Kent), — Grosvenor Sanatorium, 
Ashford. Res. Med. Supt., J. A. Milne, 

M. B., Ch.B., D.P.H. Ashford Junction, 
2 miles. 

Axbridge (Somerset).—^. Michaels 
Home' for Consumptives. For members of 
the Church of England, Med. Off., Dr, 
R. W. Statham. Apply, Sister-in-Charge. 

Aysgarth (Yorks) . — Wensleydale Sana- 
torium. Physicians, D. Dunbar, M.B., 
B.S., and W. N. Pickles, M.D., B.S. 
Aysgarth, | mile, via Northallerton, L. <fe 

N. E.R., and Hawes Junction, L.M. & S.R. 

See also Advt., p. 92 
Baguley (Cheshire.) — Baguley Sana- 
torium. For Manchester cases. Res. Med. 
Supt., H. G. Trayer, M.B., D.P.H. 
Baguley, 1| miles, 

Barrasford (Northumberland) . — The 
N ewcastle-on-Tyne Sanatorium. Res. Med. 
Supt., Dr. C. G. R. Goodwin. Barrasford, 
L. & N.E.R., 4 miles. 


Benenden (Kent) . — Sanatorium of 
“ National Association for the Establish- 
ment and Maintenance of Sanatoria for 
Workers suffering from Tuberculosis.” 
Res. Med. Supt., Dr. H, Spurrier. Bid- 
denden, 3 miles, 

Bingley (Yorks). — Bldwick Sanatorium 
(West Riding County Council school for 
phthisical children). Med. Off., Dr. Mar- 
garet S. Sharp. Bingley station, 2 
miles. 

Birmingham. — City Sanatorium , Yard- 
ley Green Road, Smallheath. Res. Med. 
Supt., Dr. G. B. Dixon. Stechford, 
L.M, & S.R. 

Rormhy Hill Sanatorium , Halesowen, 
Worcestershire. Res. Med. Supt., Dr. P, 
J. Bodington. Birmingham Corporation 
Sanatorium. Halesowen, 4$ miles. 

Bolton (Lancs). — Wilkinson Sanatorium 
for Consumptives, Sharpies, Med. Off., 
Dr. W. Holland. Bolton, 2 miles. 

Boston (Lines). — Holland Sanatorium. 
Med. Supt., W. G. Booth, M.D., D.P.H. 
Boston, 1 mile. 

Bournemouth. — Royal National Sana- 
torium for Consumption and Diseases of 
Chest . Sec., A. G. A* Major. Res. Med. 
Off., D* A, ' jj^teheiEfon, M.D. Bourne- 
mouth Central, 1 1 miles ; Bournemouth 
West, ^ mile. 
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The Firs Home (for advanced cases of 
consumption), Hon. Sec., Col, R. F. 
Anderson. Hon. Treas., A. J, Drew©, 
Esq. Hon. Med. Offs., C. P. Woodstock, 
M.X)., and S. G. Champion, M.D. Lady 
Supt., Miss Ingram. Bournemouth Cen- 
tral, \ mile. 

Bovey Tracey (Devon). — Devon County 
Sanatorium , Hawkmoor. Res. Med. Supt., 
Dr. J. C. Smyth. Bovey, 3 miles ; Lust- 
leigh, 2 miles. 

Bradford. — Bierley Hall Sanatorium, 
Bierley Lane. For 60 men and women. 
Res. Med. Supt., Dr. J. W. Starkey. Brad- 
ford, 3 miles. 

Braintree (Essex). — Black Bothy Sana- 
torium. Res, Med. Supt., Dr. ' M. C. 
Wilkinson. Sec., Clerk of County Council, 
Shire Hall, Chelmsford. Crossing, 1 mile. 

Bridge of Weir (Renfrewshire). — Con- 
sumption Sanatoria of Scotland. Res. Med. 
Supt., E. J. Peill, M.B., Ch.B., F.R.C.S.E. 
Sec., Win. A. Findlay. Bridge of Weir, 
2 miles. 

Brighton. — Municipal Sanatorium, 
for Brighton townsfolk only (pulmonary 
and joints). Med. Supt., Dr. Duncan 
Forbes, Royal York Buildings, 

Brighton. Brighton Central stat., 1| nils. 

Bristol. — Frenchay Park Sanatorium 
and Orthopaedic Hospital for Bristol Child- 
ren , Frenchay, near Bristol. Res. Med. 
Supt., Dr. K. H. Bridie, Under the 
control of the M.O.H. Dept., Bristol. 
Staple Hill station, L.M. & S.R., 1| miles, 

Buttevant (Co. Cork).— Cork County 
and City Sanatorium , Heatherside. Res. 
Med. Supt., Dr. R. Ahem. Buttevant, 
G.S. & W.R., 6 miles. 

Camberley (Surrey). — Prior Place Sana- 
torium » Heatherside. Res, Med, Supt 
Dr. H. 0. Blanford. 

Camborne (Cornwall). — Tehidy Sana- 
torium. Res. Med. Supt., Dr, F. Chown. 
Camborne, 3 miles. 

Cambridge. — Papworth Village Settle- 
ment . Med. Director, Sir Pendrill Varrier- 
Jones, M.A., M.R.C.P. Huntingdon sta- 
tion, 6 miles ; Cambridge, 12 miles. 

Chandler’s Ford (Hants). — Hants 
County Council Sanatorium, Res. Med. 
Supt., Dr. W. J. Hart. Chandler’s Ford, 

1 mile. 

Cheltenham and Gloucester The 

Cotswold Sanatorium,Cmxiham , Gloucester. 
Med. Supt., Geoffrey A. Hoffman, B.A., 
M.B., T.C. (Dub.). Asst, Phys,, Margaret 
A. Harrison, M.B., B.S. (Lond.). Cons. 
Laryng., Sidney Bernstein, M.R.O.S., 
L.R.C.P. (Lond.). Cheltenham, Glouces- 
ter, or Stroud, all 8 miles. 

See also Advt., p. 90 

Salterley Orange Sanatorium, near Chel - 
tenham. Res. Med, Supt., Dr. D. J. 
Peebles. Leckliampton, 2| miles ; Chel- 
tenham, 3| miles. 


Dagenham (Essex).— West Ham Sana- 
torium , for adults ; Langdon Hills Sana- 
torium , Laindon, Essex, for children. Med. 
Supt., Dr. G. M. Mayberry. 

DaWington, — Felix House , Middleton 
St. George, Co. Durham. Res. Med. Supt., 
C. S. Steavenson, M.B. Dinsdale, N.E.R, , 
3 minutes. 

Davos-Platz (Switzerland) Park Sana- 

torium (formerly Sanatorium Turban ), 
Davos-Platz. Res. Med. Supt., F. Bauer, 
M.D. Davos-Platz, 10 minutes. 

See also Advt., p. 88 
The Schatzalp Sanatorium , Davos-Platz. 
Res. Med. Supt., Edward C. Neumann, 
M.D. Davos-Platz station and Schatzalp 
funicular. See also Advt., p, 96 

Derbyshire. — Derbyshire County Sana- 
torium, Walton, near Chesterfield. Med. 
Supt., A. N. Robertson, M.D. Chesterfield, 
1$ miles. 

Devon and Cornwall Sanatorium , Did ■ 
worthy, South Brent. For consumptives 
of the two counties. Sec., S. Carlile 
Davis, Esq., M.B.E., 5, Princess Square, 
Plymouth. Res. Med. Off., Dr. A. T. 
Bettinson. Brent, G.W.R., 2 miles. 

Dublin. — Peamount Sanatorium, New- 
castle, Co. Dublin. Res. Med. Supt,, A. 
Barry, F.R.C.PX Lucan, 2 miles. 

Dundee (near). — Sidlaw Sanatorium , 
Auchterhouse. 80 beds for children. (In 
connection with Dundee Royal Infirmary. 
Med. Supt., H. J. C, Gibson, M.D.). Vis. 
Phys., W. E, Foggie, D.S.O., M.D. Vis. 
Burg,, John Anderson, D.S.O., F.R.C.S.E. 
Matron, Miss Ellen Norris. Sec., W. F. 
Ferguson. Auchterhouse station, miles. 

Durham.' — Sanatoria of the Durham 
County Council : Baris House Sanatorium » 
near Durham. Med. Supt,, J. Monzies 
Cormack, M.B., Ch.B., D.P.H. Holywood 
Hall , Wolsingham. Res. Med. Supt., J, 
W. Gray, M.D. Wolsingham station, 
L.N.E.R., 1$ : miles. Seaham Hall, near 
Seaham Harbour. Res. Med. Supt.,. Dr. 
W. 0. Pinkney, 

Sanatoria of the Durham County Con- 
sumption Society . Sec., Mr, F. Forrest, 
54, John Street, Sunderland. Vis. Med. 
Supt., Dr, G, S. Robinson. For men and 
boys : Horn Hatt , Stanhope. Med. Off., 
Dr. J. O’Hara. Stanhope station, 1 mile. 
For women and children : The Lcazes 
House , Wolsingham. Med, Off., Dr. J. F. 
MeConchie. Wolsingham station, f mile. 

Durtol (Puy-de-Ddme), France.— Sana- 
torium du Chateau de Durtol. Director, Dr, 
Paul Labesse. See also Advt., p. 88 
East Fortune (East Lothian). — East 
Fortune Sanatorium, Res. Med. Supt., 
Chas. Cameron, M.D. East Fortune, £ mile. 

Ecclef eclsan, by Lockerbie. —St. 
Fedhan's Sanatorium , for boys. Res, Med. 
Off., Dr. F. A. Colling ton. Ecclefecham 
station, 1 mile. 
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Forth reda, Belfast. — Forster Green 
Hospital for Consumption and Chest 
Diseases. Med. Supt., B. R. Clarke, M.D. 
Sec., J. Osborne, 99-103, Scottish Provi- 
dent Buildings, Belfast. Belfast, 2 miles. 

Frimley (Surrey). — Brompton Hospital 
{Sanatorium. Res. Med. Supt., Dr. R. 0. 
Wingfield. Frimley station, 2 miles. 

Burrow Hill Sanatorium Colony, St. 
Catherine’s Road, Frimley, Surrey. For 
youths between 14 and 19 years. Res. 
Med. Supt., Dr. Alex. Hill Macpherson, 
Frimley station, 1J miles. 

Grange - over - Sands. — Westmorland 
Sanatorium, Meathop. Res. Med. Supt., 

J, Mmiro Campbell, M.B., Ch.B., D.P.H. 
Grange-over-Sands station, 2 miles. 

Gt. Barrow, Chester — Fast Lancashire 
Tuberculosis Colony and Sanatorium, 
Barrowmore Hall . Occupational ‘treat- 
ment. Res. Med. Supt., Dr. E. L. Sandi- 
land. Chester, 6 miles. 

Ha refield (Middlesex). — Middlesex 
County Sanatorium. Res. Med. Supt., 
Dr. J. R. McGregor. Denham station, 

3 miles. Clerk, Middlesex Guildhall, 
Westminster, S.W.l. 

Harpenden (Herts).- — Sanatorium of the 
National Children's Home and Orphanage, 
Harpenden station, L.M. & S.R. Vis. 
Phys., T. N. Kelynack, M.D., J.P. and 
A. V. Kelynack, M.R.C.S., L.R.C.P. Prin- 
cipal, Rev. John H. Litten, Highbury 
Park, London, N.5. See also Advt., p. 89 
Hastings. — F airtight Sanatorium , in 
connection with Margaret Street Hospital 
for Consumption (for Out-Patients), 26, 
Margaret' St., W. Sec., Mrs. M. C. Haw- 
thorne. Med. Off., Dr. N. F. Stallard. i 
Hastings, tram, about 15 minutes. 

Heath End (Surrey). — Church Army 
Sanatorium for Consumptive Boys. Med. 
Off., Dr. W. B. Valle. Sec., Capt. Hanmore, 
Church Army. 55, Bryanston Street, W.l. 

Has wall (Cheshire). — Cleaver Sana- 
torium for Children, 200 beds. Med. 
Supt., J. B. Yeoman, M.D. Matron, Miss 
D. Kelsall. Heswall, 1| miles. 

' Hexham (Northumberland' . Wooley 
Sanatorium. , 'Res. Med. Supt., Dr. R. 
Cunningham. Oorbridge, 5 miles. 

Huntingdon. — Wyton Sanatorium (Hunts 
County Council), for women and children. 
Med. Off., Dr. 0. B. Moss -Blundell. Hunt- 
ingdon, 3$. miles. 

Haley ( Y orks ). — Middleton Sanatorium , 
near Ilkley. Res. Med. Supt., T. Camp- 
bell, M.D. Ben Rhydding, 1| miles. 

I$le of Wight.- — Royal National Hospi- 
tal for Consumption, Ventnor. Med. Supt., 
Dr. G. Oliver Hempson. Sec., H. R. 
Rowe, 18, Buckingham Street, Strand, 
W.C.2. See also Advt, p. 73 

Kingussie(Inverness-sMre). — Grampian 
Sanatorium . Res. Med. Supt. , Felix Savy, 
M.D.i J.P. Kingussie, § mile. 

See also Advt., p. 94 


Kirkcaldy. — Sanatorium for Tubercu- 
losis. Med. Supt., Dr. G. W, McIntosh. 
Sec., The Town Clerk. Kirkcaldy, 1 mile. 

heeds. — Gateforth Sanatorium, near Sel- 
by. Res. Med. Supt., Dr. A. 0. Meek, 
Leeds Sanatorium for Consumptives, Kil- 
lingbeck ; and Children’s Sanatorium, 

“ The Hollies ,” Westwood, Leeds. 

Liverpool. — Broadgreen Sanatorium , 
Edge Lane Drive, Liverpool, 13. Res. 
Med. Supt., Dr. O. F. Thomas. Broad- 
green station, $■ mile. 

Fazakerley Sanatorium, Longmoor Lane, 
Liverpool. Res. Med. Supt., C. Rundle, 

0. B E., M.D. Fazakerley station, | mile. 
Liverpool Sanatorium for Consumptives, 

Delamere Forest, Frodsham, Sec., W. H. 
Rayner, Liverpool Hospital for Con- 
sumption, Mount Pleasant, . Liverpool. 
Res. Phys., Alfred Anams, M.D,, D.P.H. 
Frodsham or Helsby, L.M, & S.R., 3| miles. 

Llanybyther (Carmarthenshire). — West 
Wales Sanatorium. The Welsh National 
Memorial to King Edward VIT, Res. 
Med. Supt., Dr. Henry A. Ross. Llany- 
byther station, 3 miles. 

London. — City of London Hospital for 
Diseases of the Heart and Lungs, Victoria 
Park, E.2. Apply, Secretary. 

Royal Chest Hospital, 231, City Road, 
E.C.l (Section of the Royal Northern 
Group of Hospitals). Res. Phys., Dr. 

1. O. Thorburn. Apply, Secretary. 
Manchester. — Manchester Hospital for 

Consumption and Diseases of Throat and 
Chest, Hardman Street, Deansgate, Man- 
chester (Out-patients). Sec., W. Hunt. 
St. Anne's Home , Bowdon, Cheshire (In- 
patients). Res. Med. Off., Dr. M. Lessnoff . 
Crossley Sanatorium , Delamere, Cheshire. 
Res. Med. Off., Dr. G. Heathcote. (For 
poor and working classes, after personal 
examination at Manchester.) 

Market Drayton (Shropshire).— Chesh ire 
Joint Sanatorium . Res. Med. Supt,, Dr. 
Peter W. Edwards. Market Drayton^ 4| 
miles. 

Marple (Cheshire). — Nab Top Sana- 
torium, for residents of Salford only. Res. 
Med. Supt., H. M. Fleming, M.D. Rosehill 
(Marple) station, $ mile. 

Maryburgh (fioss-shire). — Seaforth 
Sanatorium. Med. Off., Dr. W. McLean. 

Mena! Bridge, Anglesey. — Penhesgyn-y- 
Gors Sanatorium for Children (King 
Edward VII Welsh National Memorial 
Association). Med. Off,, Dr. H. Grey- 
Edwards. Matron, Miss Williams. Menai 
Bridge, 3 miles. 

Mendip Hill s. — N ordrach-upon -M endip , 
Blagdon, near Bristol. Res. Med. Supt-, 
Gordon Tippett, M.B., M.R.C.S., L.R.C.P. 

See also Advt., p. 92 
Midhurst (Sussex). — King Edward VII 
Sanatorium. Res. Med. Off., F. I. M. 
j Jupe, M.A., L.S.A. Midhurst, 4 miles. 
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Milford (Surrey). — Surrey County Sana- 
torium. Res. Med. Supt., Dr. R. J, 
Allison. Milford station, S.R., J mile. 

Montana - sur - Sierre (Switzerland). — 
Montana Hall (The British Sanatorium). 
Res. Med. Supt., Hilary Roche, M.D., 
M.R.C.P. See also Advt p. S3 

Murtle (Aberdeenshire). — Tor-na-Dee 
Sanatorium. Res. Med. Supt., Dr. J. M. 
Johnston. Murtle, \ mile. 

See also Advt., p. S4 
Nayiand (Suffolk). — East Anglian Sana - 
torium for private patients. Mailings Farm 
Sanatorium for poorer men and women 
patients, and East Anglian Children's 
Sanatorium, Nayiand. Med. Supt., Dr. 
Jane Walker, C.H., J.P., LL.D, Bures 
station, L. & N.E.R., 3 1 miles ; Colchester, 
8 miles. See also Advt., p. 90 

New Cumnock (Ayrshire). — Ayrshire 
Sanatorium, Glenafton. lies. Med. Supt., 
E. E. Brest, M.D. New Cumnock, 3 miles, 
Norfolk. — The Children's Sanatorium, 
Incorporated, near Holt. Vis. Med. Off., 
Dr. H. F. Skrimshire. Hon. Sec., Mrs. 
C. Munro, Carnegie House, 117, Picca- 
dilly, W.l. 

KelUng Sanatorium , Holt. Res. Med. 
Supt., Dr. J. I. W. Morris. Holt, 1 \ miles, 
Mundesley Sanatorium, Mundesley. Res. 
Med. Supts., S. Vere Pearson, M.D., 
Andrew J. Morland, M.D., and E. C. 
Wynne -Edwards, M.B. Mundesley, 1 
mile. See also Advt., p. 91 

Northampton. — Creaton Sanatorium, 
Creaton. Res. Med. Supt., E. T. W. 
Starkie, M.A., B.Ch., M.R.C.S., L.R.C.P. 
Brixworth, L.M. & S.R., 3 miles. 

Nottinghamshire. — Ransom Sanatorium 
(Notts County Council), Rainworth, near 
Mansfield. Res. Med. Supt., Dr. 0. L. 
Crawford Crowe. Mansfield, 3 miles. 

Oban (Scotland.)— A rgyll County Sana- 
torium, Benvoulin. 40 beds. Vis. Med. 
Off., Duncan MacDonald, M.D. Oban, 
1 mile. 

Oldham. — Strinesdale Sanatorium. Med. 
Supt., Dr. J. B. Wilkinson. Oldham, 2 
miles. 

Oulton Broad (Suffolk). — Normanston 
Hospital. Res. Med, Supt., Dr, H. R. V, 
Crossfield. 

Pau (Basses -Pyrenees), France. — * 
Trespoey . Clinic for Pulmonary Diseases. 
Med, Director, Dr. W, Jullien, 

See also Advt., p. 93 
Peebles. — - Manor Valley Sanatorium. 
Med. Off., C. B. Gunn, M.D. Peebles, 
4 miles; Lyne, 1§ miles. 

Penmaenmawr (N, Wales).— Pendyjfryn 
Hall Sanatorium. Res. Phys., Dennison 
Pickering, M.D.(Camb.), and V. C. Benson, 
M.R.C.S,, L.R.C.P, Penmaenmawr, L.M, 
& S.R., miles. See also Advt., p. 91 
Peppard Common (Oxonj. — Berks and 
Bucks Joint Sanatorium • Res. Med. Off., 
Dr. Esther Carling, Reading, miles. 


Klngwood (Hants). — Linford Sana- 
torium . Res. Med. Supts., A. d© W. 
Snowden, M.D. and Dr. A. G. E. Wilcock. 
Ringvood, 3 miles. 

See also Advt., p. 00 

Robertsbridge (Sussex).— Darvell Hall 
Sanatorium (East Sussex County Council), 
Res. Med. Off., Dr. J. R. Dingley. Roberts- 
bridge, S. Rly., | mile. 

Eudgwfck (Sussex),— Rudgwich Sana- 
torium. Vis. London Phys., Dr, Annie 
McCall. Rudgwiok station, 7 minutes. 

Ruthin (N. Wales). — Vale of Clwyd 
Sanatorium , Llanbedr Hall. Ros. Med. 
Supt., H. Morriston Davies, M.D. Ruthin 
station, 2 miles. See also Advt., p. 92 

St. Leonards. — Eversjleld Chest Hospital 
West Hill. Res. Phys., Dr. E. J. Maxwell. 
West St. Leonards, S.R. ; West Marina, 
S.R., within 5 minutes’ walk. 

Saudou, near Chelmsford (Essex). — 
Merivale Sanatorium . Res. Med. Supt., 
H. N. Marrett, M.R.C.S., L.R.C.P. Chelms- 
ford station, L. & N.E.R., 3| miles. 

Sandy (Beds). — - The Bedfordshire 
County Sanatorium, Mogerhanger Park. 
Med. Supt., C. G. Welch, M.D. Sandy 
station, 2f miles. 

Sheffield. — The City Sanatoria. Crimicar 
Lane Sanatorium (males) ; Commonside 
Sanatorium (females) ; Winter Street 
Sanatorium (both sexes) ; Nether Edge 
Sanatorium (both sexes and children). 
Clinical Tiiberculosis Off., H. Midgley 
Turner, M.D., D.P.H. Sheffield, L.M. & 
S.R., 4| miles. 

Shlrlett, near Broseley (Shropshire). — 
King Edward VII Memorial Sanatorium. 
Res. Med, Supt., Dr. F. T. Turner. 
Much Wonlock station, 3 miles, 

Skipton (Yorks). — Eastby Sanatorium 
for Boys. Res. Med, Supt., Dr. Catherine 
Arnott. Embs&y station, 2 miles. 

South Mimms, Barnet (Middlesex). — 
Clare Hall County Sanatorium . Res. Med, 
Supt., A, C. Tabois, M.D. Potter’s Bar 
station, 2 miles. Sec., The Clerk, Guild- 
hall, Westminster, S.W.l. 

Stannlngton (Northumberland). — 
Children's Sanatorium. Res. Med. Supt,, 
Dr. Elsie F, Farquharson, M.A. Matron, 
Miss 1. Campbell. Staimington station, 
2 miles. 

Stonehouse (Glos). — Standish House 
Sanatorium . Res. Med. Supt., W. A. 
Dickson, M.D., F.R.C.S. Stonehouse, 
G.W.R., miles; L.M.&S.R., 2£ miles, 

Stourbridge (Worcs). — Prestwood Sana- 
torium. Med. Supt., Dr. J. Stevenson, M.C. 
Stourbridge, 3 miles. 

Swansea. — Adelina Patti Tuberculosis 
Hospital , “Craig-y-nos,” Pen-y-cae. Res. 
Med. Supt., Dr. L. R. Clark. Craig-y-nos, 
2 miles. 
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Threlkeld (Cumberland), — Blencathra 
Sanatorium. Res. Med. Supt., Dr. W. 
Goodchild. Threlkeld, L.M. & S.R., 2 
miles. See also Advt ., p. 94 

Torquay. — “ Whitecliff ” Tuberculosis 
Hospital. Med. Supt., Dr. R. H. Robin- 
son. Torre station, 2 miles. 

Ulverston. — High Car ley Sanatorium 
(including Oubas House Children's Sana- 
torium). Res. Med. Supt., G. Leggat, 
M.B., Ch.B., D.P.H. Ulverston, 2 miles. 

Vence (A. - M.), France. — Chateau des 
Fleurs. All forms of pulmonary affections. 
Res. Physician, Dr. Giraud. Nice, 18 
miles. See also Advt., p. 88 

Ware (Herts). — Hertfordshire County 
Sanatorium , Ware Park. Res. Med. Supt., 
Herbert Sharpe, M.R.C.S., L.R.C.P. Ware, 
2 miles ; Hertford, 2 miles. 

Warrenpolnt (Co. Down), — Rostrevor 
Sanatorium. Phys., Dr, 3. A. O’Tierney. 
Apply Secretary. 


Wtiiteabbey (Co. Antrim). — Belfast 
Municipal Sanatorium. Res. Med, Supt,, 
P. S. Walker, M.D., B.Ch., B.Sc., D.P.H. 

Wicklow. — The Royal National Hos- 
pital for Consumption for Ireland , New- 
castle, Wicklow. Res. Med. Off., 0. Denys 
Hanan, M.D. G.S. Rlys. to Newcastle, 
Co. Wicklow, 3 miles. 

Winsley, near Bath. — Winsley Sana- 
torium. Res. Med. Off., Dr. J. D. Macfie. 
Limpley Stoke station, 1 mile. 

Woburn Sands (Beds.) — Daneswood 
Sanatorium . For indigent J ©wish patients. 
Med. Off., Dr. W. A. Barnes. Hon. Sec., 
Miss Schlesinger, 24, Queen’s Court, 
Queen’s Road, W.2. 

Worcester (near). — King Edward VII 
Memorial Sanatorium , Knightwick. Free 
to County patients. Res. Med. Supt., Dr. 
H. Gordon-Smith. Knightwick, l| miles. 


HYDROPATHIC ESTABLISHMENTS . 


Bournemouth (Hampshire). — Bourne- 
mouth Hydropathic. Res. Med. Supt., 
W. J. Smyth, M.D. Bournemouth West 
station, I mile. See also Advt., p. 102 
Burley Dean Hydro, Bournemouth. 
Proprietor, C. K. Harper. Bournemouth 
West, 1 mile. 

Linden Hall Hydro, Bournemouth. 
Proprietors, The Exton Hotels Co. Ltd. 

Bristol. — The Bristol Hydropathic and 
Electrotherapeutic Establishment , College 
Green. Res, Phys., A. T. Spoor, M.A., 
M.R.C.S., L.R.C.P. Res. Med. Supt., 
W. J. Spoor, M.B., M.R.C.S. 

Cork.- — St. Ann's Hitt Hydropathic, 
St. Ann’s Hill, near Blarney, Co. Cork. 
Res. Phys., Dr. R. H. Barter. Blarney 
North, 3 miles ; Blarney South, I mile, 

Crieff. — Strathearn Hydro (17 miles 
from Perth). Res. Med. Supt,, T. Gordon 
Mefkle, M3., O.M. Crieff station, 1 mile. 

Forres. — Cluny Hitt Hydropathic. Vis. 
Phys., Dr. John C. Adam. Forres, 1 mile. 

Harrogate (Yorkshire).— Harlow Manor 
Hydro. Manageress, Mrs. Baxter. Harror 
gate station, 1 mile. 

The Cairn Hydro, Harrogate. Apply, 
Manager. Harrogate station, | mile. 

The Harrogate Hydropathic Lim. Med. 
Supt., Dr. A. Hinsley- W alker. Man., W. 
Taylor. Harrogate station, \ mile. 


Ilkley (Yorkshire), — Craiglands Hydro. 
Res. Phys., Maurice R. Dobson, O.B.E., 
M.B., B.S. (Lond.), L.R.C.P., M.R.C.S. 
(Eng.). See also Advt., p. 102 

Leicester. — Leicester Hydro Establish- 
ment, Museum Square, Leicester. 

See also Advt., p. 102 

Limpley Stoke (near Bath). — West of 
England Hydropathic. Vis. Med. Supt., 
Dr. 0. N. Vaisey. Apply, the Secretary. 

Matlock. — Rockside Hydropathic, Mat- 
lock. Res. Phys., Dr. C. R. L ’Estrange 
Orme and Dr. N. C. Sclater. Matlock, 
\ mile. 

Smedley's Hydropathic, Matlock. Res. 
and Vis. Physicians. Matlock station, \ 
mile; omnibus. See also Advt., p . 101 

Peebles. — Peebles Hotel Hydropathic. 
L.M.S. and L. & N.E.R. stations. 

Southport (Birkdale Park). — Smedley 
Hydropathic. Southport or Birkdale sta- 
tions, 8 minutes. 

Kenworthy's Hydropathic, Southport. 
Res. Phys., Dr. I. E, Kenworthy. Chapel 
Street or Lord Street stations. 

West Kirby (Cheshire). — Hoylake Hotel 
(Late West Kirby Hydro Hotel). Tele- 
phone : Hoylake 86, Kirby Park station, 
5 minutes. Apply Manageress. 

/''■.■..A' Eee also Advt., p. 104 
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nursing associations and 

London. — Cavendish Temperance, Male 
Nurses’ Corporation Lim., 54, Beaumont 
St., W.l ; 23, Upper Baggot St., Dublin ; 
28, Windsor Terr., Glasgow; and 175, 
Oxford Rd., Manchester. 

iSee also Advt., p. 82 
Male Nurses’ Association , 29, York 
Street, Baker Street, W.l. Sec., W, J. 
Hicks. See also Advt., p. 81 

New Mental Nurses’ Co-operation, 139, 
Edgware Road, W.2. Lady Supt., Miss 
Eva R. Crook. See also Advt p. 79 


INSTITUTIONS FOR NURSES. 

The Nurses’ Association , 29 York Street, 
Baker Street, W.l. Sec., W. J. Hicks; 
Supt,, Mrs. Millicent Hicks. 

See also Advt., p , 81 
The Temperance Male and Female 
Trained Nurses’ Co-operation, 45, 
Beaumont Street, W.l. Sec., H. S. 
Sturgess. See also Advt,, p. 80 

York . — The Retreat , Trained Nurses' 
Department . Apply to the Matron. 

# See also Advt., p. 80 


PRIVATE HOMES FOR INVALIDS, MATERNITY HOMES, 
AND INSTITUTIONS FOR SPECIAL CARE AND TREATMENT. 


Alderley Edge (Cheshire). — The David 
Lewis Colony (for sane epileptics), and 
CoUhurst House School (for epileptic boys 
and girls). Res. Director, Richard Hand- 
ley, M.B., D.P.M. Alderley Edge, 3 miles. 

See also Ad>'t., p. 84 
Ascot.- — Farm, wood. Sun n i righ ill. Fo r 

convalescent and rest cases. Apply to the 
Secretary. See also Advt., p. 85 

Bath. — Lansdoum Hospital and Nursing 
Home, Bath. For gout, rheumatism, and 
physical infirmities. Phys., Dr. Wells - 
Beville. L.M.& S. or G.W. 'stations, 1 mile. 

See also Advt., p. 79 
Bristol. — Dorset House, Clifton Down. 
Functional nervous disorder— ladies and 
girls. Apply, Elizabeth Gasson, M.D., 

D. P.M. See also Advt., p. xlvi 

Conway, North Wales. — The Dr. Garrett 

Memorial Home jor Convalescent Children, 
Morfa Drive. For boys and girls. 200 
beds (86 open-air). Proprietress, Mrs. 0. 

E. M. Garrett. Conway, L.M. & S.R., 

f mile. See' also Advt., p, 78 

Garches, near Paris. ('Unique Medi- 
cate, du Chateau de Garches. Nervous 
disorders, nutrition, etc. Director, Dr. 
C annul. See also Advt., p. HI 

flarrow-on-the-HUl. - Bowden House (for 
functional nervous disorders). Med. Supt,, 
Henry L. Wilson, M.D., M.K.CJP. Bud- 
bury Hill, Harrow, L. & N.E.R., 15 mins, 
walk. See also Advt,, p, 86 

Hatch End (Middlesex). -Oxhey Grove 

Ltd., Oxhey Grove, Hatch .End. For early 
mental conditions in both sexes. Res. 
Phys., Dr. Margherita M. Lilley. Hatch 
End (L.M. <fc S.R, & Bakerloo), 1 mile. 

See also Advt., p. 86 
King’s Langley (Herts).— The Archer 
Nerve Training Colony, Langley Rise, Ltd. 
(for functional nervous disorders). Vis. 
Physicians. Apply, Secretary. King’s 
Langley (L.M. & S.R.), 1 mile. 

See also Advt., p. 86 
Liverpool. — Home for Epileptics, Mag- 
hull (for sane epileptics), and Chilton Home , 


certified as a special school for 82 epileptic 
children. Med. Officer, C. V. H. Nesbit, 

M. D. Sec., G. E. G-risowood, A.C.A., 
20, Exchange Street East, Liverpool, 2. 

See also Advt., p. 80 
London. — Caerthillian Maternity Home , 
85 and 87, Fordwyeh Road, Cricklevvood, 

N. W.2. Matron, Miss K. Wyatt. 

See also Advt , p. 85 
Institute of Ray-Therapy and Electro- 
Therapy , 152-154,* Camden Road, N.W.l. 
Hon. Med. Director, William Beaumont, 
M.R.G.S., L.R.C.P. Hon. Sec., Winifred 
Beaton, M.A. See also Advt., p. 82 

Swedish Institute and Clinique , 108, 
Cromwell Road, S.W.7. For Massage, 
Medical Electricity, and Medical Gymnas- 
tics. Gloucester Road (Dist,, Met. and 
Piccadilly Tube), 2 minutes. ’Phone, 
West 1010. See also Advt., p. 82 

Woodside Hospital, Woodside Avenue, 
Muswell Hill, N. 10. (St. Luke’s Founda- 
tion.) For functional nervous disorders. 
Physician in charge, R. W. Gilmour, 
M.R.C.P. ’ See also Advt., p. 85 

Nice. — ** La Collinef 5 Saint-Antome- 
Nico, France. Disorders of digestion, 
nerves, etc. Director, Dr. Perski, 

See also Advt., p. Hi 
Perth. — Qilgal Hospital. For neuro- 
pathic and psychopathic disorders. Phys. 
Supt., W. D. Chambers, M.A., M.D. 

See also Advt., p. 86 
Ruthin, North Wales. — Ruthin Castle . 
Private Hospital for Internal Diseases. 
Senior Physician, E. I. Spriggs, M.D., 
F.R.C.P. Ruthin, £ mile. 

See also Advt., p. H 
Torquay. — Ockenden Convalescent Home, 
Warren Road. Hon, Med. 00., Eric 
Catford, M.R.O.S., L.R.O.P. Lady Supt., 
Miss Glover. Torre and Torquay stations, 
1 mile. See also Advt., p. Hi 

Val Mont, Switzerland. — Val - Mont 
Medical Clinic , Glion, above Montreux. 
Disorders of nutrition, diabetes, etc. 
Chief Med. Director, Dr. A. Widmer. 

See also Advt,., p* 98 
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PRINCIPAL BRITISH SPAS. 

With Indications fob their Therapeutical Employment. 

THE BRITISH SPAS FEDERATION. 

Bath (Somerset). — Sheltered from N. and N„E. winds by hills from 600 to 800 feet 
high ; 107 miles from London. Average rainfall 31 inches. Climate mild and equable. 
Waters. — The springs are hyperthermal (120°), radio-active, diuretic. 

Therapeutic Indications. — Gout, arthritis, spondylitis, fibrositis, nervous debility, toxic 
neuritis, certain heart conditions, constipation and colitis, various skin diseases, chronic 
forms of rhinitis, pharyngitis and laryngitis, obesity, gravel, and hepatic dysfunction. 

Baths. —A thoroughly equipped bathing establishment ; including deep baths (500 
gallons of natural hot radio-active water), undercurrent douching, douche massage in 
many forms, and intestinal lavage (Plombieres douches), throat sprays and inhalation 
of the natural radium emanation, and the Bath thermal vapour treatment ; also 
electrotherapy. 

Hotel. — The Pulteney Hotel (see p. 100 ). 

Nursing and Baths. — Lansdown Hospital and Nursing Home ( see p. 79). 

Bridge of Allan (Stirlingshire). — 422 miles from London. Sheltered from N. and N.E. 
winds by the Ochil Hills. Average rainfall 37 inches. Climate mild and equable. 
Waters. — Natural saline mineral springs. 

Therapeutic Indications. — Rheumatism, gout, sciatica, many chest diseases, chronic 
affections of the liver, stomach, and bowels, and some diseases of the skin. 

Baths. — Excellent suite of baths and electro-therapeutic apparatus. 

Buxton (Derbyshire). — 1000 to 1200 feet above sea level ; 163 miles from London 
23 miles from Manchester. Sheltered from north and east winds. Very bracing air. 

Waters. — -Simple, highly radio-active, natural temperature 82° E., mainly bicarbonate 
of calcium and magnesium ingredients. Tasteless, odourless,; also chalybeate springs. 

Therapeutic Indications. — Gout, rheumatism, rheumatoid arthritis, sciatica, and 
various nervous diseases, neurasthenia, disorders of digestion, and skin diseases, malaria, 
mucomembranous colitis, arteriosclerosis, phlebitis, diseases of the throat and air- 
passages ; anaemic conditions, and convalescence from prolonged illness. 

Baths. — Establishments, including St. Ann's Well (Pump Room), recently modernized. 
Cheltenham (Gloucestershire). — 184 feet above sea level; 101 miles from London. 
Climate soft and mild. Average rainfall 27 inches. Sunshine 1486 hours. 

Waters . — Three springs : the Fieldholme or twin saline, containing nearly equal parts 
of magnesium sulphate and sodium sulphate ; the Lansdown or sodium sulphate saline, 
the chief ingredients of which are sulphate and chloride of sodium ; and the Pittville or 
alkaline saline. 

Therapeutic Indications. — The toxic and congestive states associated with liver and 
stomach disorders, constipation, obesity, glycosuria, and gout. 

Baths. — Including douche and massage. 

Droitwtch Spa (Worcestershire). — 160 feet above sea level; hours by express' 
train from London (Paddington), 19 miles from Birmingham, 7 from Worcester. Rainfall 
25 inches. Mean maximum temperature 57° F., mean minimum temperature 43° F. 

Waters. — The most powerful saline in the world. The brine is pumped from the 
triassic formation 200 feet below the ground level at a temperature of about 45° F,» 
and is heated by introducing steam. 

Therapeutic Indications . — Chronic muscular and articular rheumatism, arthritis, 
chronic articular or irregular gout, neuritis, sciatica, neuralgia, some heart disorders, 
sprains and injuries of tendons, muscles, joints, etc. 

^aths. — Reclining, douche, needle, vapour, swimming, Aix-douche, Nauheim baths, 
bru e-pin© or Hamburg baths, etc. 

Rdel. — Raven and Park Hotels (see p. 88) ; Worcestershire Brine Baths Hotel (see 

p. 101). 

Bonding Bstablishment. — Ayrshire House (see p. 103). . 

Mar legate (Yorkshire). — 450—600 feet above sea level, 203 miles from London. The 
climate is stimulating said fairly dry — bracing moorland air. Average rainfall 30 
inches. Mean temperature 47° F. 

Waters — Celebrated for the medicinal properties of its different mineral waters — 
sulphurous, chalybeate, alkaline, and saline. 

Theraphtm I ndications. — Gout and other metabolic disorders, functional liver derange- 
ment 'and arly cases of cirrhosis, cholelithiasis and cholecystitis, chronic skin diseases, 
neuritis arthritis, mucous colitis, chronic dysentery, constipation, and intestinal 
toxaemias, aisemia, nervous diseases, hyperpiesis, and the sequelae, of tropical diseases. 
Baths. — Ir Hi© bathing establishments all the latest treatments are given. 

Mineral Water. — 4 Aquaperia * aperient mineral water is bottled at Harrogate by 
Camwal Ltd. from their own Spring (see p. 171). 
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Learning ton Spa (Warwickshire), — 195 feet above sea level ; 88 miles from London, 
Equable and mild climate. Average rainfall 25 inches. Mean annual temperature 
49°. Westerly winds prevail. 

Waters. — Hypertonic saline water ; aperient and diuretic. 

Therapeutic Indications . — Muscular and articular rheumatism, gout, rheumatoid 
arthritis, neuralgia, and neuritis, diseases arising from a plethoric condition of the chylo- 
poietio viscera, conditions of increased vascular tension, and chronic interstitial nephritis. 

Baths. — Turkish, massage douches, saline, Plombieres, paraffin wax, Berthollet, electric, 
and swimming. ( See also p. 97). 

Llandrindod Wells (Radnorshire). — .750 feet above sea level. Climate exceedingly 
bracing, but sheltered from east winds, and with an average rainfall of about 40 inches. 
About 170 miles distant from London. 

Waters. — Saline, sulphur and radium-sulphur, magnesium, lithia saline, and chalybeate. 
Slightly aperient and strongly diuretic. 

Therapeutic Indications. — Digestive disorders, gout and rheumatism, rheumatoid 
arthritis, neuritis and fibrositis, gall-stones and biliary stasis, renal calculus or any 
kidney or bladder condition requiring diuresis, and in neurasthenia. 

Baths.— Sulphur, immersion, needle, and douche ; Aix and Vichy douche and massage ; 
Scotch douche ; Nauheim ; medicated baths ; tango and peat baths ; whirlpool and 
agitation baths ; and most electrical treatments. 

Strathpeffer Spa (Eoss-sMre, N.B.).— 150 to 300 feet above sea level. Sheltered 
practically on all sides, except the N.E. Prevailing wind S.W. Bracing air. Average 
rainfall 31 inches. Mean annual temperature 45° F. 

Waters. — Sulphurous and chalybeate. Sulphates the predominating salt. Have 
strong diuretic and mild aperient action. 

Therapeutic Indications. — Chronic gout and rheumatism, rheumatoid arthritis, chronic 
skin diseases, chronic disorders of the digestive system, chronic gastric or intestinal 
catarrh, sluggish portal circulation, congested liver, and neurasthenia. 

Baths.— -Sulphurous (immersion), inhalation, peat, douche (Aix and Vichy), needle, 
pine, Russian, Nauheim, Plombieres, radiant heat (electric), and high-frequency current. 

Trefriw Wells (Carnarvonshire). — 5 hours from London. The climate is bracing, the 
air soft, pure, and mostly of a westerly or south-westerly type. The pump-room and 
baths are open all the year, but the principal season is March to the end of October. 

Waders. — Two varieties : (1) The stronger sulpho -chalybeate, and (2) the milder sulpho- 
ehalybeate. Used internally, and externally in the form of baths. 

Therapeutic Indications.— Curable forms of anaemia, nervous, debilitating and wasting 
diseases, rheumatism, sciatica, gout, and neuritis. 

OTHER BRITISH SPAS. 

Church Stretton (Salop). — 613 feet above sea level. 153 miles from London. Pure 
bracing air, and a generally invigorating climate. Prevailing wind, S.W. Average 
rainfall 33 inches. Mean temperature 44 a . 

Waters. — Said to be the purest in Great Britain. 

Therapeutic Indications. — -Specially the ‘ open-air ’ cur© of neurasthenia, for sequela 
of influenza, for insomnia, functional nervous diseases, chronic gout and rheumatism, 
chronic gastric and bronchial catarrh, debility from overwork, and convalescence after 
illness or operation, 

Ilkley (Yorkshire). — Situated on the southern slope of the valley of the Wharf e, 
211 miles from London, 18 miles from Harrogate. Occupying a sheltered position. 
Average rainfall 39 inches. Mean annual temperature 47° F. Bracing and invigorating 
moorland air. 

Waters.— The water-supply obtained from springs is remarkably pure, bright, and 
sparkling. Chalybeate waters. Saline. 

Therapeutic Indications. — Gout, rheumatism, neuritis, neurasthenia, anaemia, asthma, 
and bronchitis cases are benefited. The treatment adopted is that known as hydro- 
therapeutic. 

Baths. — Complete suites of baths are to b© found in the numerous establishments. 
Electrical, Weir-Mitchell. 

Hydropathic Establishment. — Craiglands Hydropathic (see p. 102). 

Llangammarch Wells (Breconshire),- — 600 feet above sea level. 213 miles from 
London, Well protected from the east, and prevailing wind is S.W. 

Water. — Saline, containing the chlorides of barium (6f grains per gallon), calcium, 
magnesium, lithium, and sodium » the only one of its kind m the British Isles. 

Therapeutic Indications. — ’Cardiac diseases, organic and inorganic, especially affections 
of the myocardium due to influenza. Graves’ disease, chrome muscular and articular 
rheumatism, osteo-arthritis, gout, sciatica, and neurasthenia* 
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Malvern (Worcestershire).— 520 feet above sea level. A health centre of long repute, 
122 miles from London. Air dry and bracing. Prevailing winds S.W. and.W. Average 
rainfall 30 inches. Mean temperature about 49° F. Exceptional sunshine records. 

Waters. — Mainly spring, of remarkable purity, free from organic matter, less^ than 
4 grains of earthy salts per gallon, with high eliminative qualities.^ The water is dis- 
pensed in a new Pump Room adjoining the Winter Gardens and Priory Park. 

Therapeutic Indications. — Gout, rheumatism, rheumatoid arthritis, neuralgia, sciatica, 
lumbago, dyspepsia, constipation, anaemia, bronchial, nephritic, and cutaneous diseases. 
(See also p. 100.) 

Matlock (Derbyshire). — 144 miles from London. South-west aspect — well sheltered 
from the north and east. Climate free from extremes of heat and cold. The water 
pure and soft. Season all the year. The Matlock system of hydropathic treatment 
is carried out in all its branches. The principal Hydros are installed with latest electric 
baths and appliances. 

Therapeutic Indications. —Go ufc, rheumatism, arthritis, neuritis, sciatica, lumbago, 
neurasthenia, colitis, cholecystitis, cardiac and renal diseases. 

Hydropathic Establishment. — Smedley’s Hydropathic (see p. 10 ( ). 

At Matlock Bath there are thermal mineral springs of long-established repute, rising 
at 68° F. 

Peebles (Peeblesshire, N.B.). — About 500-600 feet above sea level. One hour from 
Edinburgh and 382 miles from London. Average rainfall, about 38 inches. Bracing 
climate, but sheltered from the north winds. 

Waters. — -The chief ingredient is chloride of sodium. They are obtained from the 
famous St. Roman’s Well (6 miles east). 

Therapeutic Indications. — The waters are specially suited to the Nauheim and Bourbon 
Lancy treatment of cardiac disease, dyspepsia, gout, rheumatism, and neurasthenia. 

Torquay (Devonshire).— 1994 miles from London. Non-stop express trains run daily, 
the journey occupying only 3| "hours. There are through carriages from Northern and 
Midland cities. The most beautifully situated marine health resort in the British Isles. 
Weil sheltered from the north. The sunshine record is one of the highest in the country. 
Average rainfall, 35*5 inches. Mean temperature, 51*9°. Sunshine record averages 
1742*9 hours. Ultra-violet rays 1932, 2*83 units daily mean. 

Climate. — Mild, soft, and equable. It is specially beneficial for many pulmonary, 
bronchial, and laryngeal conditions, for mild cases of nephritis, for delicate children, 
and for aged and debilitated persons. Those unable to withstand the rigour of the 
winter in other British health resorts derive great benefit from residence in Torquay. 
The season is all the year round. 

Baths. — The Marine Spa baths are very modern and complete. They are ideally 
situated. The recognized forms of spa treatment are available, and fully certificated 
assistants are retained upon the staff for electrical and other treatments. A medical 
consultation room is available for the convenience of medical practitioners and patients. 
There is a large warm sea-water swimming bath with modern filtration plant. Salt- 
water baths, concentrated brine baths, seaweed baths, and Dartmoor peat packs are 
a speciality, and are indicated in the treatment of muscular rheumatism, fibrositis, 
sciatica, rheumatoid arthritis, osteo -arthritis and gout. (See also p. (Hi.) 

Tunbridge Wells (Kent).— 400 feet above sea level, 34 miles from London. Climate 
is tonic and invigorating. Prevailing winds W. and S.W. Average rainfall, about 
30 inches. Mean temperature, 49°. 

Waters. — A weak, non -aerated, chalybeate spring, containing 4 grains ferrous carbonate 
to the gallon, with sulphates and chlorides of potash, soda, and calcium. 

Therapeutic Indications. — W aters indicated in anaemia, chlorosis, and allied conditions. 

Woodhall Spa ( Lincolnshire). — -50 feet above sea level. 124 miles from London. 
Average rainfall 24 inches. Mean annual temperature 48°. 

Waters. — Bromo-iodine waters, rich in the chlorides of sodium, calcium, and mag- 
nesium, with bromine and iodine. 

Therapeutic Indications. — Rheumatism (chronic articular and muscular), lumbago, 
arthritis deformans, gouty arthritis, sciatica, neuritis, paralysis, neurasthenia ; injuries 
to joints ; skin diseases, psoriasis, urticaria ; diseases peculiar to women ; diseases of 
throat and nose ; liver disorders. 

Spa Baths. — These include immersion, shower, undercurrent, and local douches ; Aix 
and Vichy douche massage ; Nauheim, electric, and Schnee baths ; Dowsing radiant 
heat and light baths. 
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MEDICAL SOCIETIES 

Abernethian Society — St, Bartholomew’s Hospital, E.C.L 
ASsculapian Society — Metropolitan Hospital, Kingsland Road, E.8. 

Anatomical Society of Great Britain and Ireland — Secretary, E. Barclay-Smith, M.D., 
Park Lodge, Hervey Road, Blackheath, S.E. 

Association of Clinical Pathologists— Sec. , S, C. Dyke, Pathological Laboratories, Royal 
Hospital, Wolverhampton. 

Association of Local Government Medical Officers of England and Wales, Bank 
Chambers, 150-152, High Street, Stoke Newington, N.lfi. 

Association of Physicians of Great Britain and Ireland — Secretary, L. J. Witts, M.D,, 
12, Wimpole Street, W.l. 

Association of Public Vaccinators of England and Wales — 17, Grange Road, Parley Oaks. 
Association of Surgeons of Great Britain and Ireland — Sec., Julian Taylor, O.B.E., M.S., 
65, Portland Place, W.L 

.Assurance Medical Society — Sec., C. W. Wirgman, M.D., 121, Cannon Street, E.C.4. 

British Dental Association — Secretary, 23, Russell Square, W.C.L 

British Homoeopathic Association (Incorporated) — 43, Russell Square, W.C.l. 

British Hospitals Association (Incorp.) — See,, Central Bureau of Hospital Information, 
12, Grosvenor Crescent, S.W.L 

British Institute of Radiology (Incorp. The Rontgen Society)— 32, Welbeck Street, W.L 
British Medical Association — Secretary, B.M.A. House, Tavistock Square, W.C.L 
British Medical Protection Society Lim. — 22, Langharn Street, W.L (See Advertisement, 
p. 58 .) 

British Optical Association — Sec., Clifford’s Inn Hall, E.C.4. 

British Orthopaedic Association— Sec., E. P. Brockman, F.R.C.S., 73, Harley Street, W.l. 
British Paediatric Association — Sec., D. Paterson, M.D., 27, Devonshire Place, W.L 
British Psychological Society — Sec., R. J. Bartlett, M.Sc., 55, Russell Square, W.C.L 
British Social Hygiene Council— Carteret House, Carteret Street, S.W.L 
Chelsea Clinical Society — Sec., A. Rugg-Gunn, F.R.C.S., 35, Harley Street, W.L 
Clinical Research Association Ltd. — Watergate House, York Buildings, Adelphi, W.C.2. 
(See Advertisement, p. I.) 

Cremation Society (Incorp.) — 23, Nottingham Place, W.L 

Epsom College (Royal Medical Foundation)— Sec., 49, Bedford Square, W.C.L 
Guild of St. Luke — Hon. Sec., Andrew Currie, M.D., King’s College, Strand, W.O.2. 
Guild of SS. Luke, Cosmas and Damian — Sec., W. J. O’Donovan, O.B.E., M.D., 138, 
Harley Street, W.L 

Harveian Society of London — Sec., R. Cove-Smith, M.A., M.B., B.Ch., 2, Burwood 
Place, Hyde Park, W.2. 

Hunterian Society — Sec., 79, Wimpole Street, W.L 

Imperial Cancer Research Fund — Examination Hall, 8-11, Queen Square, W.C.L 
Infirmary Medical Superintendents’ Society — Sec., C. D. Agassiz, M.C., M.D., Archway 
Hospital, Archway Road, H ighgate, N.19. 

Institute of Hygiene (Incorp.) — Sec., A. S. Harding, 28, Portland Place, W.L 
Irish Medical Association— Sec., 28, Molesworth Street, Dublin, 

Irish Medical Schools and Graduates’ Association— Sec., 11, Ohandos Street, W.l 
Listerian Society— King’s College Hospital, S.E. 5. 

London and Counties Medical Protection Society Lim,— Sec,, C. M. Fegen, Victory 
House, Leicester Square, W.C.2. (See Advertisement , p. 59.) 

London Association of the Medical Women’s Federation — Sec., Miss A. 0. Gillie, M.B., 
B.S., 86, Porchester Terrace, W.2, 

London Cancer Society — Sec., T. Y. Simpson, C.B.E., M.S., 144, Harley Street, W.L 

London Hospital Medical Society — London Hospital, Mile End, E.L 

London Jewish Hospital Medical Society— Sec., Stepney Green, E.L 

Medical Abstainers’ Association — Sec., 33, Bedford Place, W.C.L 

Medical Defence Union Lim. — Sec., Dr. James Neal, 49, Bedford Square, W.C.L 

Medical Officers of Schools’ Association — Sec., 11. Chandos Street. W. L 

Medical Practitioners’ Union— Sec,, 56, Russell Square, W.C.L 

Medical Research Society— Sec., R. T. Grant, M.D., Dept, of Clinical Research, University 
College Hospital Medical School, University Street, W.L 
Medical Sickness, Annuity and Life Assurance Society Lim. — 300 , High Holborn, W.C.L 
Medical Society for the Study of Venereal Diseases — Sec., 43 , Queen Anne Street, W.l. 
Medical Society of Individual Psychology — Sec,, F. G. Crookshank, M.D. 11, Chandos 
Street, W.l. 

Medical Society of London — II, Chandos Street, W.L 

Medical Women’s Federation — Sec., Miss M. Rew, 9, Clifford Street, W.L 

Medico-Legal Society — 11, Chandos Street, W.L 

Metropolitan Police Surgeons’ Association— Hon. Sec., 174a, Boyson Road, S.E. 17, 
Middlesex Hospital Medical Society — Hon. Sec., Mortimer Street, W.L 
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National Association for the Prevention of Tuberculosis — Tavistock House North, 
Tavistock Square, W.C.l. 

National Medical Union — 11, Chandos Street, W.L 
New Health Society— -Sec., 39, Bedford Square, W.9.I. 

Ophthalmological Society of the United Kingdom — 1, Wimpole Street, W.L 
Pathological Society of Great Britain and Ireland — Sec., University of Cambridge. 
Pharmaceutical Society of Great Britain — 17, Bloomsbury Square, W.C.L 
Physiological Society — Sec., H. E. Roaf, M.D., 8, Arkwright Road, N.W.3. 

Research Defence Society — 11, Chandos Street, W.L 
Royal Institute of Public Health — 23, Queen Square, W.C.L 
Royal Medical Benevolent Fund — 11, Chandos Street, W.L 
Royal Medical Society — Hon. Sec., 7. Melbourne Place, Edinburgh. 

Royal Medico-Psychological Association — -11, Chandos Street, W.L 
Royal Sanitary Institute — 90, Buckingham Palace Road, S.W.l. 

Royal Society of Medicine — 1, Wimpole Street, W.l, incorporated by Royal Charter, 
1834, and Supplemental Charter, 1907, and embracing the following Sections 
Anaesthetics — Children’s Diseases — Clinical — Comparative Medicine — Dermatology 
— Epidemiology and State Medicine — Historical — Laryngology— Medicine — Neuro- 
logy — Obstetrics and Gynaecology — Odontolo, — Ophthalmology — Orthopaedics — • 
Otology — Pathology — Physical Medicine — Psychiatry — Radiology — Surgery (with 
sub-section of Proctology) — Therapeutics and Pharmacology — Tropical Diseases 
and Parasitology — United Services — Urology. 

Royal Society of Tropical Medicine and Hygiene — Manson House, 26, Portland Place, W. 1. 
St. John’s Hospital Dermatological Society • (incorporating the London Dermatological 
Society) — 49, Leicester Square, W.C.2. 

St. Thomas’s Hospital Medical and Physical Society — St. Thomas’s Hospital, S.E.l. 
Society for the Prevention of Venereal Disease — Sec., 6, Holborn Viaduct, E.C.4. 
Society for the Relief of Widows and Orphans of Medical Men— 11, Chandos Street, W.l. 
Society for the Study of Inebriety — Hon. Sec., 19, Park Crescent, Portland Place, W.L 
Society of Medical Officers of Health — 1, Upper Montague Street, W.C.l. 

Tuberculosis Association — Hon. Sec., G. T. Herbert, St. Thomas’s Hospital, S.E.L 
Wellcome Historical Medical Museum — Wellcome Research Institution, 173-193, 
Euston Road, N.W.L 

West Kont Medico-Chirurgical Society — Hon. Sec., Dr. C. J. B. Buchan, “ Ledard ”, 
267, Baring Road, S.E.12. 

West London Medico-Chirurgical Society — West London Hospital, Hammersmith, W.6. 


MEDICAL AND SCIENTIFIC PERIODICALS, Etc. 

Anaesthesia, British Journal of — Quarterly, 10/6 — 34, Cross Street, Manchester. 

Analyst — Monthly, 3/- ; 30/- per annum — W. Heffer & Sons Lim., Cambridge. 

Anatomy, Journal of— Quarterly, 40/- per annum — Cambridge University Press, Fetter 
Lane, E.C.4. 

Annals of Applied Biology — Occasionally, 12/ Cambridge University Press, Fetter 

Lane, E.C.4. 

Annals of Internal Medicine — Monthly, 40/- per annum — 8, Henrietta Street, W.C.2. 

Annals of Surgery — Monthly 6/ Cassell & Co. Lim., La Belle Sauvage, E.C.4. 

Archives of Medical Hydrology — Thrice yearly, at 4/- each — 109, Kingsway, W.C.2. 

Ars Medici — 'Monthly, 16/- per annum — 8, Henrietta Street, W.C.2. 

Bacteriology, Journal of — Monthly 6/—, or 55 /- per vol. — 8, Henrietta Street, W.C.2. 

Better Health — Monthly, 2/6 per annum — 36-38, Whitefriars Street, E.C.4. 

Biochemical Journal— Occasionally, 70/- per volume — Cambridge University Press, 
Fetter Lane, E.C.4. 

Biological Chemistry, Journal of — Monthly, 27/6 per volume — 8, Henrietta St., W.C.2. 

Biology, Quarterly Review of — 27/6 per annum — 8, Henrietta Street, W.C.2. 

Birmingham Medical Review — Quarterly, 3/-; 12/~ per annum. — The Birmingham 
Medical Institute, 154, Great Charles St., Birmingham. (See Advertisement, p, 54). 

Brain — Quarterly 6/~ ; 24/- per annum — Macmillan, St. Martin's Street, W.C.2. 

Bristol Medico-Chirurgical Journal — Quarterly 3/- ; 10/6 per annum — J. W. Arrow- 
smith Ltd., Bristol. (See Advertisement , p, 52.) 

British Food Journal and Hygienic Review — Monthly 9d. ; 10/6 per annum — 22, 

Northumberland Avenue, W.C.2. 

British Health Resorts Association, Official Handbook — Occasionally, 1/ 40 

Gloucester Place, Port-man Square, W 7 .L 

British Journal of Experimental Pathology — Six times per annum for 40/ Lewis, 

138, Gower Street, W.CJ.l. 

British Journal of Physical Medicine — Monthly, 21/- per annum — 17, Fearherstone 
Buildings, W.C.L (See Advertisement , p. 26.) 

British Medical Journal — Weekly 1/3 — B.M.A. House, Tavistock Square, W.C.L 
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Caledonian Medical Journal — -Quarterly 1/6—70, Mitchell Street, Glasgow, O.L 
Cancer, Journal of— Quarterly 2/0 ; 10/6 per annum — Crow Street, Dublin. 

Charing Cross Hospital Gazette — Quarterly, 2/6 per annum — Charing Cross Hospital, 
0 hand os Street, W.C.2. 

Childhood, Archives of Disease in — Six times a year, 25/- per annum —British Medical 
Association, B.M.A. House, Tavistock Square, W.C.l. 

Children’s Diseases, British Journal of — Quarterly 7/6 ; 26/- per annum — Adlard & Son 
Dim., 21, Hart Street, W.C.l. 

Clinical Journal— Monthly 2/6; 26/- per annum — Lewis, 136, Gower Street, W.C.L 
(See Advertisement , p. 36.) 

Clinical Science (incorporating Heart) — Occasionally — 37/6 per vol. — Shaw & Sons 
Lira., 7, Fetter Lane, E.C.4. 

Dental Journal, British — -1st and 15th, 1/- ; 25/- per annum— 23, Russell Square, W.C.L 
Dental Record — Monthly If- ; Brock House, Great Portland Street, W.l. 

Dental Review, British — Monthly — 71-72, Wellington Street, S.E.1S. 

Dental Science and Prosthetics, British Journal of — Monthly 1/-; 10/~ per annum — 
Bale, 83-91, Great Titchfield Street, W.l. 

Dentistry, Preventive— Monthly 1/-— Bale, 83-91, Great Titchfield Street, W.l. 

Dentists’ Register — -Yearly 12/ -Constable, 10, Orange Street, W.C.2. 

Dermatology and Syphilis, British Journal of — Monthly 4/- ; 42/™ per annum — H, K. 
Lewis & Co. Lim„ 136, Gower Street, W.C.l. 

East Riding Medical Journal— Monthly If 61, High Street, Hull. 

Edinburgh Medical Journal— Monthly 4/- net ; 40/- per annum — Oliver & Boyd, 
Tweeddale Court, Edinburgh. 

General Practice — Quarterly, 12/- per annum — 83-91, Great Titchfield Street, W.L 
Glasgow Medical Journal — - Monthly 3/-; 30/- per annum — 70, Mitchell Street, Glasgow. 
Guy’s Hospital Gazette — Fortnightly 9d. ; 10/- per annum — Ash & Co. Urn., Henry 
Street, Bermondsey Street, S.E.L 

Guy’s Hospital Reports — Quarterly, 12/6 — Guy’s Hospital, London, S.E.L 
Helminthology, Journal of- — Quarterly, 26/- vol.- — Keppel Street, W.C.L 

Homoeopathic Journal, British — -Quarterly 6/ -83-91, Great Titchfield Street, W.L 

Hospital, The — Monthly 6d. ; 7/6 per annum— 34, Paternoster Row, E.O.4. 

Hospital Diary, The— Yearly 6/6— G. R. 0. Brook & Co., 27, Old Bond Street, W.L 
(See Advertisement , p. 23.) 

Hospitals Year Book — Yearly 10/- net— Central Bureau of Hospital Information, 12 
Grosvenor Crescent, S.W.l. (See Advertisement , p. 55.) 

Hygiene, Bulletin of — Monthly 2/6 ; 21/-* per annum — Keppel Street, W.C.l. 

Hygiene, Journal of— Quarterly 14/ Cambridge University Press, Fetter Lane, E. 0,4. 

Inebriety, British Journal of— Quarterly 2/6 — BailliMe, 8, Henrietta Street, W.C.2. 
Irish Journal of Medical Science (Official Organ of the Royal Academy of Medicine 
in Ireland) — Monthly 2/6 — Parkgate Printing Works, Dublin. ( See Advt. t p, 48.) 
Irish Medical and Hospital World— Monthly, 7/6 per annum — 268, North Circular 
Road, Dublin. 

Journal of Aviation Medicine— Monthly 7/6 — 8, Henrietta Street, W.C.2. 

Journal of Clinical Pathology — Six times a year for 27/6—8, Henrietta Street, W.C.2. 
Journal of Clinical Research — Quarterly 1/— —Watergate House, York Buildings, 
Adelphi, W.C.2. (See Advertisement , p, i.) 

Journal of Comparative Psychology— Twice monthly, 6/9—8, Henrietta Street, W.C.2. 
Journal of Experimental Biology — Occasionally, 12/6-133-137, Fetter Lane, E.C.4. 
Journal of Immunology — Twice monthly, 6/9 — 8, Henrietta Street, W.C.2. 

Journal of Nutrition- — Six times yearly, 25/— per annum — 8, Henrietta Street, W.C.2. 
Lancet — Weekly, 42/™ per annum — 7, Adam Street, W.C.2. (See Advertisement , p. 47.) 
Laryngology and Otology, Journal of— Monthly 4 /- ; 40/™ por annum— Headley 
Brothers, 109, Kingsway, W.C.2. (See Advertisement , p. 22.) 

Laryngoscope, The— Monthly, 36/— per annum — Baillidro, 8, Henrietta Street, W.C.2. 
Liverpool Medico -Chirurgicai Journal — Twice yearly, 2/6 — Mount Pleasant, Liverpool. 
London Hospital Gazette— Eight times a year, 1 /— — London Hospital Club’s Union, 
Turner Street, E.l. 

Magazine of the London (Royal Free Hospital) School of Medicine for Women — Three 
times yearly, 2/6 per annum— Women’s Printing Society, Brick Street, W.L 
Massage and Medical Gymnastics, Journal of the Chartered Society of — Monthly 6d.~™ 
Tavistock House North, Tavistock Square, W.C.L 

Masseuses and Masseurs, Register of — Yearly 4/ Tavistock House North, W.C.L 

Maternity and Child Welfare-Monthly 6d, ; 5/™ per annum- — Bale, 83-91, Great 
Titchfield Street, W.l. 

Medical Annual — Yearly 20/™ net (17/~ Subscribers) — John Wright & Sons Lim., Bristol. 
Medical Directory- — Yearly 36/- net — Churchill, 40, Gloucester Place, W.L (See 
Advertisement , p. 32.) 

Medical Forum — Monthly 2/™ ; 21/- per annum — 83-91, Great Titchfield Street, W.L 

40 a 
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Medical Officer — Weekly 1/- ; 42/- per annum (and Supplement monthly : The 

Jennerian) — 36-38, Whitefriars Street, E.C.4. (See Advertisement, p. 63.) 

Medical Press and Circular — Weekly 6d . ; 21/— per annum — 8, Henrietta Street* W.C.2, 
(See Advertisement , p. 51 .) 

Medical Register — Yearly 21/ Constable, 10, Orange Street, W.C.2. 

Medical and Dental Students’ Register — Yearly 7/6 — 10, Orange Street, W.C.2. 

Medical Times — 'Monthly 6d. — 8 & 9, St. Alban’s Place, Islington, N.l. 

Medical World — Weekly 1/— ; 52/- per annum — 56, Russell Square, W.C.l. 

Medicine — Quarterly, 27/6 per vol. — 8, Henrietta Street, W.C.2. 

Mental Science, Journal of — Quarterly 7/6 — 40, Gloucester Place, W.l. 

Middlesex Hospital Journal — Six issues, 1/- each — Middlesex Hospital, W.l. 

Midwives’ Roll — Yearly 42/ Spottiswoode, 1, New Street Square, E.C.4. 

National Medical Journal — Quarterly 6d. — National Medical Union, 11, Chandos Street, 
W.l. 

Neurology and Psychiatry, Review of — 30/- per annum — Bristo Place, Edinburgh. 

Neurology and Psychopathology, Journal of — Quarterly 8/6 net ; 30/- per annum— 
British Medical Association, Tavistock Square, W.C.l. 

Newcastle Medical Journal — Quarterly, 2/6 — Strawberry House, Newcastle -on -Tyne. 

Obstetric Journal — Quarterly, 2/6 — 8, St, Peter’s Square, Manchester. 

Obstetrics and Gynaecology of the British Empire, Journal of — Six times a year, 52/6 — 
34, Cross Street, Manchester. 

Occupational Therapy and Rehabilitation — Six issues, 27/6 — 8, Henrietta Street, W.C.2. 

Ophthalmology, British Journal of — -Monthly, 5/— ; 42/- per annum — Geo. Pulman & 
Sons Lini., 24, Thayer Street, W.l. 

Parasitology- — Quarterly 18/6 — Cambridge University Press, Fetter Lane, E.C.4. 

Pathology and Bacteriology, Journal of— Yearly, 60/- per annum — Oliver & Boyd, 
Edinburgh. 

Pharmacology and Experimental Therapeutics, Journal of — Monthly 7/6 — 8, Henrietta 
Street, W.C.2. 

Physiological Abstracts — Monthly, 42/- per vol, — 136, Gower Street, W.C.l. 

Physiology (Experimental), Quarterly Journal of — 42/- per annum — Chas. Griffin & 
Co. Lim., 42, Drury Lane, W.C.2. 

Physiology, Journal of — Quarterly, 30/- per volume — Fetter Lane, E.C.4. 

Post-Graduate Medical Journal — Monthly 6d. — 1, Wimpole Street, W.l. 

Practitioner — Monthly, 4/-; 42/~ per annum — 6 & 8, Bouverie St., E.C.4. (See 
Advertisement, p. 13.) 

Prescriber — Monthly, 2/- ; 20/- per annum— 13, Glencairn Crescent, Edinburgh, W. 
(See Advertisement, p. 26.) • • 

Psycho-analysis, International Journal of — Quarterly, 30/- vol. — 8, Henrietta St., W.C.2. 

Psychology, British Journal of — Quarterly (Medical Section), 30/-; (General Section), 
30/- net per volume — Cambridge University Press, Fetter Lane, E.O.4. 

Public Health — Monthly 2/6 ; 31/6 per annum — 1, Upper Montague Street, W.C.l. 

Quarterly Journal of Medicine — -Quarterly 10/6 ; 35/- per annum — Oxford University 
Press, Amen House, E.C.4. 

Radiology, British Journal of — Monthly 4/- ; 42/- per annum — The British Institute 
of Radiology, 32, Welbeek Street, W.l. 

R.A.M.C., Journal of the — Monthly 2/ Bale, 83-91, Great Titchfield Street, W.l. 

Royal Naval Medical Service, Journal of the — Quarterly 6/- net; 20/- per annum — 
83-91, Great Titchfield Street, W.l, 

Royal Sanitary Institute, Journal of the — Monthly 1/ 12, Long Acre, W.C.2. 

Royal Society of Medicine, Proceedings of the — Monthly 7/6 net ; 105/- per annum — 
Longmans, Green & Co, Lim., 39, Paternoster Row, E.C.4. 

St. Bartholomew’s Hospital Journal — Monthly 9d. ; 7/0 per annum — Students’ Union, 
St. Bartholomew’s Hospital, E.C.l. 

St. Bartholomew’s Hospital Reports — Yearly 21/ 50 a, Albemarle Street, W.l. 

St. George’s Hospital Gazette — Monthly 6d. — 83-91, Great Titchfield Street, W.l. 

St. Mary’s Hospital Gazette — Monthly, 10/— per annum — 58, Porchester Road, W.2. 

St. Thomas’s Hospital Gazette — Six times a year, 7/6 — St. Thomas’s Hospital, S.E.l. 

Serpent, The — Six times a year, 3/6 per annum — University Union, Manchester. 

State Medicine, Journal of — -Monthly 2/ 23, Queen Square, W.C.l, 

Surgery, British Journal of — Quarterly 12/6 net ; 42/- per annum — John Wright & 
Sons Lim., Bristol. (See Advertisement, p. 46.) 

Surgery, Gynecology and Obstetric'^-, and International Abstract of Surgery — Monthly 
7/6 ; 60/- per anp«tn— Baiiliere,-^^ Henrietta Street, W.C.2. 

Transactions of the .Royal Society of Tropical Medicine and Hygiene — Six times a year 
for 35/ YlAnson House, 26, Portland* .R|ace, W.l. 

Tropical Diseases Bulletin — Monthly 2/6; 21/Vner annum — Keppel Street, W.C.l. 

Tropical Medicine and Hygiene, Journal of — Fortnightly 1/6: 30/- per annum — 
Bale, 83-91, Great Titchfield Street, W.L 
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Tropical Medicine and Parasitology, Annals of — Quarterly 7/6 ; 22/6 per annum- 
"university Press, 177, Brownlow Hill, Liverpool. 

Tubercle— Monthly 2/6; 27/6 per annum — 'Bale, 83-91, Croat Titchfiold Street, W.l. 
Tuberculosis, British Journal of — 'Quarterly 2/6 — Bailliere, 8, Henrietta Street, W.C.2. 
(See Advertisement , p. 50.) 

Ulster Medical Journal— Quarterly 5/~ per annum— Official Organ of the Ulster Medical 
Society, the Medical Institute, College Sq. North, Belfast. (See Advertisement, p. 56.) 
University 1 College Hospital Magazine — Oct. to March, 6d. each — Bale, 83-91, Great 
Titohfield Street, W.L 

Urology, British Journal of — Quarterly, 7/6 ; 25/- per annum — Constable, 10 & 12, 
Orange Street, W.C.2. (See Advertisement , p. 49.) 

Urology, Journal of — Monthly 3/9—8, Henrietta Street, W.C.2, 

Venereal Diseases, British Journal of — Quarterly, 6/ 10, Orange Street, W.C.2. 

West London Medical Journal — Quarterly 2/ 83-91, Great Titchfield Street, W.L 


SELECTED MEDICAL 

Artificial Eyes, Limbs and Orthopaedic 
Appliances. 

Desoutter Bros. Lim., 73, Baker Street, 
W.l 

Ferris, J. & E., Lim., 33, Museum Street, 
W.C.L 

Haywood, J. H. Lim., Castle Gate, Not* 
tingham 

Masters, M. & Sons Lim., 240, New Kent 
Rd., S.E.l, 33, Mount Pleasant, Liver- 
pool, and 12, Colston Street, Bristol 
Pache <fc Son, 6, Smallbrook Street, 
Birmingham (Eyes) 

Steeper, Hugh, Lim., Queen Mary’s 
Hospital, Roehampton, S.W.16 
Wilson, W. J. & Co. Lim., 45, Bedford Bow, 
W.C.l 

Bandages and Antiseptic Dressings. 
Grout & Co. Lira., Great Yarmouth and 
35, Wood Street, E.C.2 
Robinson & Sons Lim., Chesterfield 

Bottle Manufacturers and Merchants. 
Beatson, Clark & Co. Lira., Rotherham 

Dietetic Articles (Manufacturers of). 
Garmval Lim., 112, Pembroke Street, N. 
(Waters) 

Corn Products Co. Lim., Bush House, 
Aldwych, W.C.2 

Frorny, Rogeo & Co., Cognac (Brandy) 
Glaxo Laboratories, 66, Osnatmrgh Street, 
N.W.l 

Ingram & Royle Lim., Bangor Wharf, 
45, Belvedere Road, S.E.l (Waters) 
McPherson, John E. & Sons, Sallyport 
Buildings, Newcastle - upon - Tyne 
(Wines) 

Mazawattee Tea Co. Lira., Tower Hill, 
E.C.3 

Montgomerie & Co. Lim., Ibrox, Glasgow 
Munch Lim., Spring Lodge Place, Brad- 
ford 

Schweitzer’s Cocoatina (Fletcher, Fletcher 
& Co. Lim,, Thane Rd., Holloway, N.7) 
Valentine’s Meat-Juice Co., Richmond, 
Virginia, U.S.A. 

Vitalia Lim., 11, Springfield, Upper 
Clapton, E.5 (Meat Juice) 


TRADES DIRECTORY. 

Druggists and Manufacturing Chemists. 

Allen & Hanburys Lim., Bethnal Green, 
E.2, and 37, Lombard Street, E.C.3 
Anglo-French Drug Co. Lim., 11 &. 12, 
Guilford Street, W.C.l 
Bayer Products Lim., Africa House, 
ICings way, W.C.2 

Beattie, Hunter, Monteith Row, Glasgow 
Blythswood Chemical Co. Ltd., 213, West 
Campbell Street, Glasgow, C.2 
Boots Pure Drug Co. Lim.”, Nottingham 
British Colloids Lim., (The Crookes 
Laboratories), Park Royal, N.W.10 
British Drug Houses Lim., Graham Street, 
City Road, London, N.l 
British Organotherapy Co. Lim., 22, 
Golden Square, W.l 

Burroughs Wellcome & Co., Snow Hill 
Buildings, E.C.l 

Clayton Aniline Co. Lim., Pharmaceutical 
Dept,, 40, Southwark Street, S.E.l 
Coates & Cooper Ltd., 94, Clerkenwell 
Road, E.C.l 

Denver Chemical Mfg. Co., 41, St. Ann’s 
Road, E.3 

Duncan, Flockhart & Co., 104-108, Holy- 
rood Road, Edinburgh, and 155-157, 
Farringdon Road, E.C.l 
Evans Sons, Leschor & Webb Lira., 56, 
Hanover Street, Liverpool 
Ferris & Co. Lim., Union Street, Bristol 
Fletcher, Fletcher & Co. Lim., Thane 
Road, Holloway, N.7 
Giles, Schacht Co., Clifton, Bristol 
Gilmont Products Lim., Tileyard Road, 
York Road, N.7 

Glaxo Laboratories, 56, Osnatmrgh Street, 
N.W.l 

Guyot-Guenin & Son, 67, Southwark 
Bridge Road, S.E. 

Hewlett, C. J. & Son Lim., 35-42, Char- 
lotte Street, E.C.2 

Hommel’s Hsematogen and Drug Co., 121, 
Norwood Road, Heme Hill, S.E, 24 
Howards & Sons Lim., Ilford, Essex 
Macfarlan, J. F. & Co., 109, Abbey -hill, 
Edinburgh 

Martindale, W., 12, New Cavendish St., W.l 
Matthews (Stephen) & Co. Ltd., 19-21, 
Farringdon Street, E.C.4 
May & Baker Lim., Battersea, S.W.ll 
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May, Roberts & Co, Lim„, 7-13, Clerken- 
well Road, E.C.l 

Henley & James Lim., 64, Hatton Garden, 
E.C.l 

Modern Pharmacals Lim,, 12, Guilford 
Street, W.C.l 

Napp, H. R. Lim., 3 & 4, Clements Inn, 
W.C.2 

Newbery, F. & Sons Lim., 31-33, Banner 
Street, E.C.l 

Organon Laboratories, 1, Gordon Square, 
W.C.l 

Paines & Byrne Lim., Hilton Road, Peri- 
vale, Middlesex 

Parke, Davis & Co., 50-54, Beak Street, 
Regent Street, W.l 

Petrolagar Laboratories Lim., Braydon 
Road, N.16 

Proseldls Chemical Co., 32, Great Dover 
Street, S.E.l 

Reed & Carnrick (Canada) Lim., Toronto 
Reynolds & Branson Lim., 13, Briggate, 
Leeds 

Roberts & Co., 76, New Bond Street, W.l 
Robertson, John & Co., 24, N.-W, Circus 
Place, Edinburgh 

Saccharin Corporation Lim., 72, Oxford 
Street, W.l 

St. Am and Mfg. Co. Lim., 139, Temple 
Chambers, E.C.4 

Salamon & Co. Lim., Rainham, Essex 
Savory & Moore Lim., 143, New Bond 
Street, W.l 

Sobering Lim., 188-192, High Holborn, 
W.C.l 

Scott <3fc Bowne Ltd., 10 & 11, Stonecutter 
Street, E.C.4 

Southall Bros. & Barclay Lim., Birmingham 
S. P. Charges Co., St. Helens, Lancs. 
Squire & Sons Lim., 413, Oxford St., W.l 
Sumner, R. & Co. Lim., 40, Hanover 
Street, Liverpool 

Thackray, Ohas. F„ Park Street, Leeds, 
and 252, Regent Street, W.L 
Whiff en & Sons Lim., Carnwath Road, 
Fulham, S.W:6 

Willows, Francis, Butler & Thompson Lim., 
73, 75, & 89 a, Shackle well Lane, E.8 
Woolley, Jas., Sons & Co. Lim., Victoria 
Bridge, Manchester 

Wright, Layman & Umney Lim., 66, 
Park' Street, Southwark, S.E.l 
Wyleys Lim., Coventry 

Electro-Medical, X-Ray, and Scientific 
Instrument Makers. 

Broadhurst, Clarkson & Co., 63, Farring- 
don Road, E.C.l 

Davidson, F. & Co., 143-149, Great Port- 
land Street, W.l 

Dean, A. E. & Co., Leigh Place, Brook© 
Street, and 14, Baldwin’s Gardens, 
Holborn, E.C.l 

Dowsing Radiant Heat Co. Lim., Bollo 
Lane, Acton, W.3 

Electro-Medical Supplies, 209 b, Great 
Portland Street, W.l 
Ilford Lim., Ilford, London (X-ray Photo- 
graphic Supplies) 


Kodak Lim. (Medical Dept.), Kingswav, 

W.C.2 

Mottershead & Co., 7, Exchange Street, 
Manchester 

Newton & Wright Lim., 471-474, Hornsey 
Road, N.19 

Watson & Sons (Electro -Medical) Lim., 
“Sumo” House, Parker Street, King-s- 
way, W.C.2 

Opticians. 

Broadhurst, Clarkson & Co., 63, Farring- 
don Road, E.C.l 

Davidson, F, & Go., 143-140, Great Port- 
land Street, W.l 

Keeler, C. Davis, Lim., 47, Wigmore 
Street, W.l 

Printers (Medical). 

Wright, John & Sons Lira,, Stonebridge 
House,, Bristol 

Publishers and Booksellers (Medical). 
Adlard & Son Lim., 21, Hart Street, W.C.l 
Allen (Geo.) & Unwin Lim., 40, Museum 
Street, W.C.l 

Appleton -Century, D., Co. Xnc., 34, Bed- 
ford Street, Covent Garden, W.C.2 
Arnold, Edward & Co., 41 & 43, Maddox 
Street, W.l 

Ash & Co. Lim., Henry Street, Bermond- 
sey Street, S.E. 

Baillfere, Tindall & Cox, 7 & 8, Henrietta 
Street, W.C.2 

Bale, John Sons & Danielsson Lim., 83-91, 
Great Titchfield Street, W.l 
Black, A. & C. Lim., 4-6, Soho Sq„ W.l 
Bryce, Win., 54 & 54a, Lothian St., and 15, 
Teviot Place, Edinburgh (Bookseller) 
Butterworth & Co., Bell Yard, Temple 
Bar, W.C.2 

Cambridge University Press (C. F. Clay), 
133-137, Fetter Lane, E.C.4 
Cassell & Co. Lim,, La Belle Sauvage, 
Ludgate Hill, E.C.4 

Churchill, J. & A., 40, Gloucester Place, 
Portman Square, W.l 
Constable & Go. Lim., 10-12, Orange 
Street, W.C.2 

Cornish Bros. Lim., 39, New Street, 
Birmingham 

Faber & Faber Lim., 24, Russell Square, 
W.C.l 

Fannin & Co. Lim., Grafton Street, Dublin 
(Booksellers) 

Foyle, W. & G. Lim., 119-125, Charing 
Cross Road, W.C.2 (Booksellers) 
Galloway, James, 18, Teviot Place, 
Edinburgh (Bookseller) 

Green, W. & Son Lira., St. Giles Street, 
Edinburgh 

Griffin, Chas. & Co. Lim., 42, Drury Lane, 
Strand, W.C.2 

Heinemann, William (Medical Books) 
Lim., 99, Great Russell Street, W.C.l 
H.M. Stationery Office, Adastral House, 
Kings way, W.C.2 

Homoeopathic Publishing Co., 12a, War- 
wick Lane, E.C.4 
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Kimpton, Henry (Hirschfeld Bros. Lim.), 
263, High Holborn, W.C.l 
Lewis, H. K. & Co. Lim., 130. Gower 
Street, W.C.l 

Lippincott, J. B. Go., 16, John Street, 
Adelphi, W.G.2 

Livingstone, E , & S., 16 &■ 17, Teviot Place, 
Edinburgh, 1 

Longmans, Green & Co. Lim., 39, Pater- 
noster Row, E.C.4 

Macmillan & Co.Lim.,St.Martin’s St., W.C.2 
Murray, John, 50, Albemarle Street ,W.l 
Oliver <& Boyd, Tweeddale Court, Edin- 
burgh 

Oxford Medical Publications (Oxford 
U ni versity Press — Hi i mphrey M i If ord ), 
Amen House, E.C.4 

Putnam’s, G. P. Sons, Lim., 24, Bedford 
Street, W.C.2 

Saunders, W. B. Co., Lim., 7, Grape 
Street, W.C.2 

Scientific Publishing Co., 9, Taltolla Lane, 
Calcutta 

Shaw & Sons Linn, 7-9, Fetter Lane, E.C.4 
Sherratt & Hughes, University .Press, 
34, Cross Street, Manchester 
Simpkin Marshall Lim., Stationers’ Hall 
Court, E.C.4 

Thin, James, 54-56, South Bridge, Edin- 
burgh (Bookseller) 

University of London Press Lim., 17, 
Warwick Square, E.C.4 
Wright, John & Sons Linn, Stonebridge 
House, Bristol (and Printers) ; London 
Depot, Stationers’ Hall Court, E.C.4 

Radium Distributors, 

Derby & Go. Lim., 27, Finsbury Sq., E.G.2 

Shelters for Open-air Treatment. 
Hobson, J. T. «& Co., Bedford. 

Surgical and Medical Instrument and 
Appliance Manufacturers, 

Adam, Rouilly & Co., 18, Fitzroy Street, 
W.l (Human Anatomy, Osteology, etc.) 
Alexander & Fowler, 59a, Pembroke Place, 
Liverpool 

Allen & Hanburys Lim., 48, Wiumoro 
Street, W.l 

Bailey, W. H. & Son Lim., 45, Oxford St., 
W.l, and 2, Rath bone Place, W.l 
Corry, W. J. Linn, 11 a, Duke Street, W.l 
Curtis, H. E, & Son Urn., 7, Mandevillo 
Place, W.l 

Davis & Geek, Inc., 211-221, Duffiold St., 
Brooklyn, New York, U.S.A. (Sutures) 
Dental Manufacturing Co. Lira., Brock 
House, Great Portland Street, W.l 
Down Bros. Lim., 21 & 23, St, Thomas’s 
Street, S.E.l 

Ferris & Co, Lim., Union Street, Bristol 
Frost & Co., Clifton Works, Beeston. 

Notts (Surgical Belts, Overalls, etc.) 
Gardner, J. & Son, 32, Forrest Road, 
Edinburgh, 1 

Gaw, Donald M„ 31, Chapel Walks, Liver- 
pool 

Genito- Urinary Mfg, Co. Lim., 28a, Devon- 
shire Street, W.l 


Trades Directory 

Harding, R. A., 19, Lower Bristol Road, 
Bath (Invalid Chairs and Cars) 
Hawksley T. Lim., 10-12, James Street, 
Oxford Street, W.l 

Haywood, J. H. Lim., Castle Gate, 
Nottingham 

Hewlett, C. J. & Son Lim. , 35-42, Charlotte 

Street, E.C.2 

Hilliard, F. G„ 34, St. Mary’s Place, 
Newcastle-on-Tyne. 

Hilliard, W. B. & Sons, 123, Douglas St. 
Glasgow 

Holborn Surgical Instrument Co. Lim . 
^ 26, Thavies Inn, E.C.l 
Iving, A. Charles, Lim., 34, Devonshire 
Street, W.l 

Masters, M. & Sons Lim., 240, New Kent 
Road, S.E.l 

Mayer & Phelps, 59 * 61, New Cavendish 
Street, W.l 

Medical Supply Association Lim., 167-173 
Gray’s Inn Road, W.C. l 
MiHikin & Lawloy, «7 & 68, Chundos 
Street, W.C.2 

Reynolds & Branson Lim., 13, Briinmto 
Leeds 

Rogers, Frank A., 1, Beaumont Street, 
W.l (Sprays) 

Salmon Ody Linn, 7, New Oxford Street, 

, W .0.1 (Trusses and Foot Supports) 
Salt Son Lim., 7, Cherry St., Birmingham 
Snuth, John & Son (Glasgow) Lim., 26-30, 
Gibson Street, Billhead, Glasgow, W.2 
Standard Surgical Mfg. Co. Lim., West- 
fields Road, North Acton, W.3 
Sumner, R. & Co. Lira., 40, Hanover 
Street, Liverpool 

Surgical Manufacturing Go. Lira., 83-85, 
Mortimer Street, W.l 
Thackray, Chas. F., Park Street, Leeds, 
and 252, Regent Street, W.l 
Weiss, John A Son Lim., 287, Oxford 
Street, W. 1 

Woolley, Jas. Sons & Co. Lim., 76, Deans- 
gato, Manchester 

Young, Arch. & Son Lim., 57-61, Forrest 
Road, Edinburgh 

Transfer Agents, 

London A Northern Medical Transfer 
Agency Li m . , 1 5, Bod fo rd S tree t, S tram 1 , 
W.C.2., and 40, John Dalton Street, 
Manchester. 

The Medical Agency Lira., Dudley House, 
36 -38, Southampton Street,' Strand, 
W.C.2 

Yorkshire Medical Transfer Agency, 
Brown’s Chambers, 63, Great George 
Street, Leeds, 1 

Vaccine Lymph, 

Government Lymph Establishment, at 
Colindale Avenue, The Hyde, N.W.9. 
Lymph is supplied free to Public 
Vaccinators on application to the Clerk. 
Jezmer Institute for Calf Lymph Lim., 77, 

1 Church Road, Battersea, S.W.1I 
Pure Aseptic Calf Lymph. Sold Agents: 
Win. Heinenuimt (Medical Books) Lim., 
99, Great Russell Street, W,C, l 
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for “ADVICE ON INCOME TAX ” post free 
trated Pamphlet : « THE BURDEN OF INCOME TAX T Gratis. 

YOUR burden is OUR business 

1ME TAX CONSULTANTS TO THE MEDICAL PROFESSION 


& HARDY (coSiws) 49, Chancery Lane, London W.C.2 

\ Consultants/ Phone— H Oh B ORN 6689 
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Routine urinary antiseptic 


Bactericidal action* 

penetrative power and 

sedative effect. 



SCHEMING LIMITED, 188/192, High Holborn, LONDON, W.C. 1. 






Mote Book 


636 


MEDICAL ANNUAL 


1934 


JULY. | 

3 

1 8 15 22 29 

M 

2 9 1623 SO 

Tu 

3 10 17 24 SI 

W 

4 11 IS 25 * 

Th 

5 12 19 2;’ * 

F 

6 13 20 27 ’ 

S 

7 14 21 28 * 


1934 


I AUGUST. 1 

S 

• a 12 D 28 

M 

* 6 IS 20 27 

Tu 

* 714 2128 

vv 

1 815 22 29 

Th 

2 9 16 23 30 

F 

3 10 17 24 31 

S 

4 1 1 18 2 '. * 


NEW ILLUSTRATED 

CATALOGUE OF MEDICAL BOOKS 

POST FREE, OH APPLICATION TO 

JOHN WRIGHT & SONS LTD., Publishers, BRISTOL. 






MEDICAL ANNUAL 


637 


Note Book 


1934 1934 


[SEPTEMBER. 

NOTES. 

OCTOBER. 

S 

*2 916 23 30 


S 

* 7 142128 

M 

*3 1017 2-1 * 


iu 

1 81522 20 

Tu 

*411 18 25 * 


Tu 

2 9102381 

W 

*512 10 20 ' 


W 

8 10 17 24 81 

Tli 

* 6 13 20 27 * 


Th 

411 1825 " 

F 

* 7 1 4 21 28 * 


1 h ' 

5 12 192,6 * 

8 

1 18 15 22 20 



G 13 20 2 T * 


* Q'l/'QftYlOTl 3 ana % es ^ c whose action is as 

inescapable as pain itself. 


SCHERING LIMITED, 188/192, High Hdborn, LONDON, W.C.I. 




Note Book 


638 


MEDICAL ANNUAL 




The world-renowned NATURAL Mineral Water 
For GOUT, RHEUMATISM, INDIGESTION, and 
AFFECTIONS of the LIVER and STOMACH. 

See Advertisement, page 644. 
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RAIIUM * 

LET US QUOTE YOU FOR 

1. THE SUPPLY OF RADIUM. 

2. RADIUM CONTAINERS, 

i.e., Needles, Tubes, Applicators, etc. 

3. REDISTRIBUTION AND 
REMOUNTING OF RADIUM. 


WE ARE ALSO BUYERS OF RADIUM FOR 
WHICH YOU HO LONGER HAVE ANY USE. 


We specialise in the Redistribution of 
Radium from Obsolete Containers into 
Containers suitable for Modern Therapy 

; DERBY & CO. LTD. 

27, FINSBURY SQ., LONDON, E.C.2 

Refinery & Assav Office: WEALDS TONE, MIDDLESEX 

l^AAAAAAAAAAAAAAAAAAAAAAAAAAJl 


WRIGHT’S MEDICAL PRACTITIONER’S 

“ CARD INDEX” SYSTEM ^lA c emo Nr 

The Publishers have pre- 
pared a complete “ Card 
Index ” System for Account 
Keeping. The records are 
printed on good-quality 
Cards, and Oak Cabinets 
(one or two-drawer) to hold 
them are supplied. 

1 Drawer, £2 Os. Od. 

2 Drawers, £3 5s. Ot/. 

The System comprises several Stock Cards (8 in. X 5 in.) in different printings and 
rulings to meet varying requirements, and a set of coloured Guide Cards. 

No. 1, Visiting List, Case Record and Prescription Card, ruled for thirty-one days, 
and divided into four quarters. Diagrams on the reverse side assist in keeping clinical 
records, there being space also for notes and prescriptions. Price 65/- per 1000. 

No. 2, The Ledger Card . — -In starting the Ledger Card it is necessary to bring forward 
any amount owing from the last Card or old Ledger. Price 65/- per 1000. 

GUIDE CARDS. — These are supplied in two colours, Pink and Blue, to be easily 
distinguishable from the Visiting and Ledger Cards. Each letter is subdivided by five 
Guide Cards bearing the vowel letter after the capital, and the cards are inserted according 
to the first vowel after the capital letter: — Ball, Edward A., would be placed after Ba; 
Bell, Robt. J., after Be. The price per sei of 118 Guide Cards is 25/- 

Ordinary Guide Cards (without subdivisions ), the set of 23 Letters , 5/-. 

JOHN WRIGHT & SONS Ltd,, Publishers* BRISTOL. 
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POSTAL INFORMATION. 


INLAND LETTERS. 


Not exceeding 2 oz * 1 |d. 

Every additional 2 oz |d. 


POST CARDS. 

Single id. ; Official Reply paid . . . .2d 

PRINTED PAPERS. 

For every 2 oz. up to 2 lb id. 


FOREIGN AND COLONIAL LETTERS. 
British Possessions generally, Egypt, United 
States of America, and Tangier — i|d. first oz. 
and id. each oz. after. 

All other places, 2&d. first oz. and ijd. each 
oz. after. . 

FOREIGN POST CARDS. 

Single lid.; Reply paid 3d. 


ADDRESSES (PRIVATE). 


An Elegant and Effective Preparation for 

Gastrointestinal 
Disturbance complicated 
with Vomiting. 


GILES, SCHACHT & CO., Clifton, Bristol. 





/fN ANTI - RHEUMATIC AGENT which gives 
xJ~* consistently satisfactory results in a high per- 
centage of cases should be of supreme interest to 
the General Practitioner. 

That this is justly claimed for cc CURICONES ” is 
borne out by a large and increasing volume of 
clinical testimony. cc CURICONES/' composed of 
agents possessing a powerful solvent action on uric 
acid and allied substances effectively combined with 
suitable nervine tonics, provide a product which can 
be prescribed with complete confidence in its safety 
in use and prompt therapeutic effect. 


WRITE FOR COPY OF DESCRIPTIVE LITERATURE 
AND CLINICAL TRIAL SUPPLY 

STEPHEN MATTHEWS & CO. LTD. 

Manufacturing Chemists 

19-21 Farringdon Street, LONDON, E.C.4 
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POSTAL INFOS 

NEWSPAPERS. 

Not exceeding 6 oz. .......... . id. per copy. 

Each additional 6 oz. up to 2 lb 


INFORMATION — continued. 

INLAND TELEORAMvS. 

r,pr rnnv For the first 12 words 

and id. for each additional word 

POSTAL ORDERS. 


inland parcels. 

Not exceeding 2 lb 6 d* 

„ „ 5 lb 9*3. 

„ 8 lb is. 

„ „ ii lb is. 3 d. 

REGISTRATION FEE 3 <T 


NURSBS. 

Note whether Midwifery or Sick Nurses, their terms and add re 


6d. np to 2S. 6c 

1. poundage 

..id. 

3S. „ » X 5 S. 



. iid. 

15s. 6d. ,, ,, 21s. 


39 * 

. .2d. 

! INLAND MONEY 

ORDERS. 


Sums not over £3 

£10 

M 

0 

0 

£40 

the charge is 4d. 

6d. 

od. rod. 

IS. 


THE CHARTER OF 

DR. BARNARDO’S HOMES 

“NO DESTITUTE CHILD EVER REFUSED ADMISSION.” 

Head Offices 18-26, STEPNEY CAUSEWAY, LONDON, E. 1. 

See Advertisement , j> x xlviii. 
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O BUY OR SELL 
1EDSCAL PRACTICES 
)R PARTNERSHIPS 


consult 


Medical Men Financed 


this is Do you realise 
important that it is possible 

to borrow the whole of the 
purchase price of a Practice ? 

Write or call for particulars. 
These will only be supplied to 
Members of the Medical Pro- 
fession, Medical Students, or 
Members of the Dental Profession. 


THE YORKSHIRE MEDICAL 
TRANSFER AGENCY 

BROWN’S CHAMBERS, 

63, GREAT GEORGE STREET, LEEDS, I 

Phone 21207 



The world-renowned NATURAL Mineral Water 

(And the other State Springs of Vichy.) 


INDICATIONS 

GASTRIC 

Primary Dyspepsias : 

Hyperpepsia — Intermittent hyperchlorhydria. 
Hypopepsia and apepsia — Dyspepsia arising from 
disturbance of neuro-motility. 

Intermittent pyloric stenosis, not of organic origin. 

Secondary Dyspepsias : 

Arthritic dyspepsia. 

Toxic dyspepsia (gastro-hepatic). 

Dyspepsia due to enteroptosis. 

HEPATIC 

Congestion due to excessive or improper feeding. 
Congestion due to cirrhosis (before the cachectic 
stage). 

The diathetic congestions of diabetic, gouty, and 
obese persons. 

Congestion due to poisoning ‘ (mercury, morphine, 
etc.). 

Toxic congestion (influenza, typhoid fever, etc.). 
Biliary lithiasis. 

MALARIA AND TROPICAL DISEASES 
DIATHESES 

The diabetes of fat people. Arthritic obesity. 
Uricsemia and gout. Rheumatic gout. 

URINARY GRAVEL 




Ml 


CAUTION. — Each bottle from the STATE SPRINGS bears a neck label 
with the word VICHY ETAT and the name of the Sole Agents — 

INGRAM & ROYLE, Ltd. 

Bangor Wharf* 45, Belvedere Road, LONDON, S.E.l. 

And at LIVERPOOL & BRISTOL* 

Samples Free to Members of the Medical Profession . 
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British journal op tuberculosis. Established 1907. Dealing with every medico-sociological 

aspect of the Tuberculosis Problem . . . . . . . . . . . . Bail Hire 30 

British Journal op urology. Established 1929. The only British Urological Journal Constable 49 
Clinical Journal, The. A monthly record of Clinical Medicine and Surgery . . Lewis 30 
Hospital Diary, The. Established 1934 . . . . . . a. R. C. Brook & Co. 23 

HOSPITALS Year Book (Incorporating “Burdett’s Hospitals and Charities,” founded 1890) 

Central Bureau of Hospital Information 33 

IRISH JOURNAL op medical Science. Established 1832. The Official Journal of the Royal 

Academy of Medicine in Ireland . . . . . . . . . . . . , . 48 

Journal of Clinical Research. Reviews and Abstracts of subjects connected with Clinical 
Pathology . . . . . . ■ . , . . . , - The Clinical Research Association 1 

Lancet, The. Established 1823. A Journal of British and Foreign Medicine and Surgery 

Lancet Offices 47 

Laryngology and Otology, The Journal op. Established 1887 . . Headley Brothers 22 

Medical Directory, 1934. Established 1844 . . . . . . . , . , Churchill 32 

Medical Oppicer, The. Established 1908. A weekly record of Public Health and Allied Topics 53 
Me dical Press and Circular. Established 1839. Covers all aspects of the practice of medicine 51 
Practitioner, The. Established 1868. A Journal of Practical Therapeutics . . . . 13 

Prescribes, The. Established 1906. A Review of the Progress of Medical Science . . . . 26 

Ulster Medical Journal. Established 1933. Official Organ of the Ulster Medical Society . . 56 


JOHN WRIGHT AND SONS LTD., PRINTERS AND PUBLISHERS, BRISTOL. 
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PRACIlf lONER 

FOUNDED IN THE YEAR 1868 

Controlling Editor: 

Sir HUMPHRY ROLLESTON, Bart., G.C.V.O., K.C.B., M.D., F.R.C.P. 
Associate Editor: 

R. SCOTT STEVENSON, M.D., F.R.C.S.E. 

T HE PRACTITIONER is a journal 
of practical therapeutics for the 
general practitioner and presents 
from month to month the latest progress 
in medical and surgical treatment, either in 
the form of original articles or as brief 
cc Practical Notes/’ Its convenient form., 
clear type, and excellent paper, combine to 
make it one of the best produced journals 
in the world. Two Special Numbers are 
published annually, and those for 1934 will 
deal with subjects of vital importance to 
every practitioner. 

T HE annual subscription (which includes 
two enlarged Special Numbers) is £2 2s. 
post free to any part of the world. 

SUBSCRIPTION FORM. 

To the General Manager s The Practitioner, 6-8, Bouverie Street, 
Fleet Street, London, E.C.4. 

I enclose remittance , value £2:2:0. Please send to me 
The Practitioner post free for one year. 

Name 


Address . 
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THE BEST FORM 
8F INVESTMENT 
IS INSURANCE 

combining absolute security with 
a net yield of 4% and upwards 
according to age and term, in 
addition to free life insurance. 

Write for full particulars to any Branch or Agent of the 
Society, or direct to the 

NORWICH UNION 

LIFE INSURANCE SOCIETY 

HEAD OFFICE, NORWICH. 


BRITAN 1C 

ASSURANCE COMPANY, LTD. 

(Established 1866 ) 

The new Family Income Policy of the 
Britannic Assurance Company, Ltd. has 
been specially designed for the young 
family man 

Let us send you full particulars 

ALL CLASSES OF LIFE, FIRE AND 
ACCIDENT BUSINESS TRANSACTED 
Enquiries invited 

FUNDS - - - £22,000,000 

Broad St. Corner, Birmingham 
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INDEX TO LIFE ASSURANCE OFFICES. 


A, when Established ; B, C, D. Annual Premiums to Insure £100 on death, with Profits, at the ages of 30 
40, and 50 ; E, Assurance, and Annuity Funds, exclusive of Paid-up Capital ; M, Mutual Offices ; 
P, Proprietary Offices. 

Those marked with an asterisk (*) in the E column have not returned our last form, 
f Not for the present issuing Policies under with Profit tables. 


TITLE, ETC., OF OFFICE. 

A 

. 

B 

C 

D 

E 

African Life Assurance Society, Ltd., River Plate 
House, Finsbury Circus, E.C.2. Sec., M. B. Massey- 
Hicks, F.I.S.A 

1904 

49/- 

67/3 

96/7 

6,182,716 

Alliance Assurance Co. Ltd., Bartholomew Lane, 
E.C.2. Gen. Man., A. Levine . . . . P 

1824 

; 49/1 

65/1 

90/10 

23,451,441 

Atlas Assurance Co. Ltd., 02, Cheapside, E.C.2. 
Gen. Man., C. H. Falloon. Act. and Life Man., 
William Penman .. .. *. P 

3808 

48/1 

63/7 

88/4 

,9,063.920 

Australian Mutual Provident Society, 73-70, King 
William St.. E.C.4. Man. for U.K., A. W. 
Nichoils, A. I. A M 

: 

1849 

48/2 

64/5 

89/10 

86,258,112 

Beacon Insurance Co. Ltd., 142, Edmund St. .Birming- 
ham, 3: Man. Director, H. J. Greening. London 

Office, Insurance House, Kingsway, W.C.2 P 

1883 

43/5 

58/6 

84/1 

3,365,313 

Britannic Assurance Co. Ltd., Life, Fire % Acci- 
dent, and General Insurances, Broad St. Corner. 
Birmingham. Chairman, Jno A. Jefferson, F.I.A. 
Sec.,J. M. Laing, F.I.A., F.F.A. Further particu- 
lars see opposite page . . . . . . P 

1866 

47/9 

64/- 

91/1 

22,000,000 

British Equitable Assurance Co. Ltd., Eastern Entrance, 
Royal Exchange, E.C.3. Man,, Douglas A. 
Coleman . . . . , . . . P 

1854 

46/- 

61/10 

87/3 

1,698,305 

British General Insurance Co. Ltd., 66, Cheapside, 
E.C.2. Man. Dir., Norman M. Walker . . P 

1904 

49/5 

64/10 

90/7 

1,033.749 

f British Widows* Assurance Co. Ltd., 1, Old St., 

E. C.l. Joint Gen. Mans., Robert J. Jamieson and 

F. E. Crabtree .. . . .. P 

1902 




600,274 

Caledonian Insurance Co.. 19, George St., Edin- 
burgh. Gm. Man., F. J. Cameron, F.F.A., F.I.A., 
London (City) Office, 5, Lothbury, E.C.2. Further 
particulars, see page 5 • • . . P 

1805 

48/5 

64/6 

90/7 

7,225,245 

Canada Life Assurance Co., 2, St, James’s Square, 
S.W.l. Man., J. R. Wandless, F.IA .. P 

1847 

48/5 

65/4 

94/2 

44,607,994 

Clerical, Medical, and General Life Assurance Society, 
15, St. James’s Square, S.W.l, and 8* King William 
St., E.C.4. Gen. Man., A. D. Besant. . . P 

1824 

47/6 

65/2 

94/10 

11,293,075 

Colonial Mutual Life Assurance Society Ltd,, 4, 
St. Paul’s Churchyard, E.C.4. Man,, Ernest A. 
Cawdron. Sec., J. S. Gillespie . . . . M 

1873 

48/9 

65/1 

89/10 

14,053.967 

Commercial Union Assurance Co. Ltd., 24, Cornhill, 
E.C.3. Act., H. Brown, B.A., F.I.A. P 

1861 

46/3 

63/3 

93/2 

l 20,600869 

Confederation Life Association (of Canada), Bush 
House, Aldwych, W.C.2, Man., G. T, Varney. P 

1871 

48/- 

64/9 

94/3 

18,910.748 

Co-operative Insurance Society Ltd., 109, Corporation 
Street, Manchester. Man., J. P. Jones . , M 

1867 

47/4 

63/1 

90/1 

5,907.811 

Eagle Star & British Dominions Insurance Co. Ltd., 

. 1, Threadneedle St.. E.C.2. ; Life Dept,, 32. Moor- 
t gate, E.C.2. Man. Dir., Sir Edward M. Mountain, 
Bart., J.P P 

1807 

48/1 

! 

63/10 

89/5 

14,406.143 

Equitable Life Assurance Society, 19, Coleman Sti let, 
E.C.2. Ad. and Man., W. Palin Elderton M 

1762 

54/- 

68/- 

92/- 

8,091 365 

Equity & Law Life Assurance Society, 18, Lincoln’s 
Inn Fields, W.C. Man. and Sec „ A. C. Thorne. 
F.la. P 

1844 

18/10 

64/6 

90/9 

10,656055 
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LIFE ASSUBANCE 


A, when Established ; B, C, D, Annual Premiums to Insure £100 on death, with Profits, at the ages of 30, 
40, and 50 ; E, Assurance and Annuity Funds, exclusive of Paid-up Capital ; M, Mutual Offices ; 
P, Proprietary Offices, 

Those marked with an asterisk (*) in the E column have not returned our last form, 
f Not for the present issuing Policies under with Profit tables. 


TITLE, ETC., OF OFFICE. 

n 

I 

C 

D 

E 

Friends’ Provident & Century Life Office, 7, Leaden- 
hall Street, E.C.3, and 18, Charlotte Square, 
Edinburgh, 2. Gen. Man., Henry J.,Tapscott. Ad. 
and Sec., Alfred Moorhouse, F.I.A. .. M 

1832 

48/- I 

64/3 

89/9 j 

7,307,328 

General Life Assurance Company, General Buildings, 
AIdwych,W.C.2. Gen. Man., S. Norie-Miller P 

1837 

43/2 , 

64/11 

91/3 

2,995,198 

Gresham Life Assurance Society Ltd., 188-190, Fleet 
St., E.C.4. Gen. Man., Alex. Lawson . . P 

1848 

47/6 

62/10 

88/6 

8.780.178 

Guardian Assurance Co. Ltd., 68, King William St., 
and 21, Fleet Street, E.C. Gen. Man., A. G. 
Sweet, Act. and Sec., W. A, Osborne . , P 

1821 

1 

48/10 

64/6 

89/3 

6,785,502 

Law Union and Rock Insurance Co. Ltd., 7, Chancery 
Lane, W.C, Sec., A. H. Shrewsbury .. P 

1806 

48/4 

64/- 

89/10 

10,790,832 

{"Legal & General Assurance Society Ltd., 10, Fleet 
St., E.C. Gen. Man., W. A. Workman, F.I.A. P 

1836 



! 



21,996,441 

Life Association of Scotland, 82, Princes St., Edin- 
burgh^. Man. and Act., R. M. M. Roddick. Sec., 
A. G. R. Brown, London, 28, Bishopsgate, E.C.2. 

1838 

48/11 

64/10 

91/1 

7,195,381 

Liverpool and London and Globe Insurance Co. Ltd., 

1, Dale Street, Liverpool, 2. Gen, Mans., F. J. 
Williams and J. Dyer Simpson. London Office, 
1. Cornhill, E.C.3 P 

1836 

49/10 

65/9 

91/3 

10,661,440 

London & Scottish Assurance Corporation Ltd., 
King William Street House, Arthur Street, E.C.4. 
Man., Frank B. Cooke. Sec., A, G. H. Emslie. P 

1862 

48/9 

64/9 

91/2 

4,908,834 

London Assurance. The, 1, King William St., E.C. 
Act. and Life Man., A. G. Paton, F.I.A. . . P 

1720 

49/- 

64/8 

90/2 

7,123,372 

London Life Association Ltd,, 81, King William St., 
E.C.4. Act. and Man., A. W. Evans, F.I.A. M 

1806 

45/3 

59/™ 

82/- 

23,531,215 

Marine and General Mutual Life Assurance Society, 
48, Fenchurch Street, E.C.3. Act. and Sec., Howard 
T. Cross, F.I.A. , , ,. .. M 

1852 

48/10 

65/- 

91/6 

3,516,992 

Medical Sickness Annuity & Life Assurance Society, 
Ltd., 300. High Holborn, W.C. Man. and Sec., 
Bertram Sutton, F.C.LL .. M 

1884 | 

40/2 

55/3 

80/- 

382,294 

Mutual Life and Citizens’ Assurance Co. Ltd. (of 
Australia), Brettenham Ho., 1, Lancaster Place, 
W.C.2. Man., Alex. S. Sellar, M.A., F.F.A. P 

1886 1 

48/9 

65/3 

89/9 

18.984,887 

National Mutual Life Assurance Society, 33, King St., 
Cheapside, E.C.2. Act. and Man., G. H. Recknell, 
F.I.A., F.F.A. ,. .. M 

1830 

48/4 

63/7 

89/6 

5,460,135 

National Mutual Life Association of Australasia, Ltd., 
5, Cheapside, E.C.2. Man., J. T. Campbell M 

1869 

46/8 

61/6 

87/2 

35,000,000 

National Provident Institution, 48, Gracechurch St., 
E.C.3. ' Act. and Sec., H. E. Melville, F.I.A. M 

1835 

50/2 

66/3 

91/1 

10,917,996 

North British & Mercantile Insurance Co. Ltd., 61, 
Threadneedle St, E.C.2 and 64, Princes St., Edin- 
burgh. Man. Dir., London, Sir A. Worley, Bt, 
C.B.E, Man., Edinburgh, J. E. Bell. . . P 

1809 

49/10 

66/1 

91/11 

32 880,610 

Northern Assurance Go. Ltd., 1, Moorgate, E.C.2. 
Gen. Man., K. K. Peters . . . . . . P 

1836 

49/- 

64/8 

90/10 

7,144,190 

Norwich Union Life Insurance Society, Norwich. 
Gen. Man. and Act., H. G. Wilton. F.I.A. London* 
49, Fleet St., E.C.4. Further particulars see 
Page 14 .. , - . . . . M 

1808 

51/9 

66/6 

92/5 

36,607,864 

Pearl Assurance Co. Ltd., 252. High Holborn. W.C.L 
Joint Man. D’-s., J. Pierce and H. H. Austin, F.I.A. P 

1864 

49/- 

65/- 

92/- 

63,911.669 

Phoenix Assurance Co. Ltd., Phoenix House, King 
William St., E.C., 7, St. James’s Street, S.W.l, and 
187, Fleet Street, E.C .4. Gen. Man., R. Y. Sketch. 
further particulars see page xlvi . , . . P 

1782 

48/10 

64/4 

89/1 

: 

1 16,002 738 
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LIFE ASSURANCE 


A, when Established ; B, C. D, Annual Premiums to Insure £100 on death with Profits, at the ages of 30, 
40, md 50 ; E, Assurance and Annuity Funds, exclusive of Paid-up Capital ; M, Mutual Offices s 
P, Proprietary Offices. 

Those marked with an asterisk ( w ) in the E column have not returned our last form, 
f Includes Guarantee Fund. 


TITLE, ETC., OF OFFICE 

A 

B 

C 

D 

E 

Provident Mutual Life Assurance Association, 25 to 31, 
Moorgate, E.C.2. Man . and Act., C. R. V. Coutts, 
F.I.A. M 

1840 

48/8 

64/8 

90/4 

8,569.412 

Prudential Assurance Co, Ltd., Holborn Bars, E.C.L 
Got. Man., Sir Joseph Burn, K.B.E., F.I.A. P 

1848 

47/- 

64/6 

91/2 

241,728,462 

Refuge Assurance Co. Ltd., Oxford Street, Manchester. 
Man. Dir., J. Proctor Green. Gen. Man., S. G. 
Leigh, F.I.A., London, 133, Strand, W.C. P 

1864 

49/3 

65/9 

91/9 

52,132.523 

Royal Exchange Assurance, Royal Exchange, E.C.3, 
and 44, Pall Mall, S.W.L Act., T. F. Anderson, 
r F.I.A,, F.F.A. P 

1720 

49/- 

64/9 

90/2 

10,521,527 

Royal Insurance Co. Ltd., 1, North John St., Liverpool. 
Gen. Mans., Fi J. Williams and J. D. Simpson. 
London Offices, 24-28, Lombard St., E.C.3. Land. 
Man., F. R. Bellamy . . . . . . P 

1845 

48/- 

64/8 

90/- 

1 24,529,238 

Royal London Mutual Insurance Society Ltd., Fins- 
bury Sq., E.C.2. Chairman and Man. Dir., Alfred 
Skeggs, F.G.I.I. Sec., J. J. Pipe. Act., J. H. 
Duff ell, F. I. A. M 

1861 

| 46/8 

63/9 

91/7 

27,153.025 

Scottish Amicable Life Assurance Society, St, Vincent 
Place, Glasgow. Man. and Act., R. Gordon-Smith. 
Sec., R. Jeffrey. London, 17, Tokenbouse Yard, 
E.C.2. Sec., F. K. Fenton .. .. M 

1826 

50/1 

65/9 

90/6 

10,781.608 

Scottish Equitable Life Assurance Society, 28, St. 
Andrew Square, Edinburgh. Man. and Ad., C. 
Guthrie. Secs., W. R. Mcllvenna, and A. C. Murray. 
London Office, 13, Cornhill, E.C.3. Sec., W. S. 
King . . . . . , . . M 

1831 

50/- 

65/6 

90/6 

10,047,749 

Scottish Life Assurance Co. Ltd., 19, St. Andrew Sq., 
Edinburgh,2. Got, Man., Lewis P. Orr, F.F.A., 
FJR.S.E. London Office. 9, King St., E.C.2. Man., 
Jas. A. Hay . . . „ . . . . P 

1881 

49/5 

I 64/6 

I 90/5 

6,950,436 

Scottish Provident Institution, 6, St. Andrew Square, 
Edinburgh. Man., Sir Robert T. Boothby, K.B.E. 
Joint Secs., A. Graham Donald and C. S. Willis. 
Act., J. R. Armstrong. London Offices, 3, Lombard 
St., E.C.3, 52, Lime St., E.C.3, 56, Chancery Lane, 
W.C.2. and 17, Pall Mall. S.W.L . . M 

1837 

36/7 

51/- 

■ 

75/3 

23.762,898 

Scottish Temperance &, General Assurance Co. Ltd., 
109, St. Vincent St., Glasgow. Man., Wm. Banna- 
tyne, F.F.A. London, 2, 3 & 4, Cheapside. Man., 
C. S. McDonald. (Less 10 per cent to Abstainers ) M 

1883 

48/6 

63/9 

89/10 

6 928,760 

Scottish Union & National Insurance Co., 35, St, 
Andrew Square, Edinburgh, 2. Gen. Man., 
James G. Nicoll. London Office, 5, Walbrook, 
E.C.4. Sec., H. F. Kirrage .. .. P 

1824 

50/- 

65/8 

92/- 

11.115 795 

Scottish Widows* Fund & Life Assurance Society, 
9, St, Andrew Square, Edinburgh. Man. and Act., 
H. G. Sharp, F.F.A., F.I.A. DeP. Man. and Sec., 
E„ V. Townshend. London Offices. 52, Bishops- 
gate, E.C.2, and West End Office, 17, Waterloo Place, 
S.W.L Further. particulars see page Iviii . . M 

1815 

49/4 

65/1 

91/- 

30.071,766 

Southern Life Association, Bush House, Aldwych, 
W.C.2. Man., Thos. Darling . . . . M. 

1891 

46/8 

61/6 

87/2 

5 830457 

Standard Life Assurance Co., 3, George Street, Edin- 
burgh. Man., S. E. Macnaghten. London Offices, 
46, Queen Victoria St., E.C., Sec., A. B. Drayton, 
and 15a, Pall Mall, S.W.L, Sec „ E. V. Goodall M 

1825 

48/5 

64/4 

90/1 

23.516,606 

Sun life Assurance Co. of Canada, 2, 3, & 4, 
Cockspur Street, S.W.L Gen. Man., H. O. Leach. 
Further particulars see opposite page . . P 

1865 

48/5 

65/4 

94/2 I 

119,708.710 
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Is T n a 

3s7 0 

YOU CAN SECURE A GUARANTEED 7 %, 

1 0% OR EVEN MORE, ACCORDING TO AGE 

four private income has been, or is to be, reduced, consider the advantages 
>f an Annuity. Instead of 3^ per cent, you could receive 7 per cent, 10 per 
cent or even more, according to your age The increased income would be 
inteed to you for life, however long you live. All your plans for the future 
1 be made with that in mind. 

Sun Life of Canada is the leading Annuity Company. It specialises in 
aities, and its contracts meet the most widely divergent needs. 

e are now over 12,000 Sun Life of Canada annuitants in the British Isles, 
ed men, widows and others who have suffered serious reduction in income 
nding the best solution to their difficulties in Sun Life of Canada Annuities. 

Write , stating exact age and approximate Capital at disposal t to— 

H. O. LEACH (General Manager) 

SUN LIFE ASSURANCE COMPANY OF CANADA 

(Incorporated in Canada in 1865 as a Limited Company) 

Sun of Canada House, Cockspur Street, London, S.W.l 


NEST TIDSWELL, M.A. (Oxon.), FJFX, 

The Life Assurance Consultant, 

GIVES IMPARTIAL ADVICE. 

LIFE ASSURANCE 

is the only sound investment to-day. 

MAKE 87* PER CENT! 

The State contributes 12$ per cent of your Life Assurance premiums, 
but deducts 25 per cent of your Stock Exchange dividends. 

My advice costs nothing ; and — unlike that of a salaried agent — is impartial. 
It will make your assurance premiums remunerative. 

TO INSURE YOUR LIFE-. TO PURCHASE YOUR HOUSE: 

TO EDUCATE YOUR CHILDREN : TO PROVIDE FOR RETIREMENT : 


Write for Prospectus to 

9, Glasslyn Road, LONDON, N.8. 

Telephone: Mountview 1138. Telegrams: " Verbsatsap, London." 
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LIFE ASSURANCE 


A, when Established ; B, C, D, Annual Premiums to Insure £100 on death, with Profits, at the ages of 30, 
40, and 50 ; E, Assurance and Annuity Funds, exclusive of Paid-up Capital ; M, Mutual Offices ; 
P, Proprietary Offices. 

Those marked with an asterisk (*) in the E column have not returned our last form. 


TITLE. ETC., OF OFFICE. 


Sun Life Assurance Society, 63, Threadneedle Street, 

E. C.2. Gen . Man., Sec., and Ad., R. G. Salmon, 

F. I.A Joint Sec., G. M. Searle, F.LA. Joint 

Act., J. Rietchel, F.I.A. .. .. P 

United Kingdom Provident Institution, 196, Strand, 
W.C.2. Sec. and Act., W. G. Barrett .. M 
University Life Assurance Society, 25, Pail Mali, 
S.W.l. Act. and Sec., J, I. Gopp, F.LA. P 
Wesleyan & General Assurance Society, Life, 
House Purchase, Annuities, Fire and General 
Business, Assurance Buildings, Steelhouse Lane, 
Birmingham. Man. Diredor, A. L. Hunt. Further 
particulars see page 17 ... .. . . M 

Yorkshire Insurance Company Ltd., Chief Offices : 
St. Helen’s Square, York. Yorkshire House, 66-67, 
Cornhill, E.C.3. London Branches , 22 Mincing Lane, 
E.C.3 , 48, Pall Mall, S.W.l ; 49. Sloane Square, 
S.W.l ; 496, Brixton Road, S.W.9 ; 6. Norfolk St., 
Strand, W.C.2 ; 43, Broadway, Stratford, E.15 ; 
551, High Rd., Tottenham, N.17 ; 280, Euston Rd., 
N.W.l. Further particulars see opposite page P 


A 

B 

C 

D 

E 

1810 

49/2 

66/6 

94/2 

34.083,107 

1840 

48/2 

64/2 

89/8 

20,286.180 

1825 

52/- 

68/- 

94/- 

1,367,269 

1841 

49/- 

65/7 

91/9 

11.007,447 

1824 

49/1 

64/9 

91/7 

7,733,267 


41st Year. Strongly Bound, with Pocket, Pencil Case, Flap and Fastener. 

WRIGHT’S Improved VISITING LISTS 

By ROBERT SIMPSON, L.R.C.P., L.R.C.S. 

Great Time^savers^ Patients* Names entered only once a month. 

Form A. Postage 4d. 

No, 1. — 40 patients, 10s.6d. Net. 

2.- 80 11 0 „ 

3.-120 „ 11 6 „ 


Also supplied 
to order with 
)- extra space 
for any special 
months. 


No, 4. — 160 patients, 12s.0cl. Net. 
5.-200 ,, 12 6 „ 


6.-240 


13 0 


Form B (PERPETUAL VISITING LIST)— 12s. Od. Net. Postage U 
The same as A , hut may he commenced at any time and used until filled. 

"THESE Lists save much time and trouble. May be bound with additional leaves 
for any particular month, to meet the requirements of a busy season. The 
dates appear at the bottom as well as at the top of the pages. Ruled in alternate 
colours to guide the eye across the page. May be used as a Day-Book. 

CONTENTS. — Visiting List — Consultants’ Record — Cash Column and Journal on Every 
Page — Cash Accounts after each month — Obstetric Engagements — Vaccination and 
Memorandum — Motor Expenses — Dose Index — Combined Almanac and Utero- 
Gestation Table, with much General Information. 


'* For general medical purposes this diary is in every respect excellent." — Brit. Med. Jour. 


BRISTOL : 


JOHN WRIGHT & SONS LTD. 
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ADVERTISEMENTS 


The JOURNAL OF LARYNGOLOGY 
AND OTOLOGY 

Edited by WALTER HOWARTH 
with the assistance of V. E. NEGUS and F. W. WATKYN-THOMAS . 
Founded in 1887 . Published Monthly. Annual Subscription* £2. 

A FREE SPECIMEN COPY will be sent to any 
Registered Practitioner on application to the Publishers 

HEADLEY BROTHERS, 109 KINGSWAY, LONDON, W.C.2. 


PAPER, 2 s. CLOTH, 3s. NET EACH, 

HYPNOTISM EXPLAINED Impression. 

By ALAN MACEY. Introduction by Hildred Carlill, M . A , * M .D .Can tab . 

“ The work as a whole is a veritable mine of information, and deserves to go far in 
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UNIVERSITY OF LONDON 


The Hospital and Medical School are fully equipped for teaching the 
entire medical curriculum. Students are also prepared for the Pre- 
Medical Examination in Chemistry, Physics, and Biology. 

The West Wing of the Hospital and the Residents’ Block have been 
rebuilt, and the Out-Patient Department has been remodelled. These, 
and other new buildings which are being rapidly constructed, give to 
the Middlesex Hospital and its Medical School, the most modern 
facilities obtainable in Great Britain. 

HOSPITAL APPOINTMENTS 

Thirty-two Resident Appointments are offered annually to students recently qualified. 
In addition. Nine Registrars are also appointed annually. Special Courses for the 

Primary F.R.C.S. Examination 

Starting in FEBRUARY and SEPTEMBER. 


SCHOLARSHIPS AND PRIZES 

Two Entrance Scholarships, of the value of £100 each, and two University Scholar- 
ships in Anatomy and Physiology, value £90 and £60 respectively, open to Students 
of Universities of Oxford and Cambridge who have already passed or completed the 
curriculum for the professional examinations in Anatomy and Physiology, are offered for 
competition at the beginning of the Winter Session. 

Two Broderip Scholarships, of the value of £60 and £40 respectively, are awarded 
every year for proficiency in Clinical Knowledge. 

The Murray Gold Medal and Scholarship (£25), founded in connection with the Univer- 
sity of Aberdeen, is awarded every third year to a Student of the Middlesex Hospital. 

The following are awarded annually : — 

The Helley Prize , value £25 (Clinical Medicine , Surgery and Obstetrics). 

The Lyell Medal and Scholarship, value £55 ( Surgical Anatomy and Practical Surgery ), 
The Leopold Hudson Prize, value 11 guineas ( Surgical Pathology and Bacteriology ). 

The Freeman Scholarship , value £30 ( Obstetric Medicine and Gynaecology). 

Second Year's Exhibition , Value £10 10s. ( Anatomy and Physiology). 

New Zealand Students' Scholarship , the clinical advantages of the Hospital for one year . 
Numerous Class Prizes. 

The Tutors assist all Students, especially those who are preparing for examinations, 
without extra fee ; thus the necessity of obtaining private instruction is obviated. 

Gymnasium* Common Rooms, Restaurant, Squash Rackets* 
Large Athletic Ground. 

The Students’ Clubs include Rugby Football, Association Football, Golf, Cricket, 
Hockey, Sailing, Fencing, etc., etc. 

Full particulars and detailed Prospectus may be obtained on application to : — 

T. IZOD BENNETT, MD., F.R.C.P., 

Dean of the Medical School , 

School Secretary, R. A. FOLEY, F.C.C.S., Middlesex Hospital, London , W .1. 
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St. .John ? s Hospital 

For Diseases of the Skin 

(INCORPORATED) 

IN-PATIENT DEPARTMENT (40 Beds)— 262, UXBRIDGE ROAD, W. 12. 
OFFICES AND OUT-PATIENT DEPARTMENT— 

49, LEICESTER SQUARE, W.C.2. 

OUT-PATIENT ATTENDANCES OVER lOOO A WEEK. 

The OUT - PATIENT DEPARTMENT contains Laboratory, Lecture 
Room, Electrical Department and Medicated Vapour Baths. 

The attendance of the Hon. Medical Staff is as follows : — 
Monday . . 2 p.m. Dr. Griffith 6 p.m. Dr. Dork 

Tuesday . . 2 p.m. Dr. Goldsmith 6 p.m. Dr. Wigley 

Wednesday . . 2 p.m. Dr. Brain 6 p.m. Dr. Dowling 

Thursday . . 2 p.m. Dr. Corsi 6 p.m. Dr. Roxburgh 

Friday . . 2 p.m. Dr. Sibley 6 p.m. Dr, Brain 

Saturday . . 2 p.m. Medical Registrar 

The Hospital is the recognized centre in London for Post-Graduate Study of 
Diseases of the Skin. Teaching is carried out under the auspices of the 

LONDON SCHOOL OF DERMATOLOGY. 

Chairman : Dr. J. M. H. MacLEOD. 

Staff of Lecturers 1 — 

H. W. Barber, m.b., f.r.c.p. . . Guy’s Hospital 

H. T. Barron, m.d., m.r.c.p. . . Westminster Hospital 

S. Ernest Dore, m.d., f.r.c.p. . . St. Thomas’s, Westminster, and St. 

John’s Hospitals 

G. B. Dowling, m.d., m.r.c.p. . . West London & St. John’s Hospitals 

J. A. Drake, m.d., f.r.c.p King’s College Hospital 

W. N. Goldsmith, m.a., M.D.(Camb.), University College and St. John’s 

m.r.c.p. (Lond.) Hospitals 

A. M. H. Gray, c.b.e., m.d., f.r.c.p., 

f.r.c.s, . . . . . . . . University College Hospital 

W. Griffith, m.b,, m.r.c.p. .. .. St. John’s Hospital 

H. D. Haldin-Davis, m.b., m.r.c.p., 

f.r.c.s. . . . . . . . . Royal Free Hospital 

E, Graham Little, m.d., f.r.c.p. . . St. Mary’s Hospital 
H. MacCormac, c.b.e., m.d., f.r.c.p. Middlesex Hospital 
J. M. H. MacLeod, m.d., f.r.c.p. .. Charing Cross & St. John’s Hospitals 
W. j. O’Donovan, o.b.e., m.d. m.r.c.p. 

m.p. . . . . . . . . . . London Hospital [Hospitals 

A. C. Roxburgh, m.d., f.r.c.p. . . St. Bartholomew’s and St. John’s 
H. C. G. Semon, m.d., m.r.c.p. . . Royal Northern Hospital 
W. Knqwsley Sibley, m.d., m.r.c.p. St. John’s Hospital 
M. Sydney Thomson, m.d., m.r.c.p. King’s College Hospital 
A. Whitfield, m.d., f.r.c.p. .. King’s College Hosp. {Con. Physician) 

J. E. M. Wigley, m.b., m.r.c.p. , , Charing Cross & St. John's Hospitals 
Lectures and Demonstrations are given regularly during the Winter and 
Summer Sessions. Instruction is given daily in the Out-Patient Department 
as above. Special classes or individual teaching can be arranged in the Path- 
ological Department. For fees and further particulars apply to the Dean 
or Secretary. 

LEONARD G. R. TURPIN, F.C.C.S., Secndayy, 


b E. M. WIGLEY, MLB., Dean. 
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St. MARY’S HOSPITAL MEDICAL SCHOOL 

(University of London) 

TERMS BEGIN in JANUARY, APRIL, anil OCTOBER. 


EXCEPTIONAL SITUATION. 

The situation of the Hospital and Medical School is unique, for while it is adjacent 
to a large poor district with a population of 500,000, it is also within a few minutes’ 
walk of Kensington Gardens and an extensive residential district, in which students 
can live, and so avoid a daily wearisome journey to and from their work. Recent 
structural alterations include two new operating theatres and 75 additional beds. 

RE-BUILDING OF THE MEDICAL SCHOOL. 

Approximately £250,000 has been spent in re-building the Medical School and 
Laboratories. The New Buildings are now in use. Apart from the Laboratories, 
Class-rooms, and Theatres for all the subjects in the Curriculum, they include a 
Library, Restaurant, Students’ Club, Billiard room, full sized Swimming Bath, 
Squash Rackets Court, Gymnasium, Boxing ring, and an underground Garage for 
fifty Cars. 

SPECIAL CLINICAL FACILITIES, 

The formation of Clinical Units in Medicine and Surgery has been an important 
advance in connection with the Clinical teaching, and this has been further developed 
by the affiliation for teaching purposes of several of the Hospitals in the neighbour- 
hood, bringing up the total number of beds, available for teaching, to 1000. By 
agreement with Queen Charlotte’s Lying-in Hospital, all students of St. Mary’s 
attend a short course of instruction there, without extra fee, before entering upon 
their duties in the Maternity District of St. Mary’s. 

INSTITUTE OF PATHOLOGY AND RESEARCH. 

The Institute of Pathology and Research, under the directorship of Sir Almroth 
Wright, F.R.S., embraces seven departments, the heads of which are members of 
the Honorary Staff of the Hospital. 

RESEARCH STUDENTSHIPS. 

A considerable sum is devoted annually to research, and a part of this is applied 
to the upkeep of Research Scholarships, designed to enable students recently 
qualified to learn the technique of research work. 

ENTRANCE SCHOLARSHIPS. 

All Entrance Scholarships are awarded annually by nominat ion on the lines 
of the Rhodes’ Scholarships. 

The Geraldine Harmswortli Scholarship (£200) open to Oxford or Cambridge 
Students, and other University Scholarships, of the value of £200 each, are awarded 
annually, by nomination, to students of British or Colonial Universities who have 
completed their examination in Anatomy and Physiology. 

APPOINTMENTS AFTER QUALIFICATION. 

Numerous appointments are open to newly qualified members of the Medical 
School. Six House Physicians (eight months). Eight House Surgeons (eight months), 
and Four Resident Obstetric Officers (six months) are appointed annually. Two 
Resident Anesthetists (six months), £150 per annum, Four Casualty House Surgeons 
(six months), £100 per annum, with board and residence. Medical Registrar and 
Surgical Registrar, £200 per annum, with partial board. 

In addition to the above. Five Assistants to the Medical and Surgical Units are 
appointed from time to time, with salaries ranging from £400 to £750 per annum. 

ATHLETIC GROUND. 

The _ Athletic Ground (10 acres) is situated at North Wembley, and can be 
reached in 20 minutes from the Medical School. A large pavilion has been erected 
at a cost of £3,000. 

The Illustrated Prospectus can be obtained from the School Secretary, St. Mary's 
Hospital , Paddington, IT'. 2, 

C. M. WILSON (M.C.), M.D., F.R.C.P., Dean . 
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FOUNDED 

1866 

BEDS 

ss 

Free and Paying 
Patients received 
in both In- and 
Out-Patient De- 
partments. The 
latter is open 
every week-day 
except Saturday, 
at 2 p.m. 


SUPPORTED 

BY 

VOLUNTARY 

CONTRIBUTIONS 


1B8P1T1L 

FOR 

AND 

H LYSIS 

and other diseases of 
the Nervous System 


MAIPA VALE 
LONDON 


INCORPORATED 

1900 


Special Departments : 

Massage and 
Electrical 
Treatment 

X-Ray 

Pathological 

Ear, Nose and 
Throat 

Dental 

Ophthalmic 

Psychological 

Psychiatric 

20 Private Wards 
6 Pay Beds 

EL W. BURLEIGH 

Secretary 


GORDON HOSPITAL FOR RECTAL DISEASES 

VAUXHALL BRIDGE ROAD, LONDON, S.W.l. 

FOUNDED 1884. 35 BEDS. 

Chairman— H. SCOTT BENNINGTON, Esq. Bankers— Messrs, Hoare & Co., 37, Fleet Street 


HONORARY MEDICAL STAFF. 

Consulting Surgeons ,— Edgar Hughes, Esq., F.B.C.S, ; T, Maynard Heath, Esq., M.S., F.B.C.S. 

Surgeons.— C. 3. Ogle, Esq., M.B.C.S. ; W. Ernest Miles, Esq., F.B.C.S. ; Peter L. Daniel, Esq., 
F.B.C.S.; A. Lawrence Abel, Ksq„ M.S„ F.B.C.S. 

Assistant Surgeon.— Eric Crook, Esq,, F.K.C.S. 

Anmthethts,— F. J. Lawson, Esq., M.B. ; Howard Jones, Esq., M.B.; F. do Caine, Esq., M.B. ; 
Bonald Jarman, Esq., M.B.C.S. 

Resident Medical Staff.— One House Burgeon. 

Matron.— Miss P. Stewart. 

Operations Tuesdays, Wednesdays, and Thursdays. The practice of the Hospital is free to 
Medical Men and Students. Out-patients seen on Mondays, Tuesdays, Wednesdays, 'Thursdays, 
and Fridays at ‘J p.m. Tuesdays at 6 p.m. All treatment is free. In-patients pay according 
to their means for maintenance. private WARDS 

A chief feature of the Hospital is to provide for sufferers whose 
means are unequal to the cost of private treatment, and who yet are 
not fit subjects for a Free Hospital. 

Capt. HUBERT F, BEW, Secretary. 


TAUNTON SCHOOL, Taunton 

A PUBLIC SCHOOL FOR BOYS 

Boys are regularly prepared for the Pirst M.B. Examination, University 
Scholarships in Chemistry, Biology, etc. 

Special facilities are offered for the teaching of Chemistry, Physics, Botany, 
and Zoology. 

The Science Buildings contain seven laboratories, two lecture rooms, science 
library, store rooms, etc. Prospectus from Head Master. 
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COUNTY OF LONDON m 


™5 MAODSLEY I0SPITAL 

DENMARK HILL, S.E.S. 

Medical Supl. - EDWARD MAPOTHER, M.D., F.R.C.P., F.R.C.S. 


T HIS HOSPITAL, organized by the London County Council on the lines 
of the combined Neurological and Psychiatric Clinics of the Continent 
and America, represents the first provision of its kind by a public body in this 
country. Its objects are : — 

(a) Research into the pathology and treatment of Nervous and Mental 
Disorders; 

(£>) Instruction of Medical Students, and advanced post-graduate courses 
in Psychological Medicine; 

(c) Facilities for diagnosis of difficult cases; 

(d) TREATMENT of all forms of Nervous Disorders (both organic and 
functional), including early and recoverable forms of mental 
disturbance. 

Admission as in-patients for psychoses is limited to cases of good 
prognosis, or of particular value for research or teaching, except in very special 
cases for diagnosis. 

Approval by the Medical Superintendent is an indispensable preliminary. 
Treatment is entirely on a voluntary basis. Every in-patient is required 
to sign an application form for admission, and is entitled to leave within 
24 hours of notifying desire to do so. Restriction of liberty while in Hospital 
is reduced to a minimum. 

The special features of treatment at this Hospital for mental disturbances 
include (1) Complete absence of association with the certified insane ; (2) 
Careful separation, from admission, of the quiet from restless cases ; (3) A 
Medical Staff sufficiently numerous for modern individual psycho- therapy ; 
(4) All means of physical treatment; (5) The services of eminent specialists 
in various branches of medicine and surgery; (6) The co-operation of a 
Pathological Department under Dr. F. L. Golla, ensuring application of the 
most modern methods ; (7) A very numerous, highly educated, and experienced 
nursing staff, almost entirely women. 

OUT-PATIENTS are seen at 2 p.m. (Men on Mondays and Thursdays, Women 
on Tuesdays and Fridays). The Children’s Clinic is held on Mondays and 
Fridays at 10 a.m. All types of nervous and mental disorder are eligible 
for treatment in this Department. 

IN-PATIENTS : Accommodation includes — 

(a) 194 Beds in wards and separate rooms of the Maudsley Hospital itself. 

( b ) 35 Beds in wards and separate rooms in an Annexe at King’s College 
Hospital. 

(c) 13 Private rooms (for Ladies) in the Maudsley Hospital, with special 

sitting rooms and dietary. 

TERMS : 

(a and b ) £5 a week, but in case of patients with a legal settlement in the 
County of London a less sum may be charged according to means. 

(c) £6 6s* a week. 

All communications should be addressed to the Medical Superintendent .. 

G. H. GATER, 

Clerk of the London County Council. 
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Central London 
Throat, Nose, and Ear Hospital 

GRAY’S INN ROAD, LONDON, W.C.l 

(Close to King’s Cross Stations). 

OUT-PATIENT CLINICS are held daily, during which special attention 
is given to the instruction of Post-Graduate Students. 

CLINICAL ASSIST ANTSHIPS are tenable for periods of three, six or 
twelve months, and Clinical Assistants are expected to attend at least two 
clinics a week, when a table is reserved for them in the Out-Patient Depart- 
ment for the examination of patients. These appointments afford the best 
method of obtaining a satisfactory knowledge of the Speciality. 

Arrangements can always be made to suit the individual requirements 
of those in general practice who may be unable to attend regularly. 

WEEKLY LECTURES by members of Hon. Medical Staff — Fridays, 4 p.m. 

COURSES IN METHODS OF EXAMINATION AND DIAGNOSIS 
are given at frequent intervals. 

SPECIAL INTENSIVE COURSES OF LECTURES AND DEMON- 
STRATIONS are given twice yearly, in May and October. This course 
includes Operative Surgery, Anatomy and Physiology, Peroral Endoscopy, 
and Pathology and Bacteriology Classes, and is especially suitable for Students 
intending to take the Diploma in Laryngology and Otology of the Conjoint 
Examining Board (D.L.O., R.C.P. & S. Eng.). A full syllabus of the routine 
work and of the Intensive Courses may be obtained from the Dean or the 
Secretary- Superintendent. 


Uniuerstfp Hndr 0$ 

(SCOTLAND). 

Chancellor - The Rt. Hon. STANLEY BALDWIN, M.P., P.C., LL.D. 

Hector — G eneral the Rt. Hon. J. 0. SMUTS, P.O., C.H., ICC., F.R.S. 

Vice-Chancellor and Principal - Sir JAMES COLQUHOUN IRVINE, G.B.E., D.Sc., 
LL.D., Sc.D., D.C.L., F.R.S. 

FACULTY OF MEDICINE 

Wean- F. J. CHARTERIS, M.D.) 

The University confers tho following DEGREES AND DIPLOMAS — M. B Ch.B., 
M.l)., Ch.lVL, Ph.D., D.P.H., L.D.S., D.P.D. (all open to men or women). 

SESSION 1933-1931 opened 3rd October, 1933. The whole curriculum may be taken at 
Dundee, or the first two years may be taken in St. Andrews, the remaining three 
in Dundee. 

CLINICAL INSTRUCTION at Dundee Royal Infirmary, and other Medical and 
Surgical Institutions in Dundee. 

BURSARY (Scholarship) Competitions. June annually. Entries clue 7th M'ay. 

RESIDENTIAL ENTRANCE SCHOLARSHIPS FOR MEN. Five or six of £100 
competed for in June. Medical Students are eligible. 

FEES for complete M.R., Ch.B. Course, exclusive of Examination Fees, Hospital 
Fees, etc., £182, Fees for L.D.S., £88 10s. ; Fee for D.P.I)., £25. 

PRELIMINARY EXAMINATION. September and March. Entries due 8th August 
and 7th February. 

RESIDENCE HALLS for Men and Women at St. Andrews ; for Women at Dundee. 

Provision made for POST-GRADUATE STUDY AND RESEARCH. 


Full information may be obtained from the Secretary of the University, 71 North 
Street, St, Andrews; or, the Dean of the Faculty of Medicine, Westlands, 
St. Andrews. 
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QUEEN CHARLOTTE’S MATERNITY HOSPITAL AND 
MIDWIFERY TRAINING SCHOOL 

MARYLEBONE ROAD, IM.W.1 


Consulting Physician: H. Mobley Fletcher, m.d., f u.c.p. 

Consulting Obstetric Surgeons. 

W. S. A. Griffith, m.d., f.ii.c.s., f.r.c.p. T. G. Stevens, m.d., f itc.s., f.c.o.g. 

T. W, Eden, m.d., f.r.c.s., f. r.c.p., f.c.o.g. J. Bright Banister, m.d., f.r.c.s., f.c.o.g, 
a. W , Stabs, m.b„ h.r.c.s. f.r.c.p. 

Consulting Surgeon— Sir T« Crisp English, k.c.m.g., m.b., b.s., f.r.c.s. 

Obstetric Surgeons to In-Patients. 

Aleck W. Bourne, m.b., b.c., f.r.c.s., f.c.o.g. Leonard G. Phillips, m.s., m.b., f.r.c.s. 

Trevor B. Davies, m.d. ,b.s.. f.r.c.s. C. S. Lane Roberts, m.b., m.b., f.r c.s., m.c.o.g. 

Louis C. Bivett, m.a„ m.c., f.r.c.s., m.c.o.g. Leslie H.W. Williams, m.d., m.s,, f.r.c.s., m.c.o.g 

Obstetric Surgeons to Out-Patients. 

G. F. Gibberd, m.b., b.s., f.r.c.s*, m.c.o.g. A. 0. H. Bell, m.b., b.s., f.r c.s., m.c.o.g. 
Physician. 

C. MoMoran Wilson, m.c., m.d., f.r.c.p. 

Assistant Physician. 

T. C. Hunt, d.m. Qxon., m.r.c.p. 

Paediatrician. 

G. Eric C. Pritchard, m.d., f.r.c.p. 

Surgeon. 

C. H. S. FRANKAU, C.B.E., D.S.O., M.B., F.R.C.S. 

Ophthalmic Surgeon. 

F. A. JULER, M B„ F.R.C.S. 


J. D. Camriiook, m.r.c.s., l.r.c.p. 
Medical Officers’ Ante-Natal Dept. 
Gertrude Dearnlf.y, m.d. 

A. Morris Johns, m.d., ch.b. 

Edith M. Hall, m.d., f.r.c.s., m.c.o.g. 
Medical Officer, Infant Consultation Centre. 

A. A. Moncrieff, m.r.c.s., m.r.c.p. 

Hon. Director of Research Laboratories 
and Consulting Bacteriologist. 
Leonard Coihbrook, m.b., b.s. 


Qualified Practitioners and Students are admitted to the Practice of this Hospital. There 
are 130 Beds, and about 2,700 Patients are received annually. In addition to the valuable routine 
work of the Hospital and Ante-Natal and Child Welfare Departments, unusual opportunities are 
afforded of seeing Obstetrical Complications and Operative Midwifery, more than one-half of 
the total admissions being primiparous cases. There are 30 beds at the Isolation Block and 
Research Laboratories at Hammersmith for cases of puerperal fever and puerperal pyrexia. 
Clinical Demonstrations are given by the Staff daily. Certificates awarded as required by the 
various Examining Bodies. The Residential College for Students is opposite the Hospital (with 
which it is in telephonic communication). 

For Rules, Fees, &c., apply to H. B. STOKES, Secretary-Supf. 


KING’S COLLEGE HOSPITAL MEDICAL SCHOOL 

(UNIVERSITY OF LONDON) 

DENMARK HILL, LONDON, S.E.5. 

THE NEW BUILDINGS of the Medical School were opened by H.R.H. Prince George* 
in July, 1933. 

'THE HALL OF RESIDENCE is near to the School. 

THE ATHLETIC GROUND is within 10 minutes’ walk of the Hospital. 

FOURTEEN ENTRANCE SCHOLARSHIPS, total value of £1,530, are awarded annually. 
DENTAL SCHOOL, A full Dental Course is given at King’s Coll. Hospital and King’s College, 


The Calendar, Details of Scholarships, etc., will be sent on application to the Dean, 
J. A. DRAKE, M.D., F.R.C.P., D.P.H. ; or to the Secretary, S. C. RANKER, M.A., 
icing’s College Hospital Medical School, Denmark Hill, London, S.E.5. 


QUEEN MARY'S HOSPITAL 5SS EAST END 

(Founded 1861 ; Incorporated by Royal Charter, 1917 ). 

STRATFORD, LONDON, E.1S 

Patron: HER MAJESTY THE QUEEN. 

President: HIS ROYAL HIGHNESS THE DUKE OP GLOUCESTER, K.G. 
Deputy President: Sir LEONARD LYLE, Bt., J.P. Chairman: T. MAY -SMITH, Esq., J.P, 
Secretary: MAJOR RAPHAEL JACKSON. 

The Poorest of the Poor are treated at this Hospital. Normal Accommodation, 219 Beds. 
Cost of Endowing a Bed, £1000; a Cot, £500. Funds most urgently needed to meet 
current expenditure, and will be gratefully received by W. A. VERNON, Esq., Hon. Treasurer, 
Hawkwell Place, Pembury, Kent, or by the Secretary. 

In-Patients treated, 1932 .. 3,671 Out-Patient Attendances, 1932 .. 157,148 

Accidents treated, 1932 . . 18,967 Ordinary Expenditure, 1932 £47,245 

Income from^ Annual Subscriptions and Invested Property . . £6,261/10/11 

RAPHAEL JACKSON (Major), Secretary. 
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FACULTY OF MEDICINE. 


T HE University affords complete courses of instruction for its own 
examinations, those of the University of London, and those of the 
Conjoint Board, etc., for Medical Degrees or Diplomas, save the 
D.P.H. The Dental Department affords the necessary instruction for the 
Degrees and Diploma of the University and of other examining bodies in 
that subject. 

The University conifers the following Degrees and Diplomas : 

Bachelor of Medicine and Bachelor of Surgery M.B., Ch.B. 
Master of Surgery . . . . .... . . Ch.M. 


Doctor of Medicine 
Doctor of Philosophy 
Bachelor of Dental Surgery 
Master of Dental Surgery . . 
Diploma in. Dental Surgery 
Diploma in Public Health . . 


M.D. 

Ph.D. 

B.D.S. 

M.D.S 

L.D.S. 

D.P.H. 


The early part of the curriculum so interlocks with the curriculum for the 
B.Sc. that the Medical student may without much loss of time take also the 
degree of B.Sc. The whole of the Dental Mechanical work for the Bristol 
Royal Infirmary and the Bristol General Hospital is done in the University 
laboratory by the students, instructed by skilled mechanics. 

CLINICAL WORK is done at the Bristol Royal Infirmary and the 
Bristol General Hospital, which together contain 668 beds. The Bristol 
Royal Hospital for Sick Children and Women (100 beds), the Bristol Eye 
Hospital, the Bristol City and County Asylum, the Bristol City Fever Hospital 
and, by the kind permission of the Health Committee of the Bristol City 
Council, Southmead Infirmary are also open for the clinical instruction of 
students. 

SCHOLARSHIPS. — There are Henry Herbert Wills Science Scholar- 
ships, and a Miriam Badock Entrance Scholarship, available to boys from 
Clifton College, which may be held in the Faculty of Medicine. Students 
from the City of Bristol may, on their merits, receive financial aid from the 
City Scholarship Fund on application to the Director of Education, Guildhall, 
Bristol. Forms of application must be returned to him by April 30th. 

Several Scholarships and Prizes are open to students during their Hospital 
career. 

HOSPITAL APPOINTMENTS open to students after qualification : — 

At the Bristol Royal Infirmary. — Four House Surgeons, one Casualty 
House Surgeon, two House Physicians, one House Physician for Cancer 
Research Wards, one Resident Obstetric Officer, one Ophthalmic and Gynae- 
cological House Surgeon ; one Ear, Nose and Throat House Surgeon ; one 
Assistant to the Senior Resident Medical Officer, who also acts as House 
Surgeon, and House Surgeon to the Skin Department ; and one Dental 
House Surgeon. 

At the Bristol General Hospital. — Senior Resident Medical Officer ; one 
Casualty House Surgeon ; two House Physicians ; two House Surgeons ; one 
Resident Obstetric Officer ; one House Surgeon for Special Departments ; 
one Dental House Surgeon. All these appointments are salaried, with board 
and residence. 


For further particulars and prospectus apply to the Dean of the Faculty 
of Medicine. 
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Citp of Condon Jlaiernitp hospital 

and iKlclrolftrp training School, city road, e.c.i 

Consulting Physician : R. A. YOUNG, Esq., C.B.E., M.D. (Lond.), F.R.C.P. 

), F.R.G.S. 

Consulting f COMYNS BERKELEY, Esq., M.C., M.A., M.D., F.R.C.P. 
Obstetric Surgeons : t EARDLEY HOLLAND, Esq., M.D. (Lond.), F.R.C.P., F.R.C.S. 


Curwnnc - S SIR HUGH M. RIGBY, K.C.V.O., M.S. (Lond. 
Consulting Surgeons, j R# Jo McNEILL LOVE, Esq., F.R.C.S. (Eng.). 


Obstetric Surgeons : 

W. McKIM H. McCULLAGH, Esq., 
D.S.O., M.C. , B.A., M.B., F.R.C.S. 
ARNOLD L. WALKER, Esq., M.A., M.B., 
B.Ch. (Cantab.), F.R.C.S., L.R.C.P. 

R. CHRISTIE BROWN, Esq., M.S. (Durh.), 
F.R.C.S. 

Assistant Obstetric Surgeons : 

R. L. DODDS, Esq., M.B., M.Ch., 
F.R.C.S. (Eng.). 

J. V. O’SULLIVAN, Esq., M.D., M.R.C.P. 

(Lond.), F.R.C.S. (Eng.). 

J. B. BLAIKLEY, Esq., M.B., B.S. (Lond.), 


Physician to the Hospital: 
SYDNEY A. OWEN, Esq., M.D., F.R.C.P 
Pathologist : 

H. C. LUCEY, Esq., M.D., B.S. (Lond.), 
D.P.H. 

Anaesthetists : 

HERBERT CHARLES, Esq., M.R.C.S. 

(Eng.), L.R.C.P. (Lond.). 

HUGH A. RICHARDS, Esq., M.A.(Camb.), 
M.R.C.S. (Eng.), L.R.C.P. (Lond.). 


F.R.C.S. (Eng.). 


Dental Surgeon : 

DESMOND GURE, Esq., L.D.S., R.C.S 
(Eng.). 


Clinical Assistant to Child Welfare Centre : J. D. LEGGE CURRIE, Esq., M.R.C.S., L.R.C.P. 
Resident Medical Officers : (TWO). 


Qualified Practitioners and Medical Students admitted to Hospital 
Practice. 

Pupils trained as Midwives and Monthly Nurses in accordance with 
Central Midwives Board Regulations. Certificates awarded as required 
by Examining Bodies. 

Private Wards for Paying Patients. Maternity Nurses available for Private 
Engagements. Secretary; RALPH B. CANNINGS. 


ROTUNDA HOSPITAL 

DUBLIN 


U PWARDS of 2,000 maternity cases and 1,000 gynaecological intern patients 
are treated in the Hospital during the year. Besides the Hospital there is 
an extern Maternity Department with over 2,000 cases. The routine for 
Students consists of attendance at the Morning Lectures on Midwifery and 
Gynaecology, examination of patients in the Gynaecological Department, attendance 
at operations and all abnormal labour in the Hospital Wards, and conduction of 
labour cases in the intern and extern departments. 

In addition there is a large Antenatal Clinic and an Infants’ Department where 
students are encouraged to attend. The Pathological Laboratory is open to the 
Class, and the X-Ray plant adds greatly to the Hospital. 

Qualified Students are given facilities for following and observing all abnormal 
cases in the hospital or district, and are allowed, so far ns possible, to assist at 
gynaecological operafc i ons. 

The Hospital Courses are always going on during the year, and Students can 
join at any time. The class is limited, therefore it is advisable to register in 
advance. Board and lodging can be obtained in the Hospital, where the living 
quarters are extremely comfortable. 

Extra classes in gynaecological diagnosis and operative midwifery are conducted 
by the Assistants to the Master. 

Fees : One month, £6 6s. * months other than the first, £4 4s. Three months, 
£12 1 2s. L.M. Course, £21. 

The L.M. Certificate is given to fully qualified Practitioners of Medicine on 
examination after six months’ attendance at the Hospital. 


PULL PAUL IO U LARS FROM— 

ANDREW HOPE DAVIDSON, MJD., FJR.C.P.L, Master, Rotunda Hospital* 
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FACULTY OF MEDICINE. 


The University grunts degrees in Medicine, Surgery, Hygiene, Orthopaedic 
Surgery, Dental Surgery, _ and Veterinary Science, also degree of Doctor of 
Philosophy, and Diplomas in Public Health, Tropical Medicine, Tropical Hygiene, 
Veterinary Hygiene, Medical Radiology and Electrology, and a Licence in Dental 
Surgery. Students may also prepare in the University for the examinations of 
other licensing bodies. 

Medical School Buildings.— The buildings of the Medical School are all modem, 
and contain spacious lecture rooms, and well-equipped laboratories and class-rooms 
for the study of all the more important subjects which form the basis of medicine. 
In addition, laboratories are provided for medical research in Biochemistry, 
Tropical Medicine, Physiology, Comparative Pathology, Pathology, Bacteriology, 
Hygiene, and Cytology. 

Hospitals . — The Clinical School consists of four general hospitals— the Royal 
Infirmary, the David Lewis Northern Hospital, the Royal Southern Hospital, and 
the Stanley Hospital; and of five special hospitals: the Eye and Ear Infirmary, 
the Women’s Hospital, Liverpool, the Royal Liverpool Children’s Hospital, St. 
Paul’s Eye Hospital, and Liverpool Maternity Hospital. These hospitals contain 
in all a total of over 1500 beds. 

Fellowships and Scholarships. — Fellowships, Scholarships, and prizes of over 
£1500 are awarded annually. There are also numerous Entrance Scholarships. 
Particulars may be obtained on application. 

The following Prospectuses may be obtained on application to the Registrar: — Medical 
Faculty, School of Tropical Medicine, School of Dental Surgery, School of Veter- 
inary Science, and Diploma in Public Health. 

W. H. WOOD, Dean. 


SCHOOL OF MEDICINE 

OF 

The Royal Colleges, EDINBURGH. 

(FOUNDED 1505.) 


WINTER SESSION, 1933-34, opens 3rd OCTOBER. 
SUMMER SESSION, 1934 , opens 17th APRIL. 


HP HE Lectures qualify for the English and Scottish 
A Universities and other Medical Examining Boards. 

One half of the Qualifying Classes required for graduation 
in the University of Edinburgh may be attended in this 
School. 

The Calendar of the School, giving all necessary infor- 
mation regarding Classes, Fees, and Examinations, will 
be published on September 5th, price 9d. post free, on 
application to the — 

DEAN OF THE SCHOOL, Surgeons’ Hall, Edinburgh. 
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FELLOWSHIP of MEDICINE 

1, WIMPOLE STREET, LONDON, W.l. - - Langham 4266 

Should he consulted regarding all Post- Graduate instruction. 


Annual Membership Subscription (from month of joining), £1 Is. 

SPECIAL COURSES in all subjects arranged !j ROTA OF TEACHERS 
periodically, including Courses for M.R.C.P. jj giving personal Tuition 
and F.R.C.S. (Final). 5? always available. 

The cc POST-GRADUATE MEDICAL JOURNAL giving full details, in 
addition to matter of Clinical and Practical interest , is published monthly . 


UNIVERSITY OF BIRMINGHAM 


rAriTT TV Of? . (Associated with the General, Queen's and 

JTi^UUjLsl I W J-j 9 Special Hospitals lor Clinical Teaching.) 

The University grants Degrees in Medicine, Surgery and Public Health, and a Diploma in Public 
Health ; also Degrees and a Diploma in Dental Surgery. 

The courses of instruction are also adapted to meet the requirements of other Universities and 
Licensing Bodies. SCHOLARSHIPS. EXHIBITIONS AND PRIZES. 

Entrance and other Scholarships and Exhibitions, and various Prizes and Medals are awarded 
annually in the Faculty of Medicine. 

AT7 niTWTIQTPV (University of Birmingham and 
DL/flvUL W JLIJCjIi 1 IO IRI Birmingham Dental Hospital.) 

The School of Dentistry, in conjunction with the General and Queen's Hospitals, affords a complete 
curriculum for the Dental Diplomas and Dental Degrees of the University and all other Licensing 
Bodies. There is a Dental Scholarship of the value of £4(5 17 6 offered annually. 

RESIDENCE FOR UNDERGRADUATES AND OTHER STUDENTS. 

There are Halls of Residence for Men and for Women Students. A Register of approved lodgings is 
also kept by the Secretary of the University. 

For Syllabus and further information apply to the Registrar, or Dr. Stanley Barnes, M.D., 
F.R.C.P., Dean. 


THE WELSH NATIONAL SCHOOL OF MEDICINE 

(UNIVERSITY OF WALES)* 

rpHE Courses of Instruction are held for the Degrees in Medicine and Surgery (M.B., B.Ch.), 
x of the University of Wales, and are open to both sexes. These Courses also comprise the 
instruction necessary for the Degrees and Diplomas of other Licensing Bodies. 

Entrance Scholarships, &e., are available, and a special Prospectus relating to these isissued. 

Hospital Instruction is given at the Cardiff Royal Infirmary ; the City Lodge Hospital, Car- 
diff; Cardiff City Mental Hospital, Whitchurch; the Cardiff City Sanatorium ; the Cefn Mably 
and Gian Ely Hospitals (Tuberculosis) ; and the Prince of Wales’ Hospital (Orthopaedic), Cardiff. 

Full facilities are available for every branch of study. 

Complete Post Graduate Courses of Instruction are also held for the Diploma in Public 
Health, and for the Tuberculous Diseases Diploma of the University of Wales. 

The Buildings of the School are equipped with modern facilities for research in every 
branch of Medicine and Surgery. Post-Graduate Scholarships are available ranging in value 
from £150 to £250 per annum. 

Prospectuses can be obtained on application to the SECRETARY, 

WELSH NATIONAL SCHOOL OF MEDICINE, THE PARADE, CARDIFF. 


Tl)c West End Hospital for Nervous Diseases 

Out-Patient Department - WELBECK STREET, W.l. 

In-Patient Department - GLOUCESTER GATE, REGENT’S PARK, N.W.l. 
{Recognised by the University of London and the Conjoint Board.) 


Special Week-end Short Concentrated Courses for General Practitioners are arranged 
in conjunction with the Fellowship of Medicine, 

The General Practice of the Hospital is conducted daily (Saturdays excepted). 

The Savill Prize (value £15) and Medal is offered biennially for the best thesis on a 
neurological subject submitted by Post-Graduates who have attended the Hospital practice 
on not less than 10 occasions. 


A limited number of appointments as Hon. Clinical Assistants are open to Post-Graduates. 
The Senior and Junior House Physicians are appointed every six months, with remunera' 
tion at the rate of £150 and £100 per annum respectively. 

For particulars of the above apply to C. WORSTER-DROUGHT, M.D., M.R.C.P., Dean, 
or to the SECRETARY OF THE HOSPITAL, at 73, Welbeck Street, W.l. 
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UNIVERSITY OF LONDON 
OPHTHALMIC HOSPITAL MEDICAL SCHOOL 

ROYAL L0ND0I OPHTHALMIC HOSPITAL 

(Moo rfields Eye Hospital), CITY ROAD, E.C.I. 

Qualified Medical Practitioners and Registered Medical Students may enter on the practice of 
tile Royal London Ophthalmic Hospital (Moorfields) at any time, and are on certain conditions 
eligible for appointment as Chief Clinical Assistant, Clinical Assistant, and Junior Assistant. 
Courses of Instruction, extending over a period of five months* begin in October and March: 

1. Practical Refraction Classes. 

2. Methods of examination and use of the 

Ophthalmoscope. 

3. Lectures every after noon on the following 

subjects:— (a) Anatomy, including Em- 
bryology and Normal Histology ; (&) 

Phvsiology; (c) Optics including Physio- 
• logical Optics ; ( d ) Pathology and 

Bacteriology; ( e ) Ophthalmic Medi- 
cine and Surgery, consisting of Medical 
Ophthalmology, External Diseases of 
the Eye, Motor Anomalies and Squint, 

Diseases of the Retina and Optic 
Nerve, Diseases of the Uveal Tract. 

4. Ophthalmoscopic Conditions : A Practical 

Class with Demonstrations each week 
at 5 p.m. 

FEES.— A composition fee of 35 Guineas will admit Students at once to all the lectures and 
classes (except the classes on Physico-Therapy, Slit-Lamp Microscopy, and the Examination 
Fee). 

DIPLOMA IN OPHTHALMIC MEDICINE & SURGERY & OTHER DEGREES IN 
OPHTHALMOLOGY, 

The above complete curriculum Is specially designed to meet the requirements of 
candidates entering for these examinations. 

FEES FOR THE PRACTICE OF THE HOSPITAL: 

Perpetual -£5 5 0; Three to Six Months -£3 3 0; Two Months -£2 20; One Month - £1 1 0 
Clinical work begins at 9 a.m. daily. Operations are performed between 1!) a.m. and 1p.m. 
For further particulars apply to the Secretary to the Medical School, at the Royal London 
Ophthalmic Hospital, City Road, E.C.l; or to the Dean, Charles Goulden, O.B.E., M.D., 

M.Ch., F.R.C.S. 


HSITY of ABERDEEN F ir 

FACT J3L.TY OF MBB1CINE. 

rpHB Degrees in Medicine granted by the University are— Bachelor of Medicine, Bachelor of Sur- 
A gery, Doctor of Medicine, and Master of Surgery. The Degree of Ph.D. is also granted in 
this Faculty. They are conferred after Examination, and only on Students of the University. 
Women are admitted to instruction and graduation on the same footing as men. A Diploma 
in Public Health is conferred (after Examination) on Graduates in Medicine of the University 
of Aberdeen, or of any University whose medical degrees are recognized as qualify ingfor registra- 
tion by the General Medical Council of the United Kingdom. The Faculty of Medicine embraces 
thirteen chairs, and instruction is given in all departments of Medical Science. 

Practical Classes are conducted by the Professors, Lecturers, and Assistants in Laboratories 
furnished with all necessary appliances ; and facilities are afforded to Students and Graduates 
to extend their practical knowledge and to engage in original research. 

Instruction is also given in special departments of Medical Practice by Lecturers appointed 
by the University Court. 

Clinical instruction is obtained in the Royal Infirmary, the Royal Hospital for Sick Children, 
the City (Fever) Hospital, the General Dispensary, Maternity Hospital, Vaccine Institutions, 
Ophthalmic Institutions, and the Royal Mental Hospital. 

Bursaries, Scholarships, Fellowships and Prizes, to the number of 50 and of the Annual Value of 
£1200, may be held by Students in this Faculty. 

The cost of Matriculation, Class, Degree, and Hospital Fees for the whole curriculum is 
approximately £240. 

A Prospectus of the Classes, Fees, &c., may be had on application to the Secretary, and 
full particulars will be found in the University Calendar published by the Aberdeen Univer- 
sity Press Ltd. H. J. BUTCHAHT, Secretary. 

THE ROYAL NATIONAL HOSPITAL 

For CONSUMPTION AND DISEASES OF THE CHEST. 

VENTNOR, ISLE OF WIGHT. 

For early-stage cases, Open-air Treatment is afforded under the most advantageous 
conditions in the Undercliff of the Isle of Wight. All modern methods of investi- 
gation and treatment, both medical and surgical, are available. 

EVERY PATIENT HAS A PRIVATE BEDROOM. 

Terms J£2 a week; with a governor’s Letter of Recommendation. 

Further particulars may be obtained from the Secretary : 

R. N. H. C., IS, Buckingham Street, Strand, W.C.2. 


5. Occasional Lectures on subjects allied 

to Ophthalmology. 

6. Operative Surgery. In these classes 

the usual operations are performed by 
the student upon pigs’ eyes. 

7. Practical Pathology. A Course of 

Demonstrations on the Normal and 
Morbid Histology of the Eye is given by 
the Pathologist in the Laboratory. 

8. Practical Bacteriology. 

9. Classes in Radiography. 

10. Physico-Therapy (Ultra-violet Light 
Diathermy, etc.). 

U, Slit-lamp Microscopy. 
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PLAISTOW HOSPITAL 

LONDON, E.13. 


INSTRU CTION I N FEVERS, etc. 

This Hospital is fully equipped for instruction in infectious diseases. It is 
recognized by the Universities of London, Cambridge, and Oxford, the Royal 
Colleges of Physicians and Surgeons, etc. 

Classes for Medical Students are held on Tuesdays and Fridays through- 
out the year, except in July, August, and September. There is a morning 
class at 10.45 and an afternoon class at 2.15. Fee for a two months’ course, 
three guineas ^ for a three months’ course, four guineas. Special arrange- 
ments made for D.P. H. students. 

Inquiries and applications to join above Courses should be addressed to Ur. 
MacIntyre, Medical Superintendent, Pl&istow Hospital, E.13. The Superintendent 
can also be seen at the Hospital on week-days by appointment. Telephone— 

The Hospital is situated near Upton Park Station, to which “Grangewood,” 
frequent trains run on the District and Midland Railways. 2746. 


THE LING ASSOCIATION SWEDISH H QYMN°STICS 

Founded 1899. Offices : 10, MECKLENBURGH SQUARE, LONDON, W.C.l, 

The Association keeps a list of certified Gymnastic and Games Mistresses and Medical Gym- 
nasts, and publishes “The Journal of Physical Education and School Hygiene”; “Gymnastics 
for Tittle Children ” (J. G, Thulin) ; “ Bildatlas ” (J. G. Thulin) ; Net Ball Rules, 3,\d. ; Rounders 
Rules, 3&&. ; Scandinavian Dances (Series I, II. and III), 3&d. ; Music to Dances, 8icL; Folk 
Dances from many Lauds, Music and Notes, Is.; Easy School Dances, 6d. ; Terminology of 
Swedish Educational Gymnastics, Is. t’d. All post free. 

For these, and Terms of Membership, Price List of further publications, etc., 
applications should be made to THE SECRETARY. 


St. HELEN’S wychwood 

COCKERMOUTH GlRLS’ SCHOOL 


Cumberland 

Principal — 

Miss WHEELER, M.R.SX 
:■ - "An" ‘"j 

j Ideal School for Girls I 
; in the Lake District j 

Recognised as efficient by the Board of 
Education. In an unrivalled situation in 
its own grounds. Graduate staff. Many 
examination successes. Excellent health 
record. _ Easy of access from all parts, 
a few miles from Keswick. Entire charge 
if desired. 

Please send for Prospectus . 

FEES — Economic and Inclusive. 
Telephone — 49. 


OXFORD 

Principals : 

Miss MARGARET LEE, M.A. 
(Oxon.) 

Miss GERALDINE COSTER, 
B.Litt. (Oxon.) 

Recognised by Board of Education , 

Eighty Girls, aged 6 to 18. Development 
of individual character by training in self-dis - 
cipline and right use of freedom, subject to 
old-fashioned standard of courtesy and con- 
sideration for others. Small classes ; large 
resident staff. Sports : Lacrosse, Netball, 
Tennis (one hard, four grass courts). Swim- 
ming, Boating, Riding. Bedrooms single or 
cubicled. Health record exceptional. Train- 
ing for citizenship throughout school. Elder 
girls prepared for Universities and professions. 

List of MEDICAL REFEREES on application. 

Entire charge taken if desired. 
Inclusive Boarding Fees, 150 gns. per annum, 
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UNIVERSI EXAMINATION STAL 

Postal or Oral Preparation Founded 1 lOTlTllTIHM 
for all Medical Examinations' in 1882. lilSI III U I iUll 

SOME SUCCESSES 


M.D.(Lond.), 1901-33 (9 Gold Medallists 1913-33) 383 

SVI.S-Cl-Onci.), 1901-33 (including 4 Gold Medallists)... 22 
M.B.,B.S.(Lond.), Final , 1918-33 (completed exam.) 225 

F.i?«aS.(Eng B ), 1919-33. Primary 152; Final 162 

F.R.G.S.(Edin*), 1918-33 . 57 

M.R.C'P.(Lond.), 1919-33 232 

D»P a H« (various), 1906-33 (completed exam.) 325 

M.R.C.S., L.R.C. P. Final , 1919-33 (completed exam.) 489 
IVI.D. (various), by Thesis. Many Successes. 


Preparation for Medical Preliminary, First and Final Conjoint Board ; 
M.B. (Cantab., etc.); also D.P.M., D.O.M.S., D.T.M. and H„ D.L.O, ; M.M.S.A., 
L.M.S.S.A., etc. Many successes. 


ORAL CLASSES 

M.R.C.P. M.D. First and Final F.R.C.S. F.R.C.S. (Edin.). Final M.B., B.S. and 
M.R.C.S., L.R.C.P. Museum and Microscope Work. Also Private Tuition. 

MEDICAL PROSPECTUS (48 pages) 

sent gratis, along with List of Tutors, etc., on application to the Principal: 

Mr. E. S. WEYMOUTH, M.A., 17, Red Lion Square, LONDON, W.C.1 
Telephone-— Holborn 6313. 


Demy 8vo. 444 pp. 178 Illustrations. 
15s.net; postage 9d. 

MASSAGE 

AW1D 

REMEDIAL EXERCISES 

IN MEDICAL & SURGICAL CONDITIONS 

By NOEL M. TIDY 

Member, C.S.M.M.G. ; Sister-in-Charge 
of the Massage Dept., Princess Mary’s 
Royal Air Force Hospital , Hal ton 

Journal of the C.S.M.M.G. — “ Here 
is a book which will be a real help . Every 
condition which can be treated by physi- 
cal means has been most carefully dealt 
with, giving a great deal of detail of the 
pathology as well as the actual treatment, 
medical, physical, and surgical. The 
illustrations are all extremely clear and 
helpful, the actual photographs of the 
exercises being particularly good.** 

Lancet . — ce A sane and well-balanced 
work which should take its place as a 
valued text-book . . . the application of 
commonsense principles is noteworthy.” 


BRISTOL : 

JOHN WRIGHT& SONS LTD. 

London: SIMPKIN MARSHALL LTD. 


Queen's College 
London, W.l 

Patron : 

HER MAJESTY THE QUEEN 

Visitor : 

The LORD BISHOP of LONDON 

Principal : 

Miss. G. E. HOLLOWAY, B.A. 


The College provides a General Education 
for Girls of all ages and has courses of lectures 
for Advanced Students in Literature, History, 
Modern and Classical Languages, Art, etc. 
Musicianship included in the curriculum for 
Younger Girls. 

Special facilities for the teaching of Science : 
three fully equipped Laboratories. Students 
prepared for all examinations up to and includ- 
ing University Scholarship, First M.B., 
Pre-Medical Conjoint Board, Intermediate 
B.A. and B.Sc. 

Games and Gymnastics, Dancing, Music, 
Painting, Drawing. A one year’s training in 
Secretarial Work and one in Cookery and 
Household Management. To all Resident 
Students ample opportunity is given for visit- 
ing places of interest in and around London. 

Full particulars of College, Preparatory 
School and Residence from the Principal, 
43-47, Harley Street, W.L 
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The 

Royal 


HIS Institute has exceptional facilities to offer for the course of 
instruction for the Diploma in Public Health. The Course can 
be commenced at any time* and provision is made for students 
who can give either whole or part time to the work. The laboratories 
are well equipped and pleasantly situated. 

In the Chemical Department lectures and course of practical instruction 
are given by Alan W. Stewart* D.Sc., A.I.C. The Bacteriological 
Department is under the charge of E. Goodwin Rawlinson* M.D.* 
D.P.H.* where practical instruction in Public Health, Bacteriology* and 
lectures on Immunology are given. The lectures on Sanitary Law* 
Public Health Administration and outdoor work are entrusted to A. E. 
Thomas* M.A.* M.D. (Oxon.)* D.P.H. (Oxon.)* M.O.H. for the Borough 
of Finsbury * C. W. Hutt* M.A.* M.D. (Camb.)* D.P.H. (Oxon.)* 
M.O.H. for the Borough of Holborn* Lecturer on Public Health to 
Charing Cross Hospital Medical School * and Geoffrey E. Oates* 
M.D. (Lond.) (State Medicine), D.P.H. (Camb.), M.O.H. for the Borough 
of Paddington. 

The Acting Principal* E. G. Annis* M.R.C.S.* L.R.C.P.* D.P.H.* 
Barrister-at-Law* will be glad to see intending candidates for the purpose 
of advice. 

The analysis* both chemical and bacteriological* of water* milk* sewage 
effluents* etc.* are undertaken. Facilities are provided for pathological 
examinations and investigations for Medical Practitioners* which include 
the routine examinations of Throat Swabs and Sputa, as well as the Sero- 
logical and Bacteriological examination of blood and preparations of 
vaccines. 

The Colloidal Vanadate test of the blood serum for cancer* together 
with a clinic for the treatment of cancer with an endocrine-gland method* 
has been established. The Aschheim-Zondek Test for pregnancy is 
also carried out in the Pathological Department. 

Further information may be obtained on application to the 
Secretary at the Offices of the Institute — 

23 Queen Square (& Guilford St.), London, W.C.I 

TELEPHONE - TERMINUS 4788, 6206. 
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MENTAL DEFECTIVES of all ages and all grades are admitted into the 

Royal Earlswood Institution 

REDHILL, SURREY 

There, are a few vacancies for those requiring private apartments and special attendants ; 
also for ordinary private patients from £no per annum. 

For the special training of children there are Boys’ and Girls’ Schools ; for Youths, 
there are workshops under skilled masters ; and for those past the educable age, suitable 
occupation is available, if desired. 

For all, there are indoor and outdoor recreations, games and amusements, and resident 
medical supervision. t 

Holidays can be arranged at the Seaside Home belonging to the Institution. 

Meat, milk, eggs, poultry, and vegetables are supplied from the Institution Farm and 
Kitchen Garden of 130 acres. 

Improvable patients for whom full fees cannot be paid, are admitted by a definite 
number of votes of the Subscribers, and part payment towards cost. 

Full information and advice gladly given by : 

Mr. H. STEPHENS, Secretary, 14-16, Ludgate Hill, LONDON, E.C.4. 

G.P.O. Box 163a. Telephone : City 4697, 


nr Hp/fV/lfP f'hilftr&n BOYS of 16 and upwards received at 

or uencaze i^nua ren* dyke house, Methwoia, Brandon, Suffolk. 


Principal; Miss E. M. WALL. 

Medical Adviser ; CHAS. F. HARD IE, M.A., M,B„ B.Ch.(Cantab.). 


The Dr. GARRETT MEMORIAL HOME 
for Convalescent Children 

Min -y -don, Morfa Drive, CONWAY, N. WALES. 

200 beds, 86 open air, ; Unsectarian, Church of England, Roman Catho- 
for Roys and Girls, : He, and Jewish services. Visiting Doctors, and 
from ages 2 to 14, for i full staff of Resident Trained Nurses and Lady 
periods of not less i Attendants. No domestic work done by the 
than three months, i children. Unofficial schools under Head Master. 


Proprietress: Mrs. C. R. M. GARRETT.' Terms: 35/- weekly. 

TELEPHONE - 27 CONWAY . 


Mr. A. C . Schnelle receives Residents and Daily pupils. 
Apply for prospectus to i^Bedford Court Mansions, London,w.c. i 
Telephone: Museum 3665. Established 1905. 
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Tis© '-tv 

Nurses’ CL--::;; nation 

139, EDGWARE ROAD, MARBLE ARCH, W.2 

Established 1912 



Specially trained certificated 
Nurses for Mental and Nerve 
Cases supplied immediately. All 
Nurses are insured under the 
Employers' Liability Act of 1906 



Telegrams : M Psyconurse, Edge, Apply to 

_ London.” PI THE SECRETARY, 

Telephone:' Paddington, 6105. 139, EDGWARE ROAD, W2. 

Superintendent ; Miss Eva R, Crook 


£an$dou>n hospital — 
— and nursing Borne 

Electric Lift RATH 430 ft. above Sea 

Central Heating Ill 

Has special 
arrangements for 

PYRETIC 
TREATMENT 

of 

GOUT, 

RHEUMATISM, 
ARTHRITIS, 

and 

M NEURITIS " 

Fees from 6 Gns. 
Hospital 28s. 

ARRANGEMENTS FOR ALL CLASSES 

Full Particulars on application to Lady superintendent 





SUPERIOR TRAINED AND CAREFULLY SELECTED MALE AND 
FEMALE NURSES FOR ALL CASES 

MEDICAL, SURGICAL, MENTAL, FEWER, 
MATERNITY, MASSAGE, ETC. 

ALL OUR GENERAL TRAINED NURSES ARE STATE REGISTERED 
OUR MENTAL NURSES (MALE AND FEMALE) ARE ALSO FULLY 
QUALIFIED AND CERTIFICATED 
THEY ARE AVAILABLE IMMEDIATELY: DAY OR NIGHT 
TO WORK UNDER MEDICAL SUPERVISION 
Enquiries to : H. S. STURGESS* Secretary ; or the Lady Superintendent. 


Trained Nurses’ Department, 


S TAFFED by CERTIFICATED 
NURSES who have been 
trained at The Retreat lor at 
least three years* and con- 
ducted upon a Co-operative 
basis. Nervous and Mental 
Cases only undertaken* 


The Retreat, York 


aiunuitiitituiiiiiiuiiitimitiiiiitMtiiimtmiitiiiiimiiiiiimiiimiiiiiimtiimmmiuimiiinitiiiiiiHmimmtitiiiiii 

c Uerms £4 : 4 : 0 Weekly 

iiitmtiitnnimimiimiiitiiiiftMiniiiiiitiiiiiiiinitiiiUiiiHimiiiiitiimiiitiiiiiiitiiimifimtimitiiuitttimiiiitiitttiii 

Apply to 

THE MATRON* THE RETREAT, YORK 


HOME for EPILEPTICS, MAGHULL 

(Near LIVERPOOL) 

Chairman : Brig.-Gen. G. Kyffin-Taylor, C.B.E., V.D., D.L. 

Farming and Open-air occupation for Patients. 

A few vacancies in 1st and 2nd class Houses. Fees: 1st class (men only) from £3 per 
week upwards. 2nd class (men and women) 32/- per week. 

For further particulars apply ; C. Edgar Grisewood, Sec., 20 Exchange St, East* Liverpool.2 




Telephone : Welbeck 2728 
Telegrams: “ Assistiamo, London,” 

lil:: 

...... 

— 29 York Street, — 
Baker Street, London, W.l 

Established 33 years. 


Permanent Staff of Resident Male Nurses . 

We supply fully trained male nurses for , 
all cases. Thoroughly experienced men 
with special training for mental work. 

Masseurs supplied for town or country. 



Telephone; Welbeck 2728. 
Telegrams : M Assistiamo, London.” 



Our Nurses are chosen carefully, for their personal 
character, and their suitability for private work. 
They reside on the premises, and are available 
for urgent cases Day or Night. 

(Mrs.) MILLICENT HICKS, Superintendent 
W. J. HICKS, Secretary, 
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C A V E IM D 1 S H mURSES. 

MALE AND FEMALE . 

LONDON: 54 BEAUMONT STREET, W.l. MANCHESTER: 176 OXFORD ROAD. 

t Late 43 New Cavendish St., W.l). 

GLASGOW: 28 WINDSOR TERRAGE. DUBLIN: 23 UPPER BAGGOT ST. 

Telegrams :— <c Tactear, London.” cc Tactear, Manchester:’ 

cc Surgical, Glasgow.” “ Tactear, Dublin.” 

Telephones : — London, 1277 & 1278 Welbeck. Manchester, 3152 Ardwick. 

(Two Lines) _ „ , , , 

Glasgow, 477 Douglas. Dublin, 531 Ballsbrxdge. 

Superior trained Male Nurses for Medical, Surgical, Mental, Dipsomania, 
Travelling, and all cases. Nurses reside on the premises, and are always 
ready for urgent calls Day or Night. Skilled Masseurs and Good Valet 
attendants supplied. 

Terms from £3 3s. Apply, The SECRETARY OR LADY SUPERINTENDENT. 



Capacity for treating over 
4,000 Patients a week* 

Open from 2-9 p.m. daily. 


Facilities for treatment by Light and Diathermy, and other 
forms of Electro-Therapy, for persons of small means. 
Patients only receive treatment on a Doctor’s recommenda- 
tion. Only those whose income is less than £450 are eligible. 


Training Courses for Nurses, extending over four months, are conducted, in Electro- 
Therapy and Ray-Therapy, comprising Medical Electricity, Diathermy, and Light. These 
Courses begin in January, May, and September. Lectures and Demonstrations by Sir 
Robert Stanton Woods, Dr. John Eyre, Dr. Nathaniel Lucas, and Dr. William Beaumont. 


FOR PARTICULARS APPLY HON. SECRETARY ABOVE ADDRESS. 


SWEDISH Institute & Clinique 

(Founded For MEDICAL GYMNASTICS, "Phone : 

im.) MASSAGE and ELECTRICITY, West 1010. 

108, CROMWELL RD., LONDON, S.W.7 

T'HE courses of training extend over eighteen months or two years, and include instruction in all 
L subjects required by the syllabus of the best Swedish Schools, with the addition of Medical 
Electricity. Students are prepared for the Examinations in Massage, Swedish Medical Exercises, 
and Electricity of the Chartered Society of Massage and Medical Gymnastics. 

The training also includes practical work in the Out- and In-Patient, Electrical and Orthopaedic 
Departments of St. Mary’s Hospital. 

No difficulty has been experienced in finding private and hospital work for qualified Students. 
Special terms will be made for Nurses. Resident and Non-Resident Pupils received. 
Sessions s- JANUARY, APRiL P and SEPTEMBER, 


INVALID TRANSPORT SERVICE. 


REMOVAL OF SICK AND INVALIDS 
By up-to-date Ambulance and Expert Attendants. 

ESTIMATES FREE. 

London , Gt. Britain, or Abroad - Road, Rail, Air 
Superintendent - St. John’s Gate, LONDON, E.C.i. 
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THE ROYAL SCOTTISH NATIONAL INSTITUTION, 

LARBERT, STIRLINGSHIRE 


LARBEBT HOUSE 

This Institution, founded in 1802, now provides a boarding school for 560 pupils of both sexes, of all 
grades of mental defect and of any social position. The Directors have now acquired Larbert House, 
a mansion situated on high ground a mile from Larbert station (L.M.S.) and have made provision for 
a limited number of defectives certified under the Mental Deficiency and Lunacy (Scotland) Act, 191-5. 
Particulars can be obtained from the Resident Medical Superintendent, R. D. CLARKSON, M.D., 
P.R.C.P. Edin. Inclusive Terms, £150 per annum upwards, according to requirements. 


Portsmouth City Mental Hospital 

I Accommodation is provided for the reception of j| 
PRIVATE PATIENTS of both sexes in three de- I 
tached Villas, which are healthily and pleasantly I 
situated in extensive grounds with sea views p 


Charges from 3 gns. weekly, including all nec®ssaries except clothing. Apply to 
theMedical Superintendent and Res. Physician, Thos. Beaton, o.b.e., m.d., f.r.c.p. 


Bishopstone House ? Bedford 

PRIVATE HOME for MENTALLY AFFLICTED LADIES, 

under Certificate or Voluntary Patients. 

Apply, Medical Officer or Matron. Telephone : 2708. 

For Scale of Charges for Advertisements , apply to The Advertisement Manager s 
JOHN WRIGHT & SONS LTD., 

“ The MEDICAL ANNUAL M Offices, Stonebridge House , BRISTOL , 
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HOME FOR FEEBLE-MINDED, 

THE ROTAL ALBERT INSTITUTION, LANCASTER. 


The ROYAL ALBERT INSTITUTION is a Home for the Care, Education and Training of 
the Improvable Feeble-Minded, with accommodation for 825 cases. The Institution was 
founded in 1864. and is certified under the Mental Deficiency Act. 

Terms; 1. Private Patients of either sex are admitted from any part of the country 
at rates varying from 80 to 250 guineas per annum. Full particulars on 
application. 

2. Applicants resident in the associated area of the Seven Northern Counties of 
England, for whom the full rate of 80 guineas cannot be offered, may be 
admitted either free by election, or at reduced rates ranging from 40 guineas 
per annum upwards. Election candidates must be between six and twenty- 
one years of age. 


BRUNTON HOUSE : A Private Establishment for Males. 

BRUNTQN HOUSE combines home comforts with all the advantages of a large Institution 
under responsible management, It is easily accessible from Lancaster, overlooks Morecambe 
Bay, and possesses extensive gardens and grounds, with tennis and croquet lawns. Varied 
scholastic and manual instruction. Individual attention is given to the pupils by an 
experienced staff under the Medical Superintendent and Resident Matron. 

SAMUEL KEIR, Secretary. 


STOKE PARK COLONY 

STAPLETON, BRISTOL, 



PATIENTS not exceeding 992 Females or 730 Males. 


Managers : The Incorporation of National Institutions 

for Persons requiring Care and Control (Class JL) 


EPILEPSY. THE DAVID LEWIS COLONY. 

Solely for the benefit of Sane Epileptics; stands in its own grounds of nearly 180 acres, and is 
situated in a beautiful part of Cheshire, two and a half miles from Alderley Edge Station, and 
fourteen miles from Manchester. Electric light throughout. The Colony system ensures for 
those who have Epilepsy the social life and employment best suited to their needs. 

TERMS, FOR MIDDLE AND UPPER CLASS PATIENTS' FROM 42s. A WEEK 
UPWARDS, according to accommodation and requirements. 

For -Further information apply to the MEDICAL SUPERINTENDENT, 
Warford, near Alderley Edgre, Cheshire. 

School for Epileptic Children 

BOYS and GIRLS at the COLTHURST HOUSES, 
WAMFORB, Near ALBERLBY EDGE. 

Under the Management of the Committee of the David Lexvis Colony. 

Home life, Medical Care, and suitable Education for Boys and Girls subject 

to Epilepsy. 

Full particulars may be obtained from the MEDICAL SUPT., The Colony, ALDERLEY EDGE* 
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(ST. LUKE’S FOUNDATION 1751) 

WOODSIDE 

HOSPITAL 

WOODSIDE AVENUE, MUSWELL HILL, 
LONDON, N.io 

For Psycho - and Physio-Therapy of Functional Nervous 

Disorders 


Equipped with latest appliances for Hydro- and 
Electro -therapy ; also X-ray, Dental Surgery, and 
Research Laboratories. For further particulars apply 
to the Physician in Charge at the Hospital. 


telephone: tudor 4211 



This Nursing Home is situated at Sunninghill in beautiful 
surroundings amid the pine trees. It stands 500 feet above sea 
level. Full Nursing Staff. Wireless headphones throughout. 
Convalescent and rest cases taken. Terms 3 to 4 guineas a week. 
One hour by road or rail from London. 

For full particulars apply to the Secretary : Telephone : 

FARMWOOD, SUNNINGHILL, ASCOT 519 Ascot 
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PERTH 

Chairman : The Right Horn. THE EARL OF MANSFIELD 

For the treatment of Neuropathic and Psycho- 
pathic Disorders. Certified patients not received. 

Inclusive rates from 8 guineas weekly* Particulars on application . 
Physician Superintendent ; W. D. CHAMBERS, M.A., M.D., F.R.C.P.E. 

The Archer Nerve Training Colony 

LANGLEY RIS E, LTD. KING’S LAN GLEY, HERTS. 

S TARTED 30 years ago by the late Mrs. Witxiam Archer, exists for the special 
treatment of FUNCTIONAL NERYOTJS DISORDERS by means of a system of 
Relaxation correlated with training in Nerve Control. Home life in numerous 
houses in charming grounds ; 20 miles from London ; chalets for resting, which is 
a special feature. Eurhythmies, Voice Production, Music, Dancing, &c. Medical 
report required for admission, except in cases of Rest Cures. 

Telephone and Telegrams •• King’s Langley 7510. 

Town Centre. Classes and treatments in the art of Relaxation can also be obtained 
at the Frances Archer Centre, 22, Upper Gloucester Place, N.W.l (near Baker Street 
Station), on Wednesdays and Saturdays from 10-1 p.m. and 2-5.30 p.m. 

Telephone: Ambassador 2864, All applications to The Secretary, King’s Langley. 


OXHEY GROVE 

HATCH END, MIDDLESEX 

A NURSING HOME for EARLY MENTAL CONDITIONS IN BOTH 
SEXES ; twelve miles from Marble Arch. Resident Physician ; visiting 
Pathologist ; Psychotherapeutic treatment, occupation and recreation . 
Fees : 5 to 12 guineas. Full particulars from The Secretary, 

Telephone : Hatch End 368. 

BOWDEN HOUSE 

Harrow-on-the-Hill 

A Nursing Home (opened in 1911) for the investigation and treatment of 
functional nervous disorders of all types. No cases under certificate. Thorough 
clinical and pathological examinations. Psychotherapeutic treatment, occu- 
pation and recreation as suited to the individual case. 

Particulars from the Medical Superintendent . r Tefegrams nd } 10X1. 

“ NORMANSFIELD.” 

A Private Establishment for the care and training of the 

MENTALLY DEFICIENT. 

Patients of either sex, including quite young children, received. 

Separate houses for the slighter grades of defect. 

For Particulars apply to— - 

DR, LANODON-DOWN, Medical Superintendent, T EDDINGTON. 
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Functional Nervous Disorders 

Alcoholism and Drag Addiction. 

Board of Management — 

Chairman : 

The Right Hon. the Right Rev. The Lord Bishop of London. 
Medical Representatives : 

Sir William H. Wilcox, K.C.I.E., C.B., C.M.G., AID., F.R.C.P. 
Sir James Purves-Stewart, K.C.M.G., C.B., M.D., F.R.C.P. 

CALDECOTE HALL, NUNEATON 

Resident Medical Superintendent: 

Dr. A. E. Carver, M.A., M.D., D.P.M. 

Fees from 6 Guineas. 

GRANTS TOWARDS FEES IN SPECIAL CASES 

Illustrated Brochure free from the Secretary — 

40, MARSHAM STREET, WESTMINSTER. LONDON. S.W. 1. 


ALCOHOLISM AND DRUG ADDICTIONS 


NORWOOD SANATORIUM LTD. 



Rendlesham Hall, Woodbridge, Suffolk 


Rendlesham Hall, 
Wo© dibridge, 
Suffolk 

Railway Station : 

Wickham Market , 

Telephone and Telegrams : 

Wickham Market 16 

(Toll Call from London) 


Write or Telephone to the 
MEDICAL SUPERINTENDENT 
for Illustrated Prospectus, etc. 
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SANATORIA I J : ITEAl DEDURTIL 

FOUNDED BY SABOURIN. Telephone ; Clermont-Ferrand 6-63. 

DURTOL (Puy-de-Dome)^ FRANCE 

Affections Treated - PULMONARY TUBERCULOSIS 


SITUATION. — Altitude 1700 ft. Climatic station. The valley of Durtol 
is surrounded by pine-covered hills* and lies on a very porous black 
sand* with no watercourse in the neighbourhood. Well sheltered from 
winds. Receives a maximum of sunshine. 

FACILITIES. — 90 rooms. Clinical Pavilion, with lift for chronic invalids. 
Modem apparatus. 

TARIFF. — 55 to 75 fr. per day j* Director ; Dr. Paul Labesse. 

with medical attention. i j Deputy Physician : Dr. Jean Bresson. 

THREE RESIDENT DOCTORS ? : 


CHATEAU des FLEURS 

VENCE (Alpes-Maritimes), FRANCE. 

Especially ©Quipped for the Treatment of all Pulmonary Affections. 

Radiography, Pneumothorax, Phrenicectomy, Chemical and Bacteriological 

Laboratory. 

Resident Doctor (English-speaking), Qualified Nursing Staff, day and night. 

SITUATION. The climate of VENCE is mild and equable, enjoying the maximum of 
sunshine for which the Riviera is renowned. Built in 1931-32 and fitted throughout 
with latest modern conveniences, this Hotel stands in its private park of 12 acres, on 
the southern slopes of the Alpes-Maritimes, sheltered from winds by the higher peaks 
of that range. 

TARIFF. From 60 francs per day (room, meals, medical attendance); for persons 
accompanying invalids, from 55 francs per day. 

ACCESSIBILITY. Book to NICE, thence by motor-coach to VENCE (18 miles), or 
Hotel-car will meet trains on request. 

ENQUIRIES. Director, Societe Climatique & Thermal© de VENCE (A.-M.), FRANCE. 


PARK SANATORIUM 

(formerly SANATORIUM TURBAN) 

DAVOS-PLATZ, SWITZERLAND. 


First-class House, 5150 ft. above sea-level. Large park 
and wood belonging to the Sanatorium. Terms for board 
and residence, including room, medical treatment, etc., from 

Fsrs. 1? per day. Prospectus. 

Medical Superintendent - F. BAUER, M.D. 
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Children’s Sanatorium and (Br “ nchof . the 

■ ■■ ■ ^ National 

FI • 1 a ® 1 4 • (T* 1 1 Children's Home 

Residential Open-Air bcliool and orphanage, 

_ " nT " founded in 1 869 by 

HARPENDEN. Dr. Stephenson.) 

’THE SANATORIUM is designed primarily to meet the needs of destitute and 
1 otherwise unfortunate children under the care of the National Children’s Home 
and Orphanage, but outside cases are occasionally received when beds are available. 
LOCAL HEALTH AUTHORITIES PLEASE NOTE. 

Local Health Authorities, Tuberculosis Officers, and others are 
Invited to note that certain beds are available for their use 
by arrangement with the Principal. Particulars on application. 

The Sanatorium has been approved by the Local Government Board, and the 
Residential Open-Air School is conducted under the supervision of the Board 
of Education. 

£100 will name a cot at the Sanatorium. 

£50 wllleupport a child for a year. 

£5 will clothe a child for a year. 

The Sanatorium is open to Visitors at all convenient hours. Harpcnden is on 
the L.M.S. Main Line and is easily reached from London (St. Pancras) and all 
centres in the North and Midlands. 

A Booklet illustrating the Sanatorium and the life of the children will be sent 
on application. 

Schools are invited to support a child or name and endow a cot. Gifts and 
inquiries should be addressed, to 

THE PRINCIPAL (Rev. John M. Litten.) 


National Children’s Home and Orphanage, 

(Founded by DR. STEPHENSON). 

HIGHBURY PARK, LONDON, N.5. 

T^aaM^^JThe Rt. Hon. LORD WAKEFIELD OF HYTHE, C.B.E., LL.D. 
i reasurers * ] S j R THOMAS BARLOW, Bart., M.D., F.R.S. 

Remittances may be forwarded through any Branch of the Midland Bank Ltd, 
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The COTSWOLD SANATOHIUM 

F IRST opened in 1898 and rebuilt in 1925. On the Coiswold Hills, seven miles 
from Cheltenham, for the treatment of Pulmonary and all other forms of 
Tuberculosis. Aspect S.S.W., sheltered from North and East, elevation 800 feet. 
Pure bracing air. Special Treatment by artificial Pneumothorax (X-ray controlled), 
Tuberculins, Medicated Inhalations by means of the Apneu Inhalation Installation, 
and Ultra-Violet Rays is available, when necessary, without extra charge. X-ray 
plant. Electric light. Radiators, hot and cold basins, an i Wireless in ail rooms. 
Up-to-date mai n drainage. Full Day and Night Nursing Staff. 

Medical Superintendent: GEOFFREY A. HOFFMAN, B.A., M.B., T.O.Dub. 

Assistant Physician: MARGARET A. HARRISON, M.R., B.S.Lond. 

Con. laryngologist: SIDNEY BERNSTEIN, M.R.C.S.Eng., L.R.O.P.Lond. (Attends Regularly.) 
Apply: The Secretary, The Cotswold Sanatorium, Cranham, Gloucester. 


Telephone ; 41 WlTCOMBE. Telegrams: “Hoffman, Birdlip.” 



RINGWGOB, NEW FOREST, HANTS. 


E STABLISHED 1S9S for the treatment of & 
Tuberculosis. Radiators and Electric Light li) 

throughout. Hot and cold water and shower n 
bath in nearly all rooms. Powerful X-ray Plant. |[ 
Ultra-Violet Rays. Full Nursing Staff. All forms A 
of treatment available. (1) 

Farm of 120 acres, including 40 acres wood. n 

Herd of Tuberculin-tested Guernsey cows kept. v 


Resident Physicians : 
ARTHUR de W. SNOWDEN, 

M.D., B.Ch. Cantab. 

A. G. E. WILCOCK, 
M.R.C.S., L.R.C.P. 


EAST ANGLIAN SANATC 

This Sanatorium was specially built for the treatment of PULMON- 
ARY AND OTHER FORMS OF TUBERCULOSIS, and is situated 
on an ideal site facing S.S.E. — very sunny district in the ‘‘Constable” 
Country. SPECIAL TREATMENT by artificial PNEUMO- 
THORAX (XRAY CONTROLLED). Electric lighting throughout, 
Radiators and Wireless in all rooms. 

Terms from 4-8 Guineas Per Week 

There are ample opportunities for training in Poultry-farming, 
Gardening and various Handicrafts. 

Medical Superintendent : Dr. JANE WALKER, O.H., J.P., LL.D. 
Asst. Medical Superintendent : Dr. ELEANOR SOLTAU ; and other Medical Officers. 
Telephone and Telegrams; “1 Nayland” 


For lull particulars 
illustrated prospectus , 
etc., apply to THE 
SECRETARY, 
East Anglian San- 
atorium, Nayland, 
near Colchester. 
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The New Central Building 
makes the MUNDESLEY 
SANATORIUM the best 
equipped building in England 
for the cure of Tuberculosis. 
All the bedrooms have hot 
and cold miming water, 
electric light, and wireless 
headphones. The new public 
rooms are spacious and 
comfortable. 


Terms - from 7| guineas weekly. 

Resident Physicians ; 

S. VERE PEARSON, m.d. (Cantab.), m.r.c.p. (Bond.). 
ANDREW MORLAND, m.d. (Bond.), m.r.c.p, (Bond.). 

E. C. WYNNE-ED WARDS, m.b. (Cantab.). 

For all information apply : 

SANATORIUM, MUNDESLEY, NORFOLK 

Telephone : Mtindesley 94 and 95 (two lines). 



The buildings face S.S.W. 
and are sheltered from the 
sea by a pine-clad ridge. 
The sunshine record and dry 
air complete a perfect site. 
The medical equipment is of 
the latest kind, and there is 
a day and night nursing 
staff. 


PENDYFFRYN HALL 

SANATORIUM 

PENMAENMAWR, North Wales. 

Telegrams: Pendyffryn. Telephone: 20 Peninacnmawr. 

For the Open-Air Treatment of all forms of Tuberculosis . 
Supplemented when necessary by Artificial Pneumothorax > 
Sanocrysin, etc . 

This Sanatorium (Established 1900) is ideally situated as regards climate and 
beauty, for the Treatment of Tuberculosis on Nordrach lines. 

Specially laid out and carefully graduated walks rise through pine, gorse, and 
heather to a height of over 1,000 feet above sea-level, commanding extensive 
views of both sea and mountains. Sheltered from E. and N.E. winds. 
Climate mild and bracing. Small rainfall. Barge average of sunshine. 
There are over live miles of walks in the private grounds. All rooms heated 
by hot water radiators and lit by electric light. X-ray installation. Wireless 
fitted in all rooms. Full day and night nursing staff. Special milk supply 
from tuberculin-tested herd. 

The Sanatorium is easily reached (on L.M.S. main line) from Euston (5 hours), 
Dublin (6 hours), Liverpool and Manchester (2 hours), Birmingham (4 hours), 
and most of the health resorts of the South. 

Resident Physicians- -f DENNISON PICKERING, M.B. (Cam*.) 
ttesiaeni inysicians. j v# 0# BENS0N> M.R.C.S., B.SCC.P. 

For particulars apply to The Secretary , Pendyffryn Hall t Penmaenmawrs N. Wales. 
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A D VE R T I S M M EN T S 


Wcnslepd k Sanatorium 

FOR THE OPEN -AIM TREATMENT 
OF CHEST DISEASES. 

TERMS - » iSS : 16 s. per week Inclusive* 


T -'HIS SANATORIUM is situated in Aysgarth, Yorkshire : a district 
celebrated as a Holiday Resort for its beautiful scenery, pure, dry, and 
bracing atmosphere. . 

It stands in three acres of ground 800 feet above sea-level, and is absolutely 
remote from manufacturing districts. 

Physicians— D . DUNBAR, M.B., B.S. 

W. N. PICKLES, M.D., B.S. 

Address — 

THE 'SECRETARY, Wensleydale Sanatorium, Aysgarth, YORKSHIRE. 

NORDRACH-UPON-MENDIP 

SANATORIUM 

FOR THE TREATMENT OF TUBERCULOSIS 

Was opened in January, 1899, by ROWLAND THURNAM, M.D, 

All modern forms of treatment are available. There are X-ray and ultra- 
violet ray installations. Full day and night nursing staff. The Sanatorium 
stands in gardens and private grounds of 65 acres, at an altitude of 862 feet 
above sea-level, surrounded by woods and moorland. All rooms are heated 
by hot-water pipes and are electrically lighted. 

GORDON TIPPETT, M.B., M.R.C.S., L.R.C.P., 

Resident Medical Superintendent. 

For full particulars apply to 

The Secretary, NORDRACH-UPON-MENMP SANATORIUM, BLAGDON, .BRISTOL. 
telegrams; “nordrach, blagdon,” :: telephone; blagdon 23. 


VALE OF CLWYD SANATORIUM 

THIS SANATORIUM is established for the Treatment of : — 

TUBERCULOSIS AND OTHER DISEASES OF THE LUNGS 
AND PLEURAL CAVITIES 

It is situated in the midst of a large area of park land at a height of 
450 feet above sea level, on the south-west .slopes of mountains rising to over 
i,Sqo feet, which protect it from north and east winds and provide many miles 
of graduated walks with magnificent views. Average Rainfall 29.57 P er annum. 

Full day and night Nursing Staffs. X-Ray Plant. Every facility for 
Artificial Pneumothorax and operations on the chest. Operating Theatre. 
Electric Lighting. Central Heating. Clean Milk from pedigree herd. 

Medical Superintendent : — 

H. Morriston Davies, M.D., M.Ch. (Cantab), F.R.C.S. 

For particulars apply to : — 

Medical Superintendent* Llanbedr Hall, Ruthin, North Wales. 
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MONTANA HALL 

(The British Sanatorium) 

MONT AN A- SWITZERLAND. 

BUILT, 1929-1930. OPENED, OCTOBER, 1930. FOR BRITISH PATIENTS ONLY. 

For the Treatment of TUBERCULOSIS (all forms). Diseases of the Chest, Asthma. 
For patients requiring rest in the Alps under strict medical supervision; and for 
medical conditions in which sun and air bathing are indicated. 

THE ONLY SANATORIUM IN SWITZERLAND UNDER BRITISH OWNER- 
SHIP AND CONTROL AND WITH A FULL DAY AND NIGHT STAFF OF 
BRITISH-TRAINED NURSING SISTERS. 

Magnificent situation. Well protected. Private balconies. Hot and cold 
running water, central heating and wireless throughout. Some rooms with 
private bathrooms and W.C’s. Fine roof Solarium to which runs a lift 
capable of taking a bed. Public rooms include large dining-room, salon, lounge, 
reading room and library, and billiard room. Operating theatre. X-ray in- 
stallation. All the medical equipment, disinfecting plants, etc., are of the most 
up-to-date type. The Cooking is adapted to English requirements. 

REDUCED INCLUSIVE TERMS—Quote d in Sterling. 

PROSPECTUS ON APPLICATION , 

Resident Medical Superintendent, HILARY ROCHE, M.D. (Melb.), M.R.C.P. (London), 
Tuberculous Diseases Diploma (Wales). (Formerly — -House Physician to the Brompton 
Cheat Hospital, London, etc.) Telegrams: “Montall, Montana-Vermala.” 
MONTANA is situate on an extensive plateau (5000 feet above sea level) on the North side 
of the Rhone Valley. Tins plateau, on which there are four lakes and extensive pine forests, 
allows of level walking for some five or six miles. For this reason and on account of its 
high sunshine record (see table below) MONTANA is unique among the Swiss 
alpine resorts as an all-the-year-rotmd “curing” centre. Only 20 hours from 
London. 


.Average Hours of 

sunshine per day 


6 winter months 

6 summer months 

Year 

* Montana 

5*28 

0*86 

6-05 

f Leysin 

3*75 

6-70 

5*08 

t Arosa 

4 - 0 S 

5-73 

4*91 

f Davos 

3*83 

5*98 

4*90 

* Falmouth 

2*85 

6*60 

4-77 


* Leonard Hill, “ Sunshine and Open Air,” f Leysin Meteorological Bureau, 

$ Maurer and Bilhviller, “ Das Klima der Sehwiez.” 
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The GRAMPIAN SANATORIUM 


KINGUSSIE, N.B. 



S ITUATED in the Upper Spey side district of Inverness-shire. One of the highest 
inhabited districts in Britain. “The Switzerland of the British Isles.” Bracing 
and dry mountain climate : well sheltered. Sanatorium specially built for the Open- 
Air Treatment of Tuberculosis. Opened in 1901. Elevation nearly 900 feet above sea 
level. Central Heating. Electric light throughout buildings and in rest shelters. Fully 
equipped X-ray Room and Ultra-Violet Ray Room. All forms of treatment avail- 
able, including facilities for treatment by Artificial Pneumothorax and Sanocrysin. 


Inclusive Terms ; 

4 to 6 Guineas Weekly. 


For particulars apply 

FELIX SAVY, MJD., Medical Superintendent. 

(Late Tuberculosis Specialist, Aldershot Command.) 


TOR-NA-DEE SANATORIUM 

HURTLE, ABERDEENSHIRE 

T HIS SANATORIUM was established in 1918 for the treatment of Pulmonary 
and other forms of TUBERCULOSIS. It is situated on the northern bank of 
the River Dee, facing south. The rainfall is low, and the value of the Dee-side 
climate in the treatment of Tuberculosis is well known. 

The Sanatorium is fully equipped with all modem Appliances (including X Rays) 
for treatment. Treatment by Artificial Pneumothorax is available. 

There is a full Day and Night Nursing Staff, and a Resident Physician. 

The fees are at the rate of £7 7s. a week, and no extras are charged beyond 
purely personal expenses. 

Apply to Dr. J, M. JOHNSTON, Medical Superintendent . 


BLENCATHRA SANATORIUM 

THRELKELD, CUMBERLAND. 

F ACING South, on the slopes of Saddleback, at an 
altitude of 900 feet, well above the damp ground 
air. Well sheltered on the North. Extensive views of 
the Lake District mountains. Terms : 3 guineas per week. 

Apply , ^he Hon . Secretary : 

Cumberland Branch N.A.P.C. & T., 34, Lowther St., Carlisle. 

— or — 

The Medical Superintendent, Blencattira Sanatorium. 
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TREATMENT OF PULMONARY DISEASES 

Lr&u, 

France, 

Basses Pyrenees. 

P 

o 


Clinic under the direction of 

Dr. W. Jullien. 

Y 

Address: Pau (Basses-Pyrenees). Telephone ; 21 Si. Telegrams: 
Tres-Pau. 

Affections treated : All pulmonary diseases and affections of the 
respiratory organs. 

Organization: Founded in 1896 by Dr. Crouzet, and reorganized in 
1930 on modern lines. A medical service provided with complete 
up-to-date equipment., combined with a specially adapted hotel 
organization. Open all the year round. Boarding establishments 
adjoining. 

Situation : South aspect, facing the Pyrenees, in the midst of a park of 
seven and a half acres, at the end of the town. Climate mild and 
sedative, renowned for the absence of wind. Moderate temperature 
in summer, with cool nights. 

Facilities : Modern installations. Great comfort. Hot and cold water 
in all the rooms. Bath rooms. Lift. 

Tariff : Rooms facing south, from 80 to 100 fr. per day; other situations, 
60 fr. Rooms de luxe, with private baths and conveniences, from 
130 fr. 

Treatments : Spa and diet treatment. Artificial Pneumothorax. 
Ultra-Violet Rays. Laryngological service. Pulmonary surgery : 
thoracoplasty, phrenicectomy. 
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BIB BY LINE 



FORTNIGHTLY SAILINGS First-Class Passengers only 

Winter Tours 

CEYLON, BURMA, SOUTHERN INDIA 
and STRAITS SETTLEMENTS 

Special low rate 4 months return tickets 


Mediterranean Tours 


GIBRALTAR . MARSEILLES 
EGYPT PALESTINE SUDAN 


I Write fa r ittus bated 
Booklet to : 


BIBBY BR0S.& C? 


Marlins Bank Buildinq , 
Water Sr. LIVERPOOL 
22. Pall Mall. LONDON, S.W.I 


OPEN ALL THE YEAR ROUND . 


7ii iiirivii mmimm 

Medical Superintendent - EDWARD C. NEUMANN, MU. 

For the Treatment of Tuberculosis 
6,000 feet above sea level, 1,000 feet above 

DAVOS-PLATZ, SWITZERLAND 

Reached hy Funicular in 7 minutes . 

Extremely well sheltered from wind. - Very sunny. 
Absolutely free from smoke or dust. - All appliances 
necessary for Medical and Surgical Treatment of 
Tuberculosis of the Lungs. 

Every comfort. Miles of well-kept paths through Alpine pastures and 
woods. Skating. Apartments with bath, rooms with w.c. Running water. 

Terms (inclusive medical treatment, room, food, heating, service, bath, 
nurse), from £1 per day according to situation and size of room. 


For particulars write to 


EDWARD C. NEUMANN, M JX 
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EwLYOpC 3 S *• ;; f° r the treatment of kidney and bladder 
n . 0 troubles, pelvic disorders of women, 

1 Y0WIIQT Opa uric acid diathesis, albuminuria. :: 

Three hours from Frankfurt . Six hours from Cologne or Hamburg . 

17,000 visitors. 27 physicians. 20 The leading hotels : 

Furstenhof, Fiirstl. Badehotel. :: :: Pensions of all classes. 

GOLF. :: :: TENNIS. :: :: BRIDGE-CLUB. 

For the home ^ HELENSPRING 

for uric acid diathesis, kidney gravel, gout, catarrh of 
the bladder, catarrh of the renal basin, female diseases. 

Apply to Bad Wildungen Agent, 

THE APOLLINARIS COMPANY LTD., 

4 Stratford Place, Oxford Street, London, W.l. 

Phone: Mayfair 4211. 

or to Kurverwaltung , Bad Wildungen (Germany). 


A 

MODERN SPA 
with facilities 

for 1 the 

treatment of 
Rheumatics 
and Heart 
Affections 
scientifically 
ad mi nistered 

AN ABUNDANCE of NATURAL MINERAL WATERS 


BOOKLETS GRATIS FROM SPA MANAGER, DEPT. D 





Ad. 7 
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VAL-MONT Medical Clinic 

Above MONTREUX 

ADDRESS : VAL-MONT, Glion above Montreux (Switzerland). 

DISEASES TREATED. Disorders of Nutrition : Diabetes, Gout, 
Obesity. Disorders of Digestive Organs : Stomach, Liver, etc. 
Disorders of the Heart and Circulation : Hypertension. Fatigue 
resulting from over-work. Convalescence after operation. 

SITUATION. 2000 ft. extensive view over the lake and the mountains. 

TREATMENT. Hydro-, Helio-, Electrotherapy, Diathermy. Massage 
and Swedish Gymnastics ; Bergonie ; Analysing Laboratory ; 
X-rays; Metabolic Apparatus; Electrocardiograph. 

I Dr. A. WIDMER, Cnief of the Medical Staff. 

DOCTORS : Dr. M. TURIN, Dr. E. RENOLD, Doctors in charge with 
I assisting Doctors. Dr, A. RAPIN, Medical Chemist. 






DROITWICH SPA 

Raven Hotel 

, and 

gl Park Hotel 

Am SERyiCE: Magnificent 

situation. *[[ Extensive 
Vrf ***^ grounds. Excellent cuis- 
ine. Fully licensed. Gar- 
age with 40 lock-ups. 
APPOINTMENTS: 
Enlarged, re - decorated, 
re - furnished. Electric 
light. H. &* C. Water in 
best bedrooms. 


TWO HOTELS OPEN ALL 
THE YEAR 
Special Terms for 

Winter Residence . 
RECREATIONS. Tennis, 
t Croquet, Bowls, 9-hole Put- i 
| ting Greens, 18-hole Golf 1 
j Course within half mile. I 
MANAGEMENT. Each j 
Hotel is under the Personal j 
supervision of a Resident ^ 
Director. 

Illustrated Brochure , “ Life 
Worth Whilef will be sent 
on application to Proprietors , 
RAVEN HOTELS (Droltwlch) Ltd., 




Droltwlch Spa 


For Scale of Charges for Advertisements , apply to The Advertisement Manager , 
JOHN WRIGHT & SONS LTD., 

■ " The MEDICAL ANNUAL ” Offices , Stonebridge House , BRISTOL . 
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I BADEN-BADEN | 

= In the Black Forest , South Germany I' 

| Europe’s Health Resort of Distinction | 

1 Radio-active saline thermal Springs 1 5 5 0 F. 

!= Daily output 176,000 gals. Indications: 

;§ Gout, rheumatic ailments, neuralgia, 

f§ arthritis, catarrhs of the respiratory organs 

jjf °0<> 

1 = NEW INTRODUCTION ; Combined Treatment for stiff and inactive Joints 


5 Gambling Rooms (Roulette, Baccara, Bottle) Open all Year S 

S B Information, prospectuses, etc., may be had from the 2 

=5 BAEDER- UND KURVERWALTUNG, BADEN-BADEN = 

i!IfllllIi!fIIIHIVl!!ll!lIIIIIIII8IiI!Ill!lIIIII!IIIISllilIiIIjlIIIIIIimiI!!lllllIIinimiIIII(IIlIII!IIUl](jlI!Ill!2III!III!IIIIIll 



Palatial Bathing Estab- 
lishments. Hotels with 
Private Thermal Baths. 
Inhalatorium. New 
Fan go Bath. Pumproom 


GRAPE CURE IN THE SPRING AND 
AUTUMN. MOUNTAIN RAILWAY ON 
THE MERKUR (2100 ft.). REST CURES 
& OPEN-AIR TREATMENT. CONCERTS. 
THEATRES. DANCES. ALL KINDS OF 
OUTDOOR SPORT. 
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The most PaiatiaB Hofei in the Qsseen of English Spas. 



Patronized by the most distinguished personages. Combines artistic 
refinement with homely comfort and a quiet atmosphere of cultured 
repose. South aspect and sheltered from N. and E. winds. Luxuri- 
ously and elegantly appointed. Over 200 Bedrooms, including Bath- 
rooms. The Pulteney is far-famed for its priceless collection of 
paintings by the Great Masters, and rare specimens of Italian and 
French Sculptures, Bronzes, etc. 


The Hotel is very central and specially adapted 
for Motorists. Near Baths and Pump Boom. 

MOTOR GARAGE OPEN DAY AND NIGHT* 

The Finest Equipped Garage in the West — to Garage 40 Cars. 
Excellent CUISINE* Illustrated Tariff List & Guide on application. 


P. and W. JACKMAN 
Telephones : Hotel 3281; Visitors 3282 & 3283 


Directors. 

Telegrams : ee Pulteney Hotel, Bath.’ 


Malvern 

Famous Inland Spa 
and Health Resort 



c Half a Kingdom , bathed in light , 
lies stretching out below ” 


Superb Uplands for Graded Exercise. Vitalising Air. Renowned Spring 
Waters in New Pump Room and Winter Gardens. 

“ Malvern offers the charm of restful days in ideal climatic conditions — LANCET. 


DESCRIPTIVE GUIDE FREE FROM 
DEPT. M.A. ROSE BANK. 


MALVERN excels for CONVALESCENTS 
and AFTER-CURE CASES. 
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Resident f G. C. R. HARBINSON, M.B., B.Ch., B.A.O. (R.U.L) 
Physicians t R. MacLELLAND, M .D 0 C.M. (Edin.). 

A COMPLETE SUITE OF BATHS 

including separate Turkish and Russian Baths for Ladies and for 
Gentlemen, Aix Douches, Vichy Douches, and full Electric 
Installation for Baths and Medical purposes. 

MASSAGE PLOMBIERES TREATMENT 

NAUHEIM BATHS * DIATHERMY, HIGH FREQUENCY 

DOWSING RADIANT HEAT SUNRAY BATH 

Soapless Foam Baths INFRA RED LIGHT, ETC. 

Special provision for Invalids, including Vegetarian and other diets. 
Milk from own Farm. Two passenger Elevators. Electric Light, 
Night attendance. Rooms well ventilated, and all Bedrooms warmed 
throughout the Establishment. Large Winter Garden, Extensive 
Pleasure Grounds. Matlock Golf Links, 18 holes, within easy 
distance, A Large Staff (over 60) of Trained Male and 
Female Nurses, Masseurs and Bath Attendants. 


Prospectus and full particulars on application. branch 

Inclusive Terms from 13 /* per day. establishments 

Telegrams ; “ Smedleys, Matlock” Telephone : Matlock 17 (2 lines). 


I 



I 
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Resident Physician: 


MAURICE R. DOBSON, O.B.E., M.B., B.S. (Loud.), L.R.C.P., MJR.C.S. (Eng.) 


T HE most popular Hydro in the district. Established over half a century. 
Accommodates 200 visitors. Thorough Hydropathy ; complete suites of 
Baths, including Turkish and Russian, Magnificent Ball room, Promenade 
Corridor, elegant Smoke room, superb Billiards room (3 tables), pleasant Draw- 
ing room, Reading and Writing room, etc. Electric Light throughout. H. & C. 
Water in Bedrooms. Lovely grounds (7 acres). En-tout-cas and Grass 
Tennis Courts, Bowling and Putting Greens. Garage with private lock-ups. 


Terms s £3 10s* to £5 12s* per Week. According to Season. 


“A PLEASANT HEALTH and HOLIDAY RESORT Telephone 341. 

BOURNEMOUTH HYDRO 

Recently added— ■ PLOMBIERE, LAVAGE, ELECTRICAL, 

The COX-CAVENDISH PYRETIC BATHS j MASSAGE, & THERMAL TREATMENTS ; 
and the ESSEFF VAPORIZERS : as used in ; BRINE, TURKISH, NAUHEIM, and 
RHEUMATISM and ASTHMA CLINICS. J RADIANT HEAT BATHS. 

DIATHERMY, ULTRA-VIOLET LIGHT, VICHY DOUCHE. 

RESIDENT PHYSICIAN - W. JOHNSON SMYTH, M.D. 


Leicester Hydro Establishment 

FOUNDED 1880 

Incorporated and Chartered under Acts 1907-1908 for Hydropathy, Medical 
Electricity. Massage. Osteopathy. Right Hon, Lord Clifford’s Alpine Colour Rays. 

C. T. L. Alpine and Colour Rays. 

Principals Prof. Dr. T. TIMSON, D,Sc«, F.S.P., F.P.C. (LONDON) & SON 
Student’s Prospectus, Stamped Address. ’ Phone : 59405. 

THE SECRETARY, MUSEUM SQUARE, LEICESTER 


Second Edition , Revised and Enlarged . Crown 8 vo. 194 pp. 5s. net . Postage 4 d. 

Elements of Medical Treatment 

By ROBERT HUTCHISON, M.D., F.R.C.P., Phys., London Hospital. 

Lancet. — >" Should make a wide appeal to students, resident medical officers, and young 
practitioners, for the advice it contains is sound, free from fads, and not overburdened with 
useless detail.” Brit. Med. Jour. — “A model of brevity, clearness, and sound judgement.” 


Bristol : John Wright & Sons Ltd. London : Simpkin Marshall Ltd. 
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D ROITW i C H~~SPA 

Worcestershire Brine Batbs Botel 

Open Throughout the Year 

Opposite St. Andrew’s Brine Batbs and New Winter Garden. 

p®r Enlarged to 175 Rooms* all "^*1 
with Hot and Cold Water 
and Electric Fires. 

Wing Extension* 26 Rooms 
with Heating Radiator in 
. each. Two Electric Lifts. 

Dining Room and Lounge enlarged 
— and Oak Dancing Floor. — 

Ground-floor Bedrooms. Suites. Library. 

Night Porter. Billiards. 

Hard Tennis Court in private grounds opposite. Within a mile of 18-hole Golf Course, 
Two Garages. Saloon Cars for Hire. A. A. and R.A.C. 

'* EN PENSION ** TERMS according to rooms. 

(Reduced Nov. to Feb. inclusive.) 

Telegrams ; “ Worcestershire Hotel, Droitwich.” Phones : 2 and 48 

EXORS. OF W. A. HAYWARD, Proprietors . T. K. CULLEY, Manager. 

ILLUSTRATED PROSPECTUS and SPECIAL MEDICAL TERMS. 

“ DROITWICH BRINE BATHS FOR RHEUMATISM" 

Ayrshire House, Droitwich Spa 

BOARDING ESTABLISHMENT. 



/CHARMINGLY situated in beautiful gardens near to Brine 
^ Baths. Centrally heated in winter. Hot & Cold Water. 
Electric Light, and Gas or Electric Fires in Bedrooms. Every 
modern comfort. Excellent Cuisine. Enlarged in 1927. 

Personal Supervision. Tel. No. 37. Miss Reilly, Proprietress 


EASTBOURNE. 

Lansdowne 

Private 

Hotel 

GRAND PARADE. 


Recently Enlarged. Situated in the 
best part of Eastbourne* overlooking 
Sea and Lawns. Three minutes from 
Devonshire Park* Baths* etc. Ten 
minutes from Golf Links. Separate 
Tables. Electric and Gas Fires. 
Central Heating* Hot and Cold Water 
in all Bedrooms. Every comfort and 
attention. Ball-room. Noted for Ex- 
cellent Cuisine. J Phone No. : 3400. 

Apply Robinson and Garratt* 

Resident Proprietors . 
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“HINDHEAD 


HEALTH 


«up mm A i 
1 

HOTlZ-i 


40 miles from 
London, 


Teleg . Address : 
" Beacon Hoteh 
HindheadF 

Telephone No, ; 
Hindhead 7. 


T HIS High Class Hotel in its own grounds 
of ISacres, occupies the finest and highest 
position on the beautiful Hindhead Hills, 
about 850 feet above sea level, and commands 
Magnificent Views in all directions. It is 
equipped with all Modern Conveniences and is 
well known for its Homely Comfort, 

Central Heating. Electric Lift to all floors. 
Electric and Coal Fires in bedrooms. Running 
Hot and Cold Water in all bedrooms. Private 
Suites with South Aspect. Vita Glass Sun 
Lounge. Billiards. Hard and Grass Tennis 
Courts. Saddle Horses. Golf. Garage. 

First Class Cuisine and Cellar 
Illustrated Tariff on application to Manageress 

HINDHEAD, SURREY 



the Sea 


Telephone : HOYLAKE 86 

Late J ‘ * ' 

' Zfff v Comfortable and homelike hotel, 

trvn&n witil First -class Chef and best of Food, 

wvrirr Indoor Badminton Court, Tennis Courts, 

Putting Lawns, Two Billiard Tables. Hot 
and Cold Water in all Bedrooms. Gas Fires 
in some Bedrooms. 


THE FAMOUS 

HOYLAKE GOLF LINKS 

are only 5 minutes by Car. 

Meteorological Office Reports show that West 
Kirby had more hours of SUNSHINE than 
any other resort in Merseyside, Deeside, or 
North Wales in 1931. 

95% of our Visitors return to us. 
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Bethlem 



AL HOSPI 


Monks Orchard, Eden Park 
Beckenham, KENT 

For the Reception and Treatment of Cases of 

NERVOUS & MENTAL DISEASE 


President — LORD WAKEFIELD OF HYTHE, C.B.E., LL.D. 
Treasurer — Sir LIONEL FAUDEL PHILLIPS, Bt. 

Physician Superintendent — J. G. PORTER PHILLIPS, M.D., F.R.C.P. 

Senior Assistant Physician — MURDO MACKENZIE, M.D. 

Junior Assistant Physician — DAVID ROBERTSON, M.D. 

Pathol CLEMENT LOVELL. M.C., M.D. 

‘ . CONSULTING STAFF 

Surgeon — STANFORD CADE, F.R.C.S. 

Gynaecologist — THOMAS GEORGE STEVENS. M.D., F.R.C.S. 
Ophthalmologist—). D. MAGOR CARDELL, M.B., F.R.C.S. 

Laryngologist— W. MAYHEW MOLLISON, F.R.C.S. 

Anesthetist— CECIL M. HUGHES, M.B., B.S. 

Dental ARTHUR BULLEID, M.R.C.S., L.D.S. 

Neurologist— C. C. WORSTER-DROUGHT, M.A., M.D., M.R.C.P. 

Radiologist -E. ULYSSES WILLIAMS, O.B.E., M.R.C.S., L.R.C.P. 

Director of Psychological Dept.— WILLIAM BROWN, M.A., M.D., D.Sc., F.R.C.P. 
Assistant Ditto — R. j. BARTLETT, M.Sc. 

Director of Physiotherapy Dept. — AL AST AIR MACGREGOR, M.B., C.M. 


Patients of the educated classes, in a presumably 
curable condition, are eligible for admission, and 

those who can contribute 5 guineas weekly towards the 
cost of treatment and maintenance may be received 
as vacancies arise. The Committee will also consider 
applications for admission at lower rates and in certain 
cases will be prepared to admit patients free of charge. 
With a view to the early treatment of eligible cases 
Voluntary or Uncertified Patients are admitted. 


For forms or further particulars apply to the Physician Superintendent. 




106 


ADVERTISEMENTS 



A Private Mental Hospital for the Treatment 
and Care of Mental and Nervous Disorders 
in both Sexes 

A Modem Country House, 12 miles from Marble 
Arch, in beautiful and secluded grounds. 

Certified, Temporary, and Voluntary Patients. Terms 
are from ten guineas a week, inclusive. 



Lately removed from 
Chiswick House, Chiswick . 


DOUGLAS MACAULAY, 

M.D., D.P.M. 

W. J. COYNE, M.D., D.P.M. 


LAVERSTOCK HOUSE 

SALISBURY, WILTSHIRE. 


A N Old-established Private Home for the care and treat- 
ment of mentally afflicted Ladies and Gentlemen. Situated 
one mile from Salisbury. Stands in beautifully timbered 
pleasure grounds. Surroundings bright, cheerful and pleasant. 
Every form of recreation and outdoor amusement provided. 
Patients requiring only slight supervision can be accommodated 
in separate villas in the grounds. 

Voluntary Boarders are received without certificates. 

Railway Stations - G.W.R. and Southern 

Telegrams ~ “ Benson, Laverstock,” Salisbury 

Telephone - - - - - - Salisbury 12 


FOR FURTHER PARTICULARS, APPLY TO THE 
MEDICAL SUPERINTENDENT. 
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ST. ANDREW’S HOSPITAL 

For Mental Disorders 

NORTHAMPTON 

FOR THE UPPER AND President : The Most Hon. the 

MIDDLE CLASSES ONLY. MARQUESS OF EXETER, C.M.G., A.D.C. 

ZXtedical Superintendent : DANIEL F. RAM BA UT, M.A., M.D, 


T HIS Registered Hospital is situated in 120 acres of park and pleasure grounds. 
Voluntary Patients who are suffering from incipient Mental Disorders, or who 
wish to prevent recurrent attacks of^ Mental trouble ; Temporary Patients, and 
Certified Patients of both sexes, are received for Treatment. Careful clinical, bio- 
chemical, bacteriological, and pathological examinations. Private rooms with special 
nurses, male or female, in the Hospital or in one of the numerous villas in the 
grounds of the various branches can be provided. 

WANTAGE HOUSE. 

This is a Reception Hospital, in detached grounds with a separate entrance, to 
which patients can be admitted. It is equipped with all the apparatus for the most 
modem treatment of Mental and Nervous Disorders. It contains special departments 
for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plomhieres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultra-violet 
Apparatus, and a Department for Diathermy and High Frequency treatment. It also 
contains Laboratories for biochemical, bacteriological, and pathological research. 

MOULTON PARK. 

Two miles from the Main Hospital there are several branch establishments and 
villas situated in a park and farm of 650 acres. Milk, meat, fruit, and vegetables are 
supplied to the Hospital from the farm, gardens and orchards of Moulton Park. 
Occupation therapy is a feature of this branch, and patients are given every facility for 
occupying themselves in farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. 

The Seaside House of St. Andrew’s Hospital is beautifully situated In a Park 
of 330 acres, at Llanfairfechan, amidst the finest scenery in North Wales. On the North- 
West side of the Estate a mile of sea coast forms the boundary. Patients may visit 
this branch for a short seaside change or for longer periods. The Hospital has its 
own private bathing house on the seashore. There is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey 
grounds, lawn tennis courts (grass and hard court), croquet grounds, golf courses, and 
bowling greens. Ladies and gentlemen have their own gardens, and facilities are provided 
for handicrafts such as carpentry, etc. 


For terms and further particulars apply to the MEDICAL SUPERINTENDENT 
( Telephone Nos, 2356 & 2357 Northampton), who can be seen in London by appointment. 
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NORTHUMBEiLAMD "OUSE 

GREEN LANES, FINSBURY PARK, N.4. 

Telephone: NORTH 0888 Telegraphic Address : “ SUBSIDIARY, LONDON. 1 ’ 

A Home_ for the_ Treatment^ of Patients^ of 
both sexes suffering front MSHPL Ulnesses 

Conveniently situated four miles from Charing Cross. 
Nearest stations : Manor House (Piccadilly Underground), and 
Finsbury Park (G.N. Railway). Cars and Buses pass the Gate. 

Six acres of Ground, highly situated, facing Finsbury Park. 

'Private Villas. Suites of Rooms . 

Convalescent Home : Kearsney Court, Dover. 
Voluntary Patients received without certificates. 

Terms from 4J Guineas per week. 

For further particulars apply to the Medical Superintendent 


St. Patrick s Hospital, 

DUBLIN. 

For the treatment of Nervous and Mental Diseases. 

FOUNDED BY JONATHAN SWIFT, D.D., 1745. 

r J’HIS historic Institution, the first of its kind in Ireland, has been completely 
modernized and considerably enlarged. It affords every facility for the 
treatment of ladies and gentlemen suffering from nervous and mental diseases. 

There are branch establishments situated at St. Edmondsbury, Lucan, 
within a beautifully wooded demesne of about 400 acres, A portion of the 
demesne is worked as a home farm, from which daily supplies of milk, 
mutton, poultry and vegetables, etc., are delivered to the three hospitals by 
means of a motor van. Extensive gardens and recreation grounds. 
Frequent drives by motor. 


MEDICAL STAFF t 

- RICHARD R. DEEPER, F.R.C.SX 
(ROBERT THOMPSON, M.B., D.P.M. 

■ \ ROBERT TAYLOR, L.R.C.P. and S.I. 
(GEOFFREY J. HARRISON, L.R.C.P. and S.I. 

- ROBERT H. MICKS, M.D., F.R.C.P.L 

- ALBERT F. CARBURY, L.D.S.I. 

Rates of maintenance vary according to the nature of each case and 
the accommodation required. 

For forms and further particulars apply to Mr. A. E. Coe, Registrar, 
St. Patrick’s Hospital, James Street, Dublin; or, in case of urgency, to the 
Medical Superintendent. Telephones: Dublin 21095. Lucan 21. 


Medical Superintendent 

A ssistant 
Medical Officers 

Clinical Pathologist - 
Dentist - 
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ESTABLISHED A.D. 1713. 

HTHIS Institution is a Registered Hospital* managed by a Board of 
Governors* who have no pecuniary interest in its success* but whose 
sole object is to promote, the comfort and well-being of the Patients. The 
Hospital is arranged for both sexes. 

Voluntary Patients are admitted without certificates. 

Consulting Physician ; 

SAMUEL J. BARTON* M.D. 

Resident Medical Superintendent i 

SAVILLE J. FIELDING* M.B. 

Clerk to the Governors : 

B. F. HORNER* Queen Street* Norwich. 

Matron ; 

Miss F. N. HENRY. 


APPLICATION FOR ADMISSION TO BE MADE TO THE 

Resident Medical Superintendent - BETHEL HOSPITAL, NORWICH* 


New Treatment of all 
Nervous Complaints 


of all derangements of glands 
with internal secretion and 

the correct Diagnosis of the same 

through the examination of 
the blood for hormones. 

Pamphlet containing detailed information together with a communication 
from the undersigned will be forwarded to any Medical man. Please 
address to : 

Dr. med. et phil. Detmar, Nerve Spezialist 
Munich — Theatiner- Street 1 8 (Bavaria) 
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MAVISBANK HOSPITAL p o l t o n 

FORMERLY KNOWN AS NEW SAUGHTON HALL MIDLOTHIAN 
The only private Hospital for nervous cases in Scotland PHONE: LOAN HEAD 4 


T HIS hospital is fully equipped for the treatment of all types of functional nervous disorder. 
There is a staff of trained nurses and a resident medical staff. The hospital is organised 
for the special benefit of early and recoverable cases. It is situated in its own grounds 
which extend to 130 acres entirely secluded and private. It may be reached from Edinburgh 
by train to Loanhead or Polton stations, or by bus to Loanhead, the journey occupying about 
twenty-five minutes. Rates of board are two and a half guineas per week for beds in small wards 
and from three guineas per week for private rooms. 

Prospectus on application to the Medical Director M. C. Harrowes . M.D . , D.P.M. (Land.)- 


THE COPPICE, 

NOTTINGHAM. 


Hospital for Mental Diseases. 


'"PHIS Institution for the reception of PRIVATE PATIENTS 
of both sexes of the Upper and Middle Classes only, 
at moderate rates of payment, is beautifully situated in its own 
grounds about two miles from Nottingham, and from its singularly 
healthy and pleasant position, and the comfort of its internal 
arrangements, affords every facility for the Relief and Cure 
of those,. Mentally Afflicted. Divine Service is held in the 
Institution every Sunday by the Chaplain, who also visits the 
Patients. Carriage and motor exercise is provided. 

Voluntary and Temporary Patients admitted. 

Tel. No. FOR TERMS, Etc., Apply to 

641 17 - DR. HUNTER 9 Physician - Superintendent. 
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HOLLOWAY SANATORIUM 

VIRGINIA WATER. 


A Registered Hospital for the 
Treatment of MENTAL DISORDERS 
of the EDUCATED CLASSES. 


^jpHIS Institution is situated in a beautiful and healthy locality within 
easy reach of London. It is fitted with every comfort. Patients 
can have Private Rooms and Special Attendants, as well as the use of 
General Sitting Rooms, at moderate rates of payment. Voluntary 
Patients can be admitted. 

There is a Branch Establishment at CANFORD CLIFFS, 
BOURNEMOUTH, where Patients can be sent for a change and 
provided with all the comforts of a well-appointed home. 


For Terms , apply to the Resident Medical Superintendent, 
St. Ann’s Heath, Virginia Water, SURREY. 

HEIGHAM HALL 

Consulting Physician : Ik 1 S“& % Mk # ■ ip 5 ** | 8 Telephone : Norwich 80. 

Dr. G. S. POPE. Ill IV W 1 H © Telegrams : “Small, 80 Norwich.” 


Private Home for the Care and Treatment of a limited number of 
Ladies and Gentlemen suffering from Nervous and Mental Illness. 


ABOUT two and a half hours from London by express train, L.N.E.R., and in 

connection with the Midlands by Midland and Great Northern Joint Line. 

The mansion, surrounded by 14 acres of well- wooded grounds, is furnished 
as a private residence, and nothing suggests confinement, the safety of patients 
being ensured by a large staff of experienced nurses. Any modem therapeutic 
measures can be undertaken in suitable cases. Private Suites of Rooms with 
special nursing available. 

Seaside quarters are available when desired, and all amusements con- 
ducive to recovery are provided. 

The Chaplain conducts Service every Sunday, and patients attend the 
Parish Church. 

Voluntary patients, temporary patients, and patients under certificates 
are admitted for treatment. 

FEES : from 4 guineas a week upwards according to requirements. 
Vacancies occasionally exist at reduced rates for ladies and gentlemen on the 
recommendation of the patient’s own physician. 

Apply to Dr. J. A. SMALL, Medical Superintendent and Resident Licensee . 
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HEABINflTON BELL, OXFORD. 

A Registered Hospital for the Care & Treatment of 
both Sexes of the Upper and Middle Classes, when 
suffering from Nervous and Mental Disorders. . . 

President— The Right Hon. THE LORD SAYE AND SELE. 
Chairman of the Committee . — 

F, A. DIXEY, Esq., F.R.S., D.M., Fellow of Wadham College. 
Vice-Chairman — 

D. S. MARGOLIOUTH, Esq., D.Litt., F.B.A., Fellow of New College. 

T HIS HOSPITAL is pleasantly situated on Headington Hill, on the out- 
skirts of the City of Oxford. The grounds, which extend to over 120 
acres, command extensive views of the surrounding country. 

The buildings are arranged, so far as is compatible with the requirements 
of a Mental Hospital, in the manner of an ordinary private residence. 

TEMPORARY PATIENTS AND VOLUNTARY PATIENTS ARE RECEIVED. 


For Terms and further particulars, apply to the — Telephone— 

Physician Superintendent, ALEX. W. NEILL, M.B. 2063 OXFORD. 
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HAY D©S:€ LODGE 

NEWTON-L E-WILLOWS, LANCASHIRE 

Telegraphic Address ; “ Street, A siiton-in-M a k erf i e i .i> ” (two words only) 
Telephone : Ashton-in-Makkkfield n 

A PRIVATE MENTAL HOSPITAL FOR THE 
TREATMENT OF NERVOUS & MENTAL DISORDERS EITHER 
TEMPORARILY, VOLUNTARILY OR UNDER CERTIFICATE 

H AYDOCK LODGE is a large Country Mansion especially adapted for the Care 
and Treatment of Persons with Nervous and Mental Disorders, having been 
enlarged and rebuilt on plans sanctioned and approved by the Commissioners in 
Lunacy. It is charmingly situated in a healthy and retired neighbourhood, standing 
in its own well-timbered Park, Gardens, and Farm of 300 acres, with provision and 
facilities for Tennis, Cricket, Football, Bowls, Croquet and Golf. 

N ewton-le-Wil lo ws is a first-class station on the L. M. & S. Ely. (mid-way between 
Liverpool and Manchester), where conveyances are always to be bad. 

Motors arc kept for the use of Patients, and those whose condition will allow, 
and whose friends desire it, spend some time annually at the sea-side. Voluntary 
Patients are received without Certificate, written application for admittance being 
all that is required* Patients are also admitted on a Temporary basis. 

Haydock Lodge has also associated with it an establishment at GRETA BANK 
(for ladies only), in the Craven district of Yorkshire, near Ingle ton. 

TERMS, PROSPECTUS and INFORMATION may he obtained on application 
to the Medical Superintendent. 

Consultations can be arranged by appointment. 

} J - C - Wootton - L-HC.P-I.ond., M.R.CS.Kn* 


The Old Manor, Salisbury 

Telephone 51 

A PRIVATE HOSPITAL FOR THE CARE AND 
TREATMENT OF THOSE OF BOTH SEXES 
SUFFERING FROM MENTAL DISORDERS. 


Extensive grounds. Detached Villas. Chapel. Garden 
and dairy produce from own farm. Terms very moderate. 

Convalescent Home at Bournemouth 

standing in 12 acres of Ornamental Grounds, with Tennis 
Courts, etc. Patients or Boarders may visit the above, by 
arrangement, for long or short periods. 

Illustrated Brochure on application to the Med. Supt., The Old Manor , L(d. t Salisbury. 


CLARENCE LODGE 

55, CLARENCE ROAD, CLAPHAM PARK, S.W.4. 

A LIMITED number of LADIES suffering from MENTAL and NERVOUS 
rv DISORDERS are received for treatment under a Specialist. The House stands 
in large grounds. Telephone : Tulse Hill 4913. 

For further particulars see Illustrated Prospectus from Resident Licensee ; Miss THWA1TES. 


Ad, 8 
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SMGSsewK House 

BOX (Near BATE). 

Telephone; No. 2 Box 


FOR THE TREATMENT OF DISEASES 
OF THE BRAIN AND NERVOUS SYSTEM 

"TP HIS House is situate 450 feet above sea level, and commands 
extensive views of the surrounding country. 

Special accommodation for Patients of the Voluntary Class, 
which is encouraged. 

Access — Box Station (G.W.R.) ; Bath Stations (Midland 
and G.W.R.) twenty minutes from the house. 

CONSULTANTS in MEDICINE and SURGERY are always available. 

For terms, etc., - apply to : — - 

Dr. H. C. MacBRYAN or MEDICAL SUPERINTENDENT 

at the above , 

Or at 17 BELMONT, BATH - - Telephone ; No. 3136 Bath 


TUE BROO K VI LLA , Liver pool 

A PRIVATE HOME for the Care and Treatment of 
Ladies aid Gentlemen suffering from Mental Disorder. 


OLEASANTLY SITUATED in about 20 acres of grounds, within easy 
reach of the City of Liverpool. All kinds of outdoor and indoor amuse- 
ments. Voluntary Patients also Received. 

For Terms, etc., apply to the Medical Superintendent — 

I. M. MOYES, MJB„ CkB. 


PRIVATE MENTAL HOSPITALS 

GO. DUBLIN. 

HAMPSTEAD, Glasnevin, for Gentlemen, — HIGHFIELD, Drumcondra, for Ladies 
For the Cure and Care of Patients of the Upper Class suffering from 
Mental and Nervous Diseases and Abuse of Drugs. 

T elephone : Drumcondra No. 3. Telegrams : * f Eustace,” Glasnevin. 

Tihes© Hospitals are built on the Villa. System, and there are also 
Cottages on the demesne (130 acres), which is 150 ft. above the sea level 
and commands an extensive view of the Dublin Mountains and Bay. 
Volunta ry Patients admitted without M edical Certificates • 

For further information apply for Illustrated Prospectus, etc., to the Resident Medical 
RaSSc 1 *? 3 ?? 6111 : Nielson Eustace, Hampstead, Glasnevin ; or at the Consultation 

Md m°2 3 S 0 “m DubIm ‘ TeU P hmu • Dublin No. 43724. On Mondays, Wednesdays, 


A D VERT I SEMEN TS 
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ALBANY HOUSE, a Detached Block for 
FEMALE PRIVATE PATIENTS. 


Terms : 2 GUINEAS per Week and upwards. This Villa is 
distinct from the main building, and has separate recreation grounds. 

For further particulars, apply to the Medical Superintendent, 

Tel. No. : Derby 93. DR. JOHN BAIN, R0WD1TCH, DERBY. 


THE GRANGE, Near Rotherham 

A SANATORIUM OF THE HIGHEST CLASS FOR THE 

CARE & CURE OF MENTAL INVALIDS (Ladies). 

Resident Physician : G. E. MOULD, M.R.C.S. Eng:., L.R.C.P. Lond., 
Consulting Physician for Mental Diseases to the Sheffield Royal Hospital. 


T*HE House is a spacious Family Mansion, with extensive pleasure grounds, including good 
* Croquet and Tennis Grounds, and an immense Park, containing Private Drives and Walks 
of several miles in extent. It is situated in the heart of the famous Robin Hood Country (5 miles 
from Sheffield, 4 from Rotherham) and is surrounded by beautiful scenery, and an atmosphere 
free from smoke and impurity. Situation dry and healthy. The arrangements are of a domestic 
character. The Proprietors welcome visits from the usual Medical Attendant of the Patient 
during her residence. Certified Voluntary and Temporary Patients received. The Rev. R. T. C. 
Slade, Mus. Bac., late Vicar of Thorpe-Hesley, acts as Chaplain, and conducts regular Services. 

The Resident Physician may be seen at the Grange ; or at 342 Glossop Road, 
Sheffield, by appointment. Telephone: Sheffield No. 40030. 

GRANGE LANE STATION (L. & JN.E. Railway) is within a quarter of a mile of the Grange , 
and may be reached via Sheffield or Barnsley direct ; or via Rotherham , changing at Tinsley. 

For Terms, Forms, &c., apply to THE RESIDENT PHYSICIAN. 


Shaftesbury House, 

FORMBY - BY - THE - SEA. 

Telephone : No. 8 FORMBY. Near LIVERPOOL. 


A I *HIS HOUSE, specially built and licensed for the Care and Treatment 
of a limited number ©f LADIES and GENTLEMEN suffering from 

MENTAL or NERVOUS BREAKDOWN, 

is delightfully situated between Liverpool and Southport in well-wooded 
grounds. Outdoor and indoor amusements and occupation provided. Volun- 
tary and Certified Patients received. Ladies also admitted as Temporary 
Patients without certification. 


TERMS MODERATE. 


Apply RESIDENT PHYSICIAN . 
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CAMBERWELL HOUSE 

33, PECKHAM HOAD, LONDON, S.E.5 

Tdcgram: For ttoe Treatment of Telephone : 

“ Psycholia, London ” MENTAL DISORDERS Rodney 4731-2 

A LSO completely Detached Villas for mild cases with private suites if desired. 

Voluntary patients received. Twenty acres of grounds. Hard and Grass Tennis 
Courts, Putting Greens, Bowls, Croquet, Squash Racquets, and all indoor amusements 
including Wireless and other Concerts. Occupational Therapy, Callisthenics and 
Dancing Classes. X-ray and Actino Therapy, Prolonged Immersion Baths, Operating 
Theatre, Pathological Laboratory, Dental Surgery and Ophthalmic Dept. Chapel. 
Senior Physicians Dr, HUBERT JAMES NORMAN, 
assisted by three Medical Officers, also Resident , and visiting Consultants . 
Illustrated Prospectus, giving fees, which are strictly moderate, on application to the Secretary, 

Hi© Convalescent Brandi is HOVE VELLA, BRIGHTON. 206 ft, above sea level. 

PECKHAM HOUSE 

1 12, Peckham Road, LONDON, S.E. 15 

Telegrams: “ ALLEVIATED, LONDON " Telephone: Rodney 4741, 4742 

mhe above MENTAL HOSPITAL supplies suitable CARE AND TREATMENT FOR PERSONS 
-1- SUFFERING FROM NERVOUS DISEASES AND MENTAL DISORDERS. Temporary, 
voluntary and certified patients are received. Separate houses for the treatment of suitable 
cases adjoin the Hospital. There is a seaside branch, Kearsney Court, near Lover. Motor and 
carriage drives are provided as desired, Up-to-date methods of treatment are employed and 
every effort is made by handicraft work, physical drill, games, entertainments, etc., to promote 
the speedy recovery of patients. 

The terms are moderate, being from 3 gns. per week upwards. 

lUu&trated Prospectus and farther particulars can he obtained from the MEDICAL BUPT. 
Telephone : HOUNSLOW 0158. 

WYKE HOUSE Mental Hospital 

for Ladies ■ and 

ISLEWORTH, MIDDLESEX, - Gentlemen. 

Conveniently situated in quiet rural surroundings in Syon Lane/ 
about a quarter of a mile to the north of the new Great West Road. 

Stations: OSTERLEY (District Railway); SYON LANE (Southern Railway), 

For Terms and Further Particulars apply to the Resident Physician : — 

G. W. SMITH, O.B.E,, M.B., Ch.B. (Edin.) 

Consulting Room : 57 GROSVENOR STREET, W.l, (By Appointment), 

CITY OF LONDON MENTAL HOSPITAL, 

Near DARTFORD, KENT. 

Under the management of a Committee of the Corporation of the City of London. 

LADIES and GENTLEMEN received for treatment under Certificates and 
without Certification, as either Voluntary or Temporary Patients, at a 
Weekly Fee of TWO GUINEAS and upwards. An Illustrated Booklet 
giving full particulars can be obtained from the Medical Superintendent. 
The Institution is within two miles of Dartford Station, on the Southern 
Railway, with frequent electric train service, and is about 16 miles from 
London, Trams and Motor Omnibuses pass the door. 

Telephone : DARTFORD 57. Telegraphic Address : STONE HOUSE, DARTFORD, KENT. 
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KINGS WINFOR D, STAFFORD SHIRE. 

Ail old-established and modernized Institution for the Medical Treatment 
of Ladies and Gentlemen Mentally Afflicted, 

T HE House, pleasantly situated, stands in picturesque grounds of forty 
acres in extent, with, a surrounding country noted for the beauty of its 
walks and drives. The climate is genial and bracing. Occupation, indoor 
and outdoor amusements, and carriage and other exercise amply provided. 
Terms vary according to requirements as 
to accommodation, special attendance, etc. 

TELEPHONE 19, KINGSWINFORD. 

Railway Stations : Stourbridge Junction (G.W.R.), 3$ miles ; Dudley (T,.M. & S.R.), 4 miles; 
Wolverhampton (G.W.R. or L-M. & S.R.), 7 miles. 

For further Particulars apply to the MEDICAL SUPERINTENDENT. 


FARNHAM HOUSE & MARYVILLE 

FINGLAS, Co. DUBLIN. 

PRIVATE HOSPITALS for MENTAL AND NERVOUS ILLNESS, including 
the ALLIED DISORDERS OF ALCOHOLISM and THE DRUG HABIT, 


I DEALLY situated within two miles of the City and in a health-inducing 
1 district. Voluntary boarders received without medical certificates. 

A beautiful seaside residence in a park of 600 acres* with a private 
bathing beach* is available for suitable cases. 

Experienced staff; modem treatment. Interviews can be arranged at 
42 * Fitzwilliam Place* Dublin. 

Apply : H. R. C. RUTHERFORD* F.R.C.S.L* D.P.H.* 

’Phone: Finglas ii. Medical Superintendent . 

COTON HILL 
Mental Hospital 

Near STAFFORD. 

Chairman of the Committee of Management : 
The Right Honourable 

THE EARL OF DARTMOUTH. 

Beautifully situated in a high and healthy 
position, with extensive grounds. The hospital 
is devoted to the care and treatment of the 
mentally afflicted of the upper and middle 
classes. Voluntary patients are received. Terms 
on application. Private rooms with special 
attendants, can be arranged. 

For further particulars » apply to — 

Dr. R. MACDONALD, O.B.E., M.D., D.P.M. 
Telephone : Stafford 14. 
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SPRINGFIELD HOUSE 

Near BEDFORD 

Telephone No, 3417 


For Mental Cases, with or without Certificates 


Ordinary Terms , Five Guineas per week 
(including Separate Bedrooms for all suit- 
able Cases, without extra charge). :: :: 

For forms of admission, etc., apply to the Resident Physician, 
CEDRIC W. BOWER, as above, or at 5, Duchess Street, 
Portland Place, W.i, on Tuesdays, from 4 p.in. to 5 p.m., 

by appointment. 


HILL END HJ2h7>L Nervous Disorders 

(.TWENTY MILES FROM LONDON) 

I ADIES suffering from all forms of MENTAL ILLNESS are received 
^ for treatment, on modem lines, as Voluntary, Temporary, or Certified 
Private Patients at the Hill End Hospital. Convalescent or Mild Cases can 
be treated in a delightful Country Mansion, with extensive grounds, known as 

HIGHFIELD HALL, situate about a mile away from the Hospital. 

FEES - 2 to 3 guineas per week. 

For further particulars apply to the Medical Superintendent : 

W, J. T. KIMBER, L.R.C.P., D.P.M. - ST, ALBANS, Herts. 


THE GROVE HOUSE 

; CHURCH STRETTON, SHROPSHIRE 

■ A PRIVATE HOME for the Cure and 

„ Treatment of a limited number of Ladies 

■ mentally afflicted 

; CLIMATE HEALTHY AND BRACING 

" Apply to the Resident Medical Superintendent, Dr. McCLINTOCK 


STRETTON HOUSE 

CHURCH STRETTON, SHROPSHIRE. 


A PRIVATE HOME for the treatment of gentlemen suffering from Mental and 
Nervous illness, including the allied Disorders of Alcoholism and the Drug Habit. 
All types of early Mental and Nervous Cases are received without certificates as 
Voluntary Patients. Bracing hill country. 

Apply to Medical Superintendent. * Phone 10 P.O. Church Stretton. 
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GLOUCESTER 

A REGISTERED HOSPITAL for the CARE and TREATMENT of LADIES 
and GENTLEMEN suffering from NERVOUS and MENTAL DISORDERS. 

W ITHIN two miles of the G.W.R. and L. M. Sc S. Railway Stations at 
Gloucester, the Hospital is easily accessible by Rail from London and 
all parts of the United Kingdom. It is beautifully situated at the foot of the 
Cotswold Hills, and stands in its own grounds of over 280 acres. Voluntary 
Patients of both sexes are also received for Treatment. 

Special accommodation for Lady Voluntary Patients is also provided 
at the MANOR HOUSE, which has its own private grounds and is entirely 
separate from the main Hospital. 

For particulars as to Terms, etc., apply to ARTHUR TOWNSEND, M.D., 
Telephone No. 6207 BARNWOOD. Resident Superintendent. 


THE FLOWER HOUSE 


8 miles from London. 

A PRIVATE HOME of the highest 
class for Gentlemen suffering from 
Mental and Nervous Disorders, both 
under certificates or as Voluntary 
Patients. 

A beautifully furnished old Family 
Mansion thoroughly modernized 
and up to date. 

Twenty-five acres of well-timbered 
grounds, containing unrivalled 
flower gardens, cricket and football 
fields, croquet, tennis and bowls. 

Billiards room. Wireless, Concerts 
and Sports. 

Special suites for suitable patients, 
in new annex, consisting of private 
sitting room, bed room, attendant's 
room (if necessary) and private bath 
room and lavatory. 

Station, BECKENHAM HILL, 
ft minutes, and Beckenham Junot. 

Tram S4 from Victoria to Southend 
Village, which is 2 minutes’ walk 
from Flower House. 

Motor Buses <54. 47, <586. 



For terms and further particulars apply 
W. F. UMNEY, M.D., Medical Superintendent, or 
Mrs. k BECKETT, Resident Licensee. 


THE 

MENTAL HOSPITAL 

DIGBYS, near EXETER. 


The above Hospital, situated in 
healthy country, three miles from 
Exeter, RECEIVES PRIVATE 
PATIENTS OF BOTH SEXES. 

FEES : TWO GUINEAS 
per week. 


Rowlands house 

Tooting Bec Common, 

LONDON, S.W.I7. 

Private Mental 
Hospital 


Particulars on application to the 
MEDICAL SUPERINTENDENT. 


Telephone 

STREATHAM 0524. 
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BAILB RO £ : ' H 0 U SE, Bath 

For the Care and Treatment of 
Ladies & Gentlemen suffering from 
Nervous or Mental Breakdown, 


Special Attention is given to the Curative Treatment of Early 
Cases, also to Fresh- Air Treatment & Occupational Therapy. 

Apply S. J. GILFILLAN, O.B.E., M.B., Resident Physician . 
Telephone : Batheaston 8189. 

VOLUNTARY PATIENTS RECEIVED 

Trams to Bathford pass the entrance gates of Bailbrook House. 


“BEECHM5NT” 

Lewes Road, Haywards Heath, SUSSEX 

Female Private Patients suffering from Mental Disorder can 
be received as Voluntary > Temporary , or Certified Patients. 


CC T3EECHMONT 55 is a large Country House acquired by the 
Brighton Corporation, and is situated on the outskirts of 
Haywards Heath ; the house is healthily situated and stands in 
an estate of 27 acres with beautifully laid-out gardens and 
lawns, commanding extensive views of the South Downs ; it 
has up-to-date systems of lighting and heating, and is attractively 
furnished on modern lines. The charges are from £3 3s. to 
£10 10s. per week, and include all necessaries except clothing. 

Full Particulars may be obtained from the MEDICAL SUPERINTENDENT . 


BOOTHAM PARK, York 

A REGISTERED MENTAL HOSPITAL for the 
Treatment of NERVOUS and MENTAL INVALIDS 
as Voluntary, Temporary, or Certified Patients — 

For Particulars apply to the Medical Superintendent ; — 

GEORGE RUTHERFORD JEFFREY, M.D. Glasg., F.R.C.P.E., F.R.S.E. 


WYE HOUSE, BUXTON 


A PRIVATE HOME 
for Ladies Si Gentlemen 
suffering from Nervous 
and Mental Disorders. 


T HE HOUSE, with grounds of 10 acres, 
is situated 1200 ft. above sea level, and 
commands extensive views of the surrounding 
country. 

Both Certified Temporary , and Voluntary Patients received. 

■ ’■ Terms from 31 guineas per week. 

Ttl I3£ f Buxton. Resident Physician : W. W. HORTON, M.D. 
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UPLANDS 


A Large Detached Villa, 


in connection with the Cheshire County 
Mental Hospital, Macclesfield, for the 


RECEPTION OF PRIVATE PATIENTS of both sexes. 


FEES from £ 1 18s. 6d. upwards, according to accommodation. 


Apply for Prospectus to 

H. DOVE CORMAC, M.B., M.S., Medical Superintendent 

Telephone ; Macclesfield 2617. 


FENST ANTON 

CHRISTCHURCH ROAD, STREATMAM HILL, S.W.2. 

Telephone; Tulse Hill 7181. 

A Private Home for the Care and Treatment of 
Ladies suffering from Mental and Merveus Disorders. 


The Mansion, with Annexe, stands on an elevated site in 12£ acres of gardens 
and well wooded and secluded grounds. Special facilities for Voluntary and 
Temporary Patients in Mansion. Visits by own Medical Attendant encouraged. 
For Terms apply - J. H. EARLS, M.D., Resident Physician. 


THE PLEASAUNCE, YORK 


Old Established 
PRIVATE MENTAL 
HOME for LADIES 
OF THE UPPER & 
MIDDLE CLASSES 


TELEPHONE No. 3684. 

THE House stands in extensive well-wooded 
Grounds within the boundary of the City, 
A special feature is made of the Treatment of 
incipient Mental Cases, Certified or Voluntary. 


Terms and further information from the Licensee : 

MRS. JANIE S. BAUGH, M.B., Ch.B. 


LEIGH HOUSE, HATTON, WARWICK 


FOR THE 
TREATMENT 
OF MENTAL 
DISEASES 
IN 

LADIES 



Terms from 2| guineas per week. 


APPLY MEDICAL SUPERINTENDENT. 
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Manufactured only by 

DOWN BROS. Ltd. 

Surgical Instrument Makers, 

21 & 23 SI Thomas’s St., London, S.EJ 

(Opposite Gov’s Hospital) 


GRAND PRIX: 

Paris 1900 Brussels 1910. Buenos Aires 1910 


Telegraphic Address: 

Registered throughout the World 

“ DOWN LONDON. 1 ’ 


Telephone : 
Hop 4400 (4 Lines). 


Allahabad iyio. 

Copyright Entered at Stationers Hall 
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WIRE EXTENSION INSTRUMENTS 



BRONCHOSCOPY INSTRUMENTS 



BRITISH MANUFACTURES ONLY. 


GRAND PRIX: 

Paris 1900, Brussels 1910. Buenos Aires 19x0. 



Copyright Entered at Stationers Hall. 


DOWN BROS. Ltd. 

Surgical Instrument Makers, 

21 & 23 Si Thomas’s Si, London, S.E.1 

(Opposite Guy's Hospital). 


Telegraphic Address; 

Registered throughout the World 

“DOWN, LONDON.” 


Telephone ; 
Hop 4400 (4 Lines), 
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STERILIZING EQUIPMENT 

PANEL SYSTEM. 


QUOTATIONS, ON APPLICATION. 

BRITISH MANUFACTURES ONLY . 

DOWN BROS., LTD. 

2 1 -23 ST. THOMAS'S ST., S.E.l. 

LONDON ENGLAND 

CALCUTTA Old Court House St. 
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“CHIRON” 

Examination Lamp 

with accessory fittings, as supplied i® 
The Royal Society of Medicine. 


Lamp on. Floor Standard, 
without the accessory fittings 
£7 5 0 

The various accessories can be 
supplied to fit customers’ own 
Lamp at the following prices : — 

£ s. d. 

Brass Spirit Lamp - - 0 4 6 

Large size - - -096 

Bracket extra - - 0 IE 6 

Tongue Cloth Box - - 1 7 6 

Ditto ditto with glass 

tumbler and bracket 2 8 6 

Tongue Cloths, per box 

of 50 - - - - 0 2 0 

Soiled Dressing Recep- 
tacle with bracket - 1 17 6 

The Lamp Complete, 
as illustrated £12 12 6 

Please state voltage when ordering. 


The “ CHIRON ” Lamp Is In use In the 
principal clinics throughout Great Britain, 
India and the Dominions. 


Lists of new instruments 
are published at frequent 
intervals , and will be 
sent post free on request 
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- : IRON" 

Electric Motor 

fitted with aseptic cable 
and handpiece to work 

Rogers 8 Skull Plough 

The most rapid and 
efficient method of cutting 
Cranial Bone Flaps - 

Bom Drills 

Albee's Saws fir Bone Grafting 

etc., etc. 


The M CHIRON ” 
Electric Motor, as illustrated, 
on turn-table, mounted on 
adjustable stand, fitted with 
ball-bearing castors. Has been 
supplied to many of the 
principal hospitals in Great 
Britain and the Dominions. 


SURGICAL INSTRUMENT 

MANUFACTURERS. 

Established over 70 Years. 

CHIRON HOUSE, 59-61, New Cavendish St, 
LONDON, W.l. 

Telephone: Telegrams: 

Wetbeck 3764. Trephine, Wesdo, London/’ 
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CURVED 

blade 


ALLEN & HANBURYS LTD 

LONDON, E.2 


Telegrams: " Greenburys Beth London 


Telephone: Bishopsgate 3201 (12 lines' 

Showrooms 


48 Wigmore Street, W.l 


Use British 


A.&H." Knife 


with Interchangeable Blades 
and Stainless Steel Handle 

(Patent No 1834041 


Easily and Safely assembled 
Keen Edge 


Stainless Steel Handles, 
5/- each 


Scalpel Blades, 3 sizes, and 
Curved Blades, in packets of 6, 
3/9 per packet 
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AZOULE 


BRAND 


teriiity is guaranteed by the 
most stringent tests of the 
1 nerapeutlc Substances 
(Catgut) Regulations. 

Possesses a good tensile 
; V\ strength both on the knot 
\ an< 3 in the suture as a 

\ whole. It has a smooth, 

\\ \ even surface which 
*90^, ^ holds securely — 

s\ \ knots do not slip. 


It has flexibility 
and suppleness. 

Every suture is 
accurately gauged, 

There is complete 
absence of irritant 
action in the tissues. 

The absorption 
times are correct. 


De$criptive leaflet wilt 
be sent on application. 


Allen & Hanburys Ltd., London, E.2 

Telephone: 3201 Bishops&ite (121ines). Telegrams: "Greenhurys Beth London 

Showrooms : 48 Wigmore Street, W.l 
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THE GENITO URINARY MFG. GO. LTD., 

Surgical and Optical Instrument Makers. 

28a, Devonshire Street, LONDON, W.1, 

Telephone: Telegrams: 

Welbeck 3520. cf Cystoscope, Wesdo > London.” 











APPARATUS 


Regd. No. C j 

High and Low Plinths, Medical Wall 


Bars, Beams, Stools, Cushions, Straps, 


Correction Belts, Swedish Combinations, 


Trapeze Bars, Rowing Machines, Wrist 


Machines, Nautical Wheel, etc. 


GUARANTEE 


As Upholstery Speci- 
al sts, we guarantee 
all our Plinths and 
Upholstery to be of 
the very highest 
workmanship. The 
Material used is our 
“ Non -slipping An- 
tique Rexine.” 


Showing rowing extension which may 
be folded vertically to the machine. 


SPENCER, HEATH & GEORGE, LTD. 

CYMNASTIOENGINEERING WORKS PONDERS END, MIDDLESEX 


SPECIAL 

NOTICE 

We carry, at 
times, some 
excellent 
second-hand 
goods. 

Please write 
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“ABACOT” REGISTERED ABACOT ” REGISTERED 


ORTHOPAEDIC CYCLE 

IEDICO-MECHAHICAI 


MEDICAL GYMNASTIC GEAR 


Dr. Mermell’s 

Combined Apparatus 

SOLE MAKERS 


Adjustable Pedals 
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MEDICAL GYMNASTIC APPARATUS 

“ ABACOT REGISTERED ” LATEST 


COMBINED HIGH AND LOW PLINTH 



As supplied to St. Thomas’s Hospital , London. Neu) Medical Outfit. 

Photo shows it as a Low Plinth; legs can he adjusted to height of 30 inches for use as a High Plinth. 

Can be adjusted for use as a High or Low Plinth, as required, 
adjustable in three sections. Upholstered special non-slipping 
Antique Rexine. 

SJB.G. “ ABACOT REGD” PLINTHS, MASSAGE COUCHES, 

etc-, are made for hard wear — morticed and tenoned, for durability 
— not merely dowelled. 

We are also actual makers of the — 

WRIST DROP MACHINES ANKLE LATERAL MACHINE 
F I N G E R M A CHINES ANKLE DROP MACHINES 

FINGER B AN D GRIPS K YPHO SIS G USHION S 

Etc., etc. 

EACH ITEM OF OUR APPARATUS CARRIES A 
TWELVE MONTHS' GUARANTEE. 


SPENCER, HEATH & GEORGE, LTD. 

GYMNASTIC-ENGINEERING WORKS PONDERS END, MIDDLESEX 
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Inspect the Quality of the 

BRITISH- WADE 



STANDARD PRODUCTS 

Before Ordering your Equipment . 




WE SPECIALISE IN— 

Improved Sterilizing Drums 

Simple Pattern 
instrument Sterilizers 

with Reinforced SeamlesS| 
Boilers for Electricity or Gas 
or Spirit Heating 

Standard Full 
Automatic Sterilizers 

‘ New Process ’ Stainless 
Steel Surgical Instruments 


“ RECORDOS” 

The Record Syringe of the Future 
Two Parts only — Barrel and Plunger. The 


troublesome loose collar used in the old type 
of Syringe is no longer employed. 

Finger Bars provided, giving better control 
in use. 

Simple device for Attachment of Barrel to 
Plunger during Sterilization. Saves time 
and obviates Breakage. 

Barrel is made of high quality thermal glass 
and is perfectly ground to Plunger. 

Graduations are accurate and indelible. 


The Ideal Syringe for Hospital Use. 

Full Range of Sizes now available,, 
cc Standard Products” are Speciality Products. 


OBTAINABLE THROUGH 
ALL RETAIL HOUSES 


Standard Surgical Mfg. Co. Ltd. 

Westfield Road, North Acton, London, W.3 
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THE HOLBORN 


SUBGICAL INSTRUMENT 

CO. LTD. 




Morriston 
i Davies 5 

THORACOPLASTY 

and 

GENERAL 

OPERATION 

^™ LE _ 

Price on 
Application. 


Nelson’s Set of Re 
sion, with elect] 
with’cords and 



A414— Morrist 
designed to cut 
of exertion and 
to splinter. Ri 
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KEELER 

DIAGNOSTIC SETS and 
OPHTHALMOSCOPES 

are superior to any in the world and at the 


same time are Lower in Price 



The illustration shows an entirely new instrument, f,e., a 
Combined Auriscope and Ophthalmoscope, specially designed 
to give a perfect view of the fundus and four different 
magnifications of the ear drum. Other attachments such as 
Nasal Speculum, Laryngoscope, Operating Speculum, etc,, 
are made to fit on this instrument. Its adaptation from 
one purpose to another is exceedingly quick and simple. 

We strongly advise all medical men to examine the Keeler 
range of Diagnostic Sets and Ophthalmoscopes, etc., before 
purchasing any of this type of equipment. Money will be 
saved thereby and better equipment acquired. The price of 
the Combined Auriscope and Ophthalmoscope as illustrated is 
£ 8 : 8:0 

Please send for illustrated catalogue ■ 

C. DAVIS KEELER LTD. 

Oculists' Dispenser and Ophthalmic Instrument^ Manufacturer 

47 Wigmore Street, London, W.1 

and at Birmingham, Plymouth, Eastbourne, Truro, Penzance, 
Falmouth, and Newquay. 

S.C . Optical Dept, Jason Court. Optical Works Keeler House, J ason Court, W.l 
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AN EASY AW RAPID METHOD OF 

HIGH POWER lMISCIOSCOPY. 



THE “DAVON” SUPER -MICRO SCOPE No. 09. 
Designed for the examination of uncovered slides at a fixed 
magnification of Xiooo* employing a J" objective instead of 
an oil immersion T V'. 


ALL IN 


ALIGNMENT 
READY FOR 
IMMEDIATE USE. 

The fine focusing C A ’ is 
all the adjustment required . 


“ While working at the Tropical Schools where time was limited, I often desired to 
possess an instrument by which I could easily find a parasite in a blood-film and 
without all the trouble connected with a i 1 ./ oil immersion lens. I did not know that 
„„ ” an instrument had been invented by 

which I could obtain the same results 
, ^ * 1 v ^ with a objective. I am referring to 

X * M 1 L ,i ' the £ Super-Microscope 1 made by F. 

M i ig< ,, £ * \ ( ¥ Davidson & Co, I can see as much 

a 'TJ- . | ‘ ' , with the yV as with a ffi and there is a 

% 1 ' ' * gain in the greater working distance. 

** * \ These are distinct advantages to those 

iralj ' '* * \ engaged in tropical work where every- 

I - '■ • I thing should be made as easy and 

1 - | comfortable as possible, especially when 

! ” f t .' r • y : ! the work has to be carried out in trop- 

I icai heat. A magnification of x 1000 is 
■ - , sufficient and this is easily obtainable 

\ ; h.C' V * 1 ■». ’’ and with maximum resolution.” — Col. 

J , R.A.M.C., Diploma in Tropical 

t 1 , ;/ Medicine. 


■ 1 . ; - SP IEOCH/ET A PALLIDA 

XX X fib'* photographed with the* Super-Microscope* 

employing a If objective. Mag. X 1000. 

PRICE. Complete with illuminant* cc Abbe ” condenser* semi-apo. 
■}" objective * collector* secondary objective and eye-piece (forming 
the Super-Microscope system)* and mechanical stage* £26 - 10 - 0 . 

Without mechanical stage* £22 -0-0. 

If electric mains are not available an oil-lamp may be substituted at an extra cost of £1* 

F. DAVIDSON & Co. 

143/149 GREAT PORTLAND STREET, LONDON, W.I. 

ESTABLISHED 1890. 

Catalogue of Optical and Electro-Medical Appliances 
and other types of Super-microscope Apparatus free. 
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HOSPITAL piMNSTURE 
OF STAINLESS STEEL 

A saving in upkeep 
Always bright 

Easily cleansed 

PRICE LIST ON APPLICATION 

BRITISH MANUFACTURE 


J. GARDNER & SON 

Surgical instrument fIDafeers T ° lS U A^ Etc. YAL 
War 4~ d 32 FORREST ROAD, EDINBURGH. 

Works: 90 CANDLEMAKER ROW, EDINBURGH. 

Telegrams * “Forceps, Edinburgh.” Telephone: Edinburgh 20747, 



AUTOLEDM 

MOTOR OILS 

( Graded for Every Car) 

(J Are blended by a British 
M firm having over 70 years’ 
experience. 

(T Afford the best possible 
^ lubrication for motor 
cars, etc. 

(J Have been used continu- 
^ ally by thousands of 
satisfied motorists. 


5 GALLONS IN YOUR GARAGE 
WOULD BE CONVENIENT, 
ECONOMICAL AND A SAVING 


MANUFACTURED BY 

THE RELIANCE SSWSSE- 

19 & 20, WATER LANE, GT, TOWER ST, 
LONDON, E.CU, 
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The prices of X-Ray film coated 
on a non-inflammable base— and 
known as SAFETY X-RAY FILM 
—are now the same as 

ILFORD 

STANDARD 

X-RAY FILM 

Price List of Ilford X-Ray Films 
and Accessories on request 

ILFORD LIMITED - ILFORD - LONDON 
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HEWLETT’S “ COMPLETE G.P.” BAG 



Size 1 3} in. X 6| in. X 9 in. 


’THIS bag is so arranged 
* that every item is im- 
mediately visible and acces- 
sible the moment the lid is 
1 i f ted . Th e front o f the bag 
need only be let down to 
get at the compartment 
lio 1 d i ng th c e n i e r g e n c y 
dressing, etc. The large 
central space is to hold a 
folding stethoscope, and 
room is left for further 
instruments such as sphyg- 
momanometer, etc, 

PR IC 15, wit h 1 ristruments 
and Fittings, in 
black or Brown 
Cowhide, lined jv-y #» 
with Rexine U H 

PRICE in Black Rexine, 
instead of Leather £6 10 0 


THE “G.P” MIDWIFERY BAG 



Size 1 8 in. X 1 2 in, X 5fin. 


Fully Illustrated Pamphlets , with 
suggested list of drugs for inclusion 
in each bag, will be sent on application. 


THE success attending our 
* “Complete G.P.” Bag has 
suggested to ns that a companion 
bag for midwifery designed on 
similar lines would satisfy the 
demand for a superior obstetric 
bag for general practice. 

This bag contains all the essen- 
tial equipment arranged system- 
atically; no disarrangement is 
possible as a definite place is 
provided for each article, and 
no spilling can occur as all the 
liquids are in stoppered bottles 
which are enclosed in nickel 
plated cases. 


PRICE, with Instruments and 
Fittings complete as illustrated: 
In Black or Brown imo a n 
Cowhide U U 

Without Sterilizer £10 5 0 
Without Sterilizer «« a a 
and Forceps ^ uu 


Introduced and manufactured only by 


C. J. HEWLETT & SON, Ltd. 35/42, Charlotte St., LONDON, E.G.2 
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This Dressing, introduced by ns, and of which we are the sole 
proprietors and manufacturers, is deservedly increasing in favour 
with the profession. We quote the following extract from a 
clinical address delivered by SAMPSON G AM GEE, Esq., "F.B.S.E., 
Consulting Surgeon to the Queen's Hospital, Birmingham. 

‘‘On purely surgical grounds, I have no hesitation in stating that the absorbent 
Gauze and Cufcton Tissue, prepared at my suggestion by Messrs. Robinson & 
hows Ltd. of Chesterfield, is the most generally useful and comfortable, the 
most easily manageable and most economical surgical dressing with which I 
am acquainted. 

“ The Tissue, as made in long lengths, is perfectly uniform in surface and 
thickness and can be cut to any shape or size to pad the trunk or the limbs, 
in case of disease or injury. Powerfully absorbent and elastic, the Tissue, is 
equally serviceable for drainage and compression, for dressing blisters and 
burns, wounds and ulcers, sprains and fractures. The Tissue does not lump 
together, but remains uniform, and is a most soothing and healing application 
to inflamed joints and many skin affections. 

“ The Tissue is susceptible of any antiseptic medication, and it also takes up 
plaster of Paris cream, liquid glass, collodion, or paraffin so readily as to form 
an excellent basis for splintage and moulds. A limb or the trunk may be very 
speedily and effectually immobilized by surrounding it with a layer of the 
dry Tissue, and outside that placing a layer or intersecting slips of the same 
material, previously soaked in plaster of Paster cream or other solidifiable 
substance ’’—which is best kept in its desired position by Robinson & Hons’ 
Absorbent Bandages. 


When ordering this Dressing Insist on the 



Made from oar well-known Gamgee Tissue, charged with the 
active essence of Capsicum and Methyl Salicylate. 

The distinctive feature of our Manufacture is the combination 
of Methyl Salicylate with the Capsicum. 

The Gamgee Tissue is found to be a much more convenient 
vehicle for the Capsicum, etc., than ordinary absorbent Cotton 
Wool, as it lends itself more readily for application to the parts 
affected. 

Supplied in bulk in 1-lb. rolls, or cut to any size required. We 
can supply you with cartons and labels free from stamp duty, 
or pack it for you in cartons ready for sale. 

Write fot* S^mpies a#»cf Prietos m 


Robinson & Sons Ltd., Chesterfield 

London Address : 168 Old Street, E.C.1 
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Made of strong washing materials. Very light in weight. 
All supports are detachable. Price for stock sizes up to 38 
inch waist* 8/6 each. Over 38 ins., extra. 


All Branches, 


Obtainable through 


FOR CLEANLINESS 


Surgeons 5 Overalls; to tie at back; 12/6 each 
White Long Coats, to button - 8/6 „ 

White Jackets, to button - - 6/6 „ 

Orderlies 9 Jackets, button to 

throat - 6/6 „ 


All garments well made and seamed, detach- 
able buttons and usual pockets. Stock sizes. 
34-44 chest. British materials throughout 


_ .jeL- fr 8 *' Direct from ; — 

FROST & COMPANY 

SURGICAL APPLIANCE MANUFACTURERS 

CLIFTON WORKS, BEESTON, Notts 
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The ideal support 

British made 
throughout . 


RETAIL PRICES : 
CREPE BANDAGES. 







144 


ADVERTISEMENTS 


For Health and Efficiency 


ESTABLISHED OVER 
A CENTURY 



j.h. 

Surgical ^Appliance ^Manufacturers 
Experts in SPECIAL ARTICLES to MEASURE 

ELASTIC APPLIANCES, BELTS and TRUSSES for 
SPECIAL and DIFFICULT CASES made to Order. 



Abdominal Belts 
Chest Expanding Braces 
Suspensory Bandages 
Trusses (Spring and 
Elastic) 

Elastic Hosiery (Seamed 
and Seamless) 



Orthopaedic Instruments 
Poro-plastic Jackets 
Invalid and Nursing 

Requisites 
Druggists’ Sundries 
Water- and Air-proof 
Goods, Etc. 



Castle Gate, NOTTINGHAM 

Tel. No, : Telegraphic Address : 

40488 “Appliance, Nottingham,” 




Orthopaedic 

Appliances 


F. G. Hilliard 

- 34 - 

St. Mary’s Place, 

Newcastle-on- 

Tyne. 


’Phone : 
NEWCASTLE 
120177 






W. H. BAILEY & SON 



Bailey’s Surgical Instru- 
ments and Appliances, 
Aseptic Hospital and 
Invalid Furniture. 


-Sale: 


ESTS 1833 


Write for Lists , Post Free 
Telephone : 

Gerr. 3185 and 2313. 
Telegrams : 

“ Bayleaf, London.’* 


Surgical Instruments & Applia 
Hospital & Invalid Furniture, 


Appliances , 45, OXFORD ST.\| jniwrif'ill W 1 
rniture, 2, RATHBONE PLj LUNUUW » WA 




PACHE 81 SON, 

6, Smallbrook St., BIRMINGHAM. 

ESTABLISHED OYER A CENTURY. 

Makers to the Principal Hospitals. 
Snellen and Shell Eyes, fitted and matched to perfection 
SELECTIONS SENT TO SURGEONS . 
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JAMES WOOLLEY, SONS & Co. Ltd. 


Surgical Instrument Makers 
and Hospital Furnishers 


Please Write for our 
Surgical 

Instrument Catalogue 


ARTIFICIAL LIMBS* 
ORTHOPAEDIC INSTRU- 
MENTS* COLOSTOMY* 
SUPRAPUBIC* and other 
Post - Operative Appliances. 

Sole Manufacturers of the 
« BOVAL ADJUSTABLE 

TRUSSES . 3:1 


76, Deansgate :: :: 

MANCHESTER 


CATALOGUE SECONDHAND 

Surgical instruments, Osteologp, Charts, 
Anatomical models, microscopes, etc. 

POST FREE 

SECONDHAND SURGICAL INSTRUMENTS, 
OSTEOLOGY, and MICROSCOPES BOUGHT 

MILLIKIN & LAWLEY, 67 & 68 Chandos Si, Strand, W.C.2 
PRESCRJBE COMFORT 

and Insist upon your Patients wearing the Genuine 

BALL AND SOCKET TRUSSES 

OBTAINED FROM Established over a Century. 

Zwhere, SALMON ODY, Ltd., 

ELSE - 7 New Oxford Street, London, W.C.l. 

Also SOLE MAKERS of the WONDERFUL 

SPIRAL SPRING ARCH SUPPORT. 



Telephone : 
Temple Bar 
2206 
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IN USE AT THE PRINCIPAL LONDON HOSPITALS 





TIB 


ABDOMINAL SUPPORT K 


THE MOST EFFICIENT SUPPORT FOR THE CONTROL OF 


SUPRA PUBIC HERNIA 
AND VENTRAL HERNIA 


MANUFACTURED BY 

SHL E. CURTIS & SON, Ltd, 7 IVlancfeville Place, London, W.l 

Telephone : Welbeck 2921. Telegrams : Curtis, Welbeck 2921. 

MAKERS OF 

SURGICAL BELTS AMD SURGICAL CORSETS, 
E.IVI.C. CORSET-BELT, ELASTIC HOSIERY, Etc. 


Telephones : 


Blackjfriars 2641 
(2 Lines.) 



.Telegrams : ce Otter ,** Manchester 


ELECTRO-MEDICAL & 

X- R AY Apparatus 

Expert Advice and Estimates on Application 

MOTTERSHEAD & CO., 7, Exchange St., MANCHESTER 


U. R. H. BLACKBURN, 


ESTABLISHED 1790 


FREQUENT MICTURITION 


HfUIARTYS NFW Bay Pattern, Male 35/- ' rJZZT' 

11 Jaw x) a y Pattern, latest Female pattern . . 42/- j Simple 

lDCADDrXTT nipt. Day and Night Pattern .. .. TO/- i Clean 

ADaUKDilli 1 if AIj#j Aviators’ and^Motorists’ safeguard . . 70/- S Aseptic 

1 1 r " Sanitube for Bedridden Cases . . .. 70/- ! — . 

Overflow caught, clothing protected ■ — mental comfort — confidence regained — ■ 
suspense relieved — odourless. Male or female. 

123, DOUGLAS STREET, GLASGOW 


By Post. 

i . . 42/- * Simple 

. . 70/- l Clean 
. . 70/- ! Aseptic 

.. 70/- t 

confidence regained — ■ 


For Scale of Charges for Advertisements , apply to The Advertisement Manager . 
JOHN WRIGHT & SONS LTD 0 
MEDICAL ANNUAL” Offices > Stonebridge House s BRISTOL, 
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OPTICAL EQUIPMENT ! ! 

0F E¥ERY DESCRIPTION (gS 



MICROSCOPES - TELESCOPES 
- PRISMATIC BINOCULARS < 

By all Leading Makers. 

Lists on Request . — — 

OLD INSTRUMENTS taken in Exchange 
or Purchased for Cash. 



Repairs to anything 
Optical by Skilled 
Craftsmen. 


BROADHURST, CLARKSON & CO. 


REVOLVING SHELTERS SANATORIA 

Mounted on Patent Wheels with 
Revolving Gear and Foundation Platform. 

Prices on application. Carriage Paid. 

BEST MATERIALS and WORKMANSHIP 
Send for Catalogue of SHELTERS. 

Also makers of all lands of Poultry Houses, Portable Buildings, 
Loose Boxes and Motor Houses. State requirements. 
Established a Works cover Telegrams; Timber, Bedford, 
1840- ^ 9 Acres. Telephone No. 2567. 

J. T. HOBSON & Co. Bedford. 

“Victory over empty sleeves” mm ""| 

| We specialize in ARTIFICIAL ARMS, | 
I HANDS and APPLIANCES only, and § 
I concentrate our minds on them 1 



| HUGH STEEPER, LTD. I 

1 QUEEN MARY’S HOSPITAL, ROEHAMPTON, I 
1 LONDON, S.W .15 1 

3 .3 

= Write for Illustrated Booklet. ’ Phone : Putney 1597 § 

Order a “ STEEPER IDEAL,” don’t WISH you had iiiiiiiiinii 


: ORTHOPEDIC MECHANICIANS 

SURGICAL APPLIANCES of EVERY DESCRIPTION 

BELTS - BOOTS - TRUSSES - LIMBS 


dlbofi & 


INCORPORATING THE KENNEY LIMB CO 


46 BEDFORD HUW, LONDON, W.C.I , thane ; Chancery 7740. 'Grams: “Enneylimsk,” London- 
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N 

m ^ Effective orally 

A pure stable crystalline glucoside isolated 
from leaves of Digitalis lanata. 

Acts rapidly in cases of auricular fibrillation. 

Discovered and prepared at the Wellcome 
Chemical Works. 

Clinical tests carried out by The Therapeutic 
Trials Committee, British Medical Research Council. 

For oral use: 

S'TABUOID'*- DIGOXIN 
SOLUTION OF DIGOXIN <B. W. a Co.) 

For injection : 

TSSS 'HYPOLOID' »»»“ DIGOXIN 
For prices and particulars of dosages, see 
WELLCOME'S MEDICAL DIARY 

Burroughs Wellcome & Co. 

.1-0 London 

F 935 




COPYRIGHT 
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Allen &. Hanburysi 1,1 A, London, E.2 

Telephone: Bialiopsgate 32W (12 lines) Telegrams: “Greenburys Both London” 


HAUl 


Halibut Liver ©IS 
with Viosferol 


Standardised to 60 times 
the vitamin potency of Cod- 
Liver Oil in both A and D. 

The Halibut Liver Oil is manu- 
factured by our special process 
which yields a golden oil that is 
practically tasteless and odourless. 
In 5 c.c, and 50 c.c, vials. 

£S Hallboi Capsules 

Soluble gelatine capsules, each 
containing 3 minims of “ Halibol.” 
In tins of 25, 100 and 250. 

46 Halibol” B 

Soluble gelatine capsules, each 
containing 3 minims of “Halibol” 
with Vitamins B , and By equal 1/ 

5 grains of Dried Yeast. 

In tins of 20, 40, 80, 160 and 250. 

££ Ha!ibol ,s Calcium 

Soluble gelatine capsules, each 
containing 3 minims of “Halibol” 
with Calcium Sodium Lactate. 
In tins of 20, 40, 80, 160 and 250. 

“ Halibol ” Malt 
“ Halibol” with Extract of Malt. 
Standardised to twice the vitamins 
A and D potency of Extract of 
Mall with Cod-Liver Oil, B.P. 
In jars at 2/- and 3/6 each. 

“HalSborang ©* 5 
“ Halibol” with “Allenburys* 
Orange Juice, 

One teaspoonful is equivalent to 
the vitamins A and D potency of 
one leaspoonful of cod- liver oil 
and the vitamin C potency of two 
teaspoonfuls of fresh orange juice. 
In 5 oss. bottles. 

Descriptive literature . 
will be sent post free 
to members of the 
Medical Profession. 
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‘Allenburys 9 Milk Food 
Hall Cream 

Gastro -intestinal disturbances in babies are often caused by too 
high a proportion of fat in the milk or modified milk food — 
perhaps even more often than by too high a proportion of casein. 

There are many cases where, in order to overcome or prevent 
either indigestion or the syndrome of ketosis, nervousness, and 
cyclic disturbances, it is necessary to reduce the proportion of fat 
in a baby’s food. To meet this need ‘Allenburys ’ Half Cream 
Food has been prepared, 

In tins, price 2/- 

‘Allenburys 9 Milk ?©od 
with Additional Iron 

The Medical Research Council’s report on Nutritional Anaemia in 
Infancy shows that a large proportion of infants —breast fed or 
artificially fed— under twelve months of age suffer from a mild 
form of anaemia which readily disappears when adequate 
amounts of iron are given. 

For use in established cz^ses of nutritional anaemia, 'Allenburys’ 
Milk Food with Additional Iron has been prepared, containing 
900 parts of iron per million. 

In tins at 2/- 

‘Allenburys 9 Sweet Whey 

Since whey contains an insignificant proportion of casein it is 
valued as an easily digestible food for use in certain digestive 
and nutritional disorders of babies and adults. Its fat content is 
also low as compared with that of milk. 

The removal of a part of the calorific constituents of the milk, 
however, necessitates the taking of large amounts of whey in 
order to obtain adequate nourishment. Moreover, the preparation 
of whey at home is a tedious, wasteful, and uncertain process, 
and the composition of the product is variable. 

‘Allenburys’ Sweet Whey overcomes these difficulties. Being in 
the form of a powder it can be made up to any desired strength. 

In tins at 2/- 

Further particulars will be sent on application. 

Allen & Hanburys itd. 

London, 

Telephone: Blshopsgate 3201 (12 lines) Telegrams: " Greenburys Belli London 
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“A monograph that should 
be in the hands of every 
medical practitioner 

Rarely is it possible for the busy practitioner to 
have available, in a brief monograph, so complete 
a record of the history and modern significance 
of any one drug as is to be found in the pages 
of cc The Pre-eminence of Cod Liver Oil in 
Vitamin Therapy. 35 It summarizes the latest 
and most authoritative views upon such impor- 
tant subjects as Vitamin Therapy in relation to 
controlled Calcium Metabolism and the indica- 
tions for Cod Liver Oil. 

The manufacturers of Scott’s Emulsion, long 
recognised as the highest form of Cod Liver Oil 
administration, will be pleased to forward a copy 
of this monograph, and, if desired, a clinical 
sample of Scott’s Emulsion, to practitioners 
sending professional cards to Messrs, Scott and 
Bowne, Ltd., Medical Research Dept., io/ii. 
Stonecutter Street, London, E.C.4. 

You can prescribe with confidence 

SCOTT S EMULSION 

of pure cod liver oil with 
Calcium and Sodium Hypophosphites 

The highest form of Cod Liver Oil administration 
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LIVER PREPARATIONS 

— Boots — 

For the Treatment of 

PERNICIOUS AN/EMIA 

Dry Extract of Liver —Boots— 

Ext. Hepatis Siccum ( B.P .) 

A highly concentrated Dry Extract of Fresh 
Liver specially prepared for the treatment of 
Pernicious Anaemia. Made by a process tested 
and found efficient by the Medical Research Council. 

Supplied in vials , each containing the equivalent 
of £ lb. Fresh Liver. 

Compound 

Fluid Extract of Liver —Boots— 

A palatable, concentrated preparation of Liver 
which has been tested and found to be clinically 
active in the treatment of Pernicious Anaemia. 
Each fluid ounce is equivalent to half-a-pound of 
Fresh Liver. 

Supplied in bottles of 4 ft. oz. and 8 ft. oz . 

mtm Hepastab BRAMO 

Intramuscular Liver Extract — Boots— 

A concentrated, sterile solution of the anti-anaemic 
factor of Liver specially prepared for Intramuscular 
Injection in the treatment of Pernicious Anaemia. 
Every batch is clinically tested before issue. 

Supplied in 2 c.c, ampoules. 

WHOLESALE & EXPORT DEPARTMENT 

BOOTS PURE DRUG 
COMPANY - - LIMITED 

NOTTINGHAM - ENGLAND 

TELEPHONE: NOTTINGHAM 45501 ggk 

TELEGRAMS : DRUG NOTTINGHAM W 
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MIO - (FERRIS) 

Is a standardised preparation of tasteless Vitamins with Extract of Malt. 
It contains 2*000 units of Vitamin A and i 3 ooo units of Vitamin D per 
ounce* in combination with the finest Extract of Malt especially rich in 
Vitamin B* Albuminoids* Maltose* Natural Phosphates and Diastase. 

MIO- MALT is pleasant to take. It does not produce diarrhoea or 
other digestive troubles* and it may be given to the most delicate children 
and invalids 5 it is a perfect substitute in all cases where Cod Liver Oil 
and its preparations cannot be tolerated* and it may be taken even in 
large doses for long periods without any ill effects. 

MIO- MALT is a valuable tonic food* both for infants and adults* 
in all cases of debility produced by lack of Vitamins* and it is specially 
indicated for use during the Winter months to compensate for the lack 
of sunshine* by building up the system and strengthening the bodily 
resistance to disease. 

Dose. — O ne teaspoonful to one tablespoonful according to age* two 
or three times daily after food. 


PRICES : 


Single Jars supplied to the Medical Profession at the dozen rate . 


1 lb. glass jars 

1/9 each 

18/- per doz. 

2 lb. „ 

3/- „ 

30/- „ 

4 lb. „ 

5/6 H 

54/- „ 

7 lb. „ 

8/- » 

78/- „ 


FLAMMALENE 


(FERRIS) 


(A combination of Kaolin with Glycerine, Methyl 

Salicylate and Antiseptics for reducing Congestion, 
Inflammation, etc.) 

Is an antiseptic* soothing paste, with great hygroscopic qualities. 
It is most valuable in reducing all kinds of Inflammation* Congestion* 
etc.* either superficial or deep-seated. 

By reason of its cleanliness* its greater absorptive power and its 
antiseptic properties it is much preferable to the old-fashioned poultice* 
while it is also more easily applied and removed. 


PRICE 
IN TINS 


Full Directions for use with each Tin . 

No. 1 size 9d. each 6/- per doz. 

No. la ** 1/3 ** 10/- ** 

No. 2 ** 2/- „ 16/- ** 

k cc Institution ” Size* 6/- each (containing 6 lb.) 


FERRIS & COMPANY Ltd. 

Union Street, BRISTOL 

Wholesale and Export Druggists and Manufacturing Chemists 


SOME NEW PRODUCTS 


ASCIATINE 

A powerful analgesic* re- 
, liable and of very low 
toxicity* 


SCUROFORM 

A powerful local anaesthetic,. 
With prolonged and rapid,, 
action. ■ ' . : 


SODIUM SONERYL 

A pre-operative basal nar- 
cotic and also a very useful 
and safe V an aes thet j c for ob-: 
\ stetric and gynaecological 

, *. / ■..'...'..".'.work, 'v 


Samples and literature sent on request.' 

MAY & BAKER LTD 

j ■ -B attersea , 





The original preparation — on which all medical references have been based 

Although there is no secrecy as to the composition of Liquor 
Carbonis Detergens (it is described as “an alcoholic solution of 
coal tar”), the method of manufacture is unique. Imitations 
will be found to be produced by simple digestion, usually 
accompanied by some primitive, perfunctory and inadequate 
stirring; whereas in the case of the genuine product, the intimate 
contact required, for the complete extraction of all the soluble 
antiseptic constituents, is attained by a series of complicated 
processes, involving the use of highly specialized machinery. 

On receipt of your professional card, a package will be sent containing a 
sample of each of the following ; — 

Wright’s Coal Tar Soap* Wright’s Coal Tar Ointment 
Wright’s Lysol. Wright’s Liquor Carbonis Detergens, 


WRIGHT LAYMAN & UMNEY, I 

66 PARK STREET, SOUTHWARK, S.E.1 



Telegraphic Address : 

“ Wyleys t Coventry ” 


COVENTRY 


Telephone : 

Coventry No, 3547 


Si/uip GmMana Qjompjwnd 

Each fluid ounce (28-5 c.c.) represents: 

Tincture Cocillana - 40 mins. (2*4 c.c,) Tartarated Antimony - e > 3 gr. (0-002 gm.) 

Tinct. Euphorbia? Pilulifera 120 mins. (7-2 c.c.) Cascarine (Wyleys’) - "8 gr. (0*52 gm.) 

Syrup Wild Lettuce - 120 mins. (7*2 c.c.) Ethyl Morph. HydrochL \ gr, (0*016 gm.) 

Fluid Extract Squill - 2 mins. (0*12 c.c.) Menthol - - - T § 0 gr. (0*005 gm.) 

Fluid Extract Senega' - 2 mins. (0*12 c.c.) 

AN EFFICIENT EXPECTORANT ESPECIALLY USEFUL IN BRONCHITIS 
AND ASTHMA. 

Dosk Adults : 1 fluid drachm, which may he repeated at intervals of 2 or 3 hours. 
Children: Five to fifteen minims, according to age. 

Price : 3/6 per lb. 

EUodn fBmms~Vxdemm Ca. (Wyleys’) 

A PLEASANT AND EFFECTIVE CALMATIVE AND NERVE SEDATIVE. 

Elixir Bromo- Valerian Co. is useful in the treatment of functional nervous affections, 
particularly in controlling epileptic seizures. In this product, the well-known clinical feat- 
ures of Strontium Bromide and Valerian are enhanced by the addition of Adonis Vemalis. 
a vascular stimulant; and Viscum Album, which has been shown to be of service in the 
treament of epilepsy, hysteria, and chorea. 

Each fluid drachm contains : Strontium Bromide, 5 gr.; Tract. Valer. Deodorat., 10 m.; 
Tinct* Adonis Vemalis, 5 m.; Tinct Visci Alb., 5 m. Average Dose : 1 to 4 fl. dr., diluted. 
Price: 2/9 per 8 oz bottle; 5 /« per 16 oz. bottle. 
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Professional Preparations 

from the Laboratories of 

REED & CARNRICK 

FOR SEVENTY YEARS 


the laboratories of Reed So Oarnrick, the Pioneers in 
Endocrine Therapy, have been preparing 1 medicinal 
agents for physicians. The products include: 

PEPTENZYME. Containing all the enzymes which enter into the process 
of digestion — for every type of indigestion. 

NEPHRITIN. Composed of cortex and convoluted tubules of the kidney, 
with its internal secretion— for all types of renal disease. 

OVACOIDS. Containing the hormones or autacoids of the entire ovary 
and the hormones of the anterior pituitary — for use in the various 
sex gland dysfunctions of women. 

TESTACOIDS. Containing the hormones or autacoids of the testicle and 
the active principles of the prostate — for hypo-functions of the male 
sex glands. 

AMPACOIDS. Aqueous solutions, for subcutaneous injection, of autacoids 
of ovary, prostate, and testicle, for coincident us© with Ovacoids or 
Testacoids, or for independent employment. 

PROTONUCLEIN. Mixed glands — for correcting insufficiencies of the inter- 
nal secretory system, by building up the defensive forces of the body 
and restoring physiological balance. 

PANCROBIL1N. Rile and pancreas — Nature's own formula for treating 
constipation and obstipation. 

TROPHONINE. A food delicious for the sick, for use in pre- and post- 
operative cases, and every other condition in which a liquid food 
is desirable. 

ZYMOCIBE. A non-toxic, non-staining preparation for use as a mouth- 
wash, for the treatment of various skin affections, and for cleaning 
wounds. 

ANALEPTINE. For employment in rheumatism and gout, as well as for 
use in those persons having an uric acid diathesis. 

ENDOMIN. Supplies the deficiency of inorganic factors in nutritional 
amemias. The metals are present in non-irritating, readily assimilable 
form, and in proper proportion to elicit the maximum hematopoietic 
response. 

THYRACOEDS. Thyracoids consist of iodothyroglobulin, standardised 
biologically. They can be depended upon to be of uniform strength 
and to represent the entire activity of desiccated thyroid. 

PANACOIDS. Desiccated pancreas. Useful in all forms of intestinal 
indigestion and in functional disorders of the pancreas. 


REED & CARNRICK (Canada) Ltd. 

(The Pioneers in Endocrine Therapy) 

TORONTO, ONTARIO 


DISTRIBUTORS IN GRBAT BRITAIN— 


COATES & COOPER Ltd, 


A 


94 Clerkenwell Road, LONDON, E.C.l 


* 
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advertisements 


C. J ETT & SON, 1 ™ - 



Wholesale and Export Druggists, 
Manufacturing Chemists, and 
Druggists’ Sundriesmen, Etc. 

Contractors to H.M. Government. Established 1832. 

Instrument and Truss Manufacturers to the City of London 
Trass Society. 

Inventors of the Original Preparations . 

Mist. Pepsin® Co. cum Bismutho, 
over 50 years’ reputation. 

Liquor Santal Flav. cum Buchu et Cubeba, 
Mist. Damian® Co., 

“ Hepatagen” (Mist. Hepatica Cone. Hewlett), 
Antithermogen, H®morrhaline, Hormonigen, 
Iodermiol, Menthymoline, Veronigen, etc. 



Price List and Samples to the Medical Profession free on application. 


35-42, CHARLOTTE STREET, and 
83-85, CURTAIN ROAD, LONDON, E.C.2., 

ENGLAND. 
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PRODUCERS OF 
FINE ENDOCRINES 

and other standardised 
biological products 

including 


PITUITARY 

PREGNYL 

Gonadotropic hormone 30-100 
units* 


P1T0N 

Posterior lobe extract 10 units* 

THYROID 

THYRANON 

0 . 2 % total organic iodine. 

OYER 

PERNAEMON 

FORTE 

The activity of 2,500 gm* fresh 
liver in 1 c.c. Injection from 
1 c.c. per month in Pernicious 
Anemia* ^ ■■ 

STOMACH 

VENTRAEMON 

For Pernicious Anaemia and Sub- 
acute Combined Degeneration. 

SUPRARENALS 

CORTIN 

Strong Extract for Addison 9 s 
Disease and related conditions — 
at least 1 unit * 

OVARIES 

MENFORMON 

Sex hormone 1,000 to 10,000 
International units* 


OYARN0N 

Dried gland with menformon 10 Inter- 
national units. 

TESTES 

HOMBREOL 

Sex hormone 4 units* 

VITAMINS 

DAYITAMON 

D y A, AD 

D 5,000 and/or A 15,000 units* 

IRON 

DAYITAMON 

TABLETS 

Iron 20 mg. and D 500 units 
for A uremia and pickets. 


* Units per cubic 

centimetre. 


ORGANON specialises in the production of Fine Endocrines. 

The products are clinically tested before issue. A copy 
of the latest booklet will be posted free to members 
of the medical profession upon request. 

Organon Laboratories 

Biological Chemists, 

: 1 GORDON SQUARE, W.C.t 

'Telegrams : Telephone : 

Menformon, Westeent, London. Museum 2830 . 


Ad. II 





. 




YE/TAMIH" 

A pure Dried Yeast in powder form 
prepared from the finest cultures. 

Non - fermentative. Recent biological 
tests confirm the largest known content of 
Vitamin B t and B 2) anti-neuritic and anti- 
pellagra. 

We have many reports of its efficacy in 
intestinal and diabetic cases. 

Excellent as a tonic and means of supply- 
ing Vitamin B deficiency in the diet. 

IN TABLET and POWDER FORM. 

SPECIAL TERMS FOR HOSPITALS . 




BURTON - ON - TRENT 


(Registered) 


Organically Combined Iodine in Liquid Form 
Free from Alcohol and Alkali. 

Contains one grain of Iodine in eac h fluid drachm. . 
NON-DEPRESSANT — NON-IRRITATING — P ABATABLE. 

“ ID 0 GEN ” is the direct and specific remedy for Tuberculosis, and In all infectious 
diseases it Is the most harmless internal disinfectant. 

“ IDQGEN M has been employed with the most gratifying results In the underpinned 
diseases : — Aneurysm ; Arter ro -Sclerosis (with ' high blood pressure) ; Goitre 
(Exophthalmic) ; Gout; Pelvic Cellulitis (Chronic) ; Psoriasis (Specific) *, 
Rheumatoid Arthritis ; Bronchial Asthma ; Ulceration op the Palate (Syphi- 
litic). 

“ IDQGEN ” is compatible with Mercuric Chloride and Iodide, the acid solution of 
Arsenic, the add preparation of Pepsin, and also with the Organic Tinctures and Infusions 
which do not contain alkaloids. 

“Idogen !i Ointment' 

Contains 5 per cent Iodine, loosely combined in a readily assimilable base. Does not 
stain. A powerful Sorbefacient, Discutient, Antiseptic, and Counter-irritant. Has been 
used with great success in conjunction with Idogen in cases of Rheumatoid Arthritis, 
Goitre, and Enlarged Glands. 

Numerous Clinical Reports have been received from Eminent Physicians 
who are prescribing these preparations with very satisfactory results, 

8K£* rlnB JOHN ROBERTSON & GO., EDINBURGH 
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When BIRTH CONTROL IS 
FOUND ADVISABLE 

TV7E offer a variety of preparations and methods 
W to meet the necessities of each and every 
case. All our preparations are based on scientific 
data, are British Made., and well known to the 
Profession. :: :: :: :: :: 

Full Information and Samples on Request. 

The PROSELDIS CHEMICAL COMPANY 

(Harman Freese) 

32, GREAT DOVER STREET, 

LONDON, S.E.l. 

Telephone ; — Hop. 5428. 
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PermFoam 

FOAMING JELLY 

A New Principle for the Control of Conception 

The admixture of the two jellies instantly creates a stable spermi- 
cidal foam independently of time, temperature and moisture. 
The foam immediately penetrates and fills the sulci and fornices 
of the vaginal passage and occludes the os uteri, thus giving 
immediate protection. 

Independent tests have proven that PermFoam is immediately 
spermicidal and harmless to mucous membrane. 

Is contained in hygienic single application units, which are 
easy to use. 

Does not deteriorate even in extreme climatic conditions. 

“ The new foam jellies which are now on the market are the result of a 
considerable amount of valuable research , and these really do credit to 
the makers, since the principle opens up new possibilities and is more 
reasonable in concept than any other method .” Voge <c Chemistry 
and Physics of Contraceptives,” page 221, Cape., 1933. 

Literature gladly sent on request from:— 

GILMONT PRODUCTS LIMITED 

Manufacturing Chemists, 

Tileyard Road, London, N.7 


Diagrammatic 
illustration of the 
double tube used. 



A — contains an Add 
Jelly. 

B — contains a Bi- 
carbonate Jelly. 


“HOMMEL’S 

H/EMATOGEN” 

A . natural organic TONIC 
associated with nourishing 
albuminous pr oteids * 

AN EFFICACIOUS REMEDY 

IN 

ALL FORMS OF ANiEMIA, 
associated with constitutional 
diseases 

Obtainable in Syrup and Tablets. 


“ SEDIN ” 

Nervinum -Sedativum 
Consisting of 

Pot. Brom. - 0-4 gramme 

(grains 6 | approx.) 

Sod. Brom. - 0*4 gramme 

(grains 6\ approx.) 

Ammon. Brom. - 0-2 gramme 

(grains 3 approx.) 

Salt - - - 0*1 gramme 

combined with Vegetable Extract 
in form of soup tablets. 

(A disguised dietetic form.) 


Samples free and carriage paid on applicaton to : — 

HOMMEL’S MMATOGEN & DRUG CO. 

121, Norwood Road, Herne Hill, London, S.E .24 
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Largely and Success! uliy Erescnoeu xn the Locai Treatment of 

Skin Diseases, Gout, Rheumatism, &c. 

Possesses powerful antiseptic, anti-pnrasiiic, and antalgic 
properties. Relieves intense itching and pain, is without 
objectionable odour , and does not blacken the bath enamel. 

SULPHAQUA SOAP. — SK?N and SCALP. 

Especially useful in the treatment of Acne and Seborrhoea of the Scalp* 

In Boxes of 4 & 1 doz. Bath Charges, 2 doz. Toilet Charges, and I doz. Soap Tablets 
Samples and Literature on request. Advertised only to the Profession. 

The S. P. CHARGES CO. “-aSiais:"* St. Helens, IANCS, 

SALAMON’S 

if ™ CHLOROFORM 


As exclusively used by the most eminent 
Anaesthetists in the Kingdom. Anaesthetical 
and Analytical Reports on application to— 

SALAMQI & 00 . LTD., manufacturing chemists, 

RAINHAM, ESSEX. Estab. 1878. 

Wherever there is 

INFLAMMATION TO SUPPRESS 
INFECTION TO ABORT 
PAIN TO COMBAT 

(InUpMagidtine (tBumd) Zfoemng, 

Made in offers the physician a decongestive, antiseptic, 

England resolvent and analgesic topical application. 

DENVER CHEMICAL MFG. CO., LONDON, E.g 


For Scale of Charges for Advertisements, apply to The Advertisement Manager 
JOHN WRIGHT & SONS LTD., 

“ The MEDICAL ANNUAL” Offices, Stonebridge House, BRISTOL. 







ADVERTISEMENTS 


167 


j : e 


BRITISH 

PRODUCT 


VACCINE LYMPH 


BRITISH 

PRODUCT 


UNSURPASSED IN ITS STANDARD OF PURITY & POTENCY 
BY ANY OTHER LYMPH IN THE WORLD. 

Prepared in accordance with the Therapeutic Substances Regulations , 1927. 

LARGE TUBES, for export only, 5 doses, Is. 3d. each ; 12s. dozen. 

SINGLE VACCINATION TUBES Sd. „ 7s. „ 

Postage l|d. extra. 

JENNER INSTITUTE CALF VACCINE LYMPH has proved by long 
experience eminently successful in all climates abroad. 

STOCK VACCINES, 

Sole Agents for the United Kingdom , Colonies , and India, for 

SCLAVO’S ANTI-ANTHRAX SERUM. 

Price List on application. 


JENNER INSTITUTE FOR CALF LYMPH LTD. 

77, Church Road, Battersea, LONDON, S.W.ll. 

Telegrams — “ Jenvactex, Batt, London ** <2 words). Telephone— Battersea 1347. 


PEPTONE “STERULES” IN ASTHMA 

REGISTERED TRADE MARE J 

Also employed with success in hay fever, associated skin affections, angio-neurotic 
oedema, cyclic vomiting, periodic diarrhoea, and the migraine-epilepsy syndrome; in 
short, in such conditions as exhibit an anaphylactic character or sensitization. 

Graded Series of 10 “ Sterules” professional price , 7/6, for intravenous and 
intramuscular use — please state which is desired. 

Continuation Course of 6 “ Sterules ” professional price , 6/6. 

Leaflet on Application. 

W. MARTINDALE MAN ^» mo 12, New Cavendish St., London, W.l 

Telegraphic Address : (e Martindale, Chemist , London Telephone : Langham 2441 


VACCINE I 


PURE ASEPTIC 
CALF LYMPH 



LYMPH 

for reliability and normal 
reaction. 

Prepared under Swiss Government control in accordance with the requirements of the Therapeutic 
Substances Regulations, 1927. As supplied to the Bacteriological Department, Guy’s Hospital. London. 

Price , 9d. per small tube (6 for 3/9), 

SOLE AGENTS: 

WILLIAM HEINEMANN (Medical Books), Ltd., 

99, Great Russell Street, LONDON, W.C.l. 

Telephone: MUSEUM 0878. Telegrams ; S UNLOCKS, LONDON, 






Commended by “ THE LANCET ” 

FROMY’S MEDICAL RESERVE 

A DRY Brandy. Specially suitable for diabetes sufferers. 
FROMY, ROGEE & CO. s Cognac (fig*™ ffl) 

Agents for U.K. : H. Le Forestier & Co., 6, Buckingham St., W.C.2 





The MAZAWATTEE TEA Co. Ltd., Tower Hill, E.C.3 


i= =EXPERIENCE HAS PROVED THEIR WORTH = 

C C ^ 9 1 ji solve the question of infant feed- 

O ferine roods ing. Babies fed on cc Berina” 

are bright and contented, thriving day by day. 

11 Berina 5 3 Food No. 1 — from birth to 6 months — requires only 
the addition of water. 

1 6 Berina 5 ’ Food No. 2 — from 6 months onwards — requires 
only the addition of water. 

Berina 3 9 Builder — our new cereal preparation for use with 
fresh milk. 

j “ Berina ’ ’ .Malted Milk Food — The ideal diet for invalids 
and those who suffer from digestive troubles, insomnia, 

| neurasthenia, etc. Restores health and energy. 

Write for samples and full particulars to : 

MONTGOMERIE & Co. Ltd., 95 Bothwell St., GLASGOW, C.2 


Crown 8 vo. 156 pp. 4s. 6d. net , postage 3d. 

INFANT FEEDING in GENERAL PRACTICE 

By J. V. G. BRAITHWAITE , M.D., M.R.C.P. (Loud.). 

Phvs. and Phys . in Charge of Children Out-patients, Leicester Royal Infirmary & Children's Hosp. 

With a Foreword by H. G. CAMERON, M.A., M.D. Cantab., F.R.C.P. 

Brit. Med. Jour . — “From the view of the general practitioner, with special experience, 
writing for general practitioners, the book should make a wide appeal.” 

Medical Officer . — ■“ Will be helpful to any doctor having infants under his care.” 

BRISTOL: JOHN WRIGHT & SONS LTD. London : Simpkin Marshall Ltd. 
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ADVERTISEMEN TS 


‘VIMAL* 

(Regd.) 

TONIC WINE 

The Sure 

to B ^.A? p Th= m KSg. First Aid t0 Health 

Full guarantee and Analyst's report on every bottle , 

: “ VIMAL ” contains no drugs, and the whole of the Wine 
constituent is guaranteed genuine Old Douro Port, the only added 
ingredients being Beef and Malt extracts of the highest quality. 

In convalescence where a tonic is needed it is invaluable. 




For free samples and Name of Nearest Agent apply the Sole Proprietors — 


john e. McPherson & sons 


Wholesale Wine Importers and Exporters, 


Sallyport Buildings, Newcastle-upon-Tyne, 1. 

And at Edintoyr^h and London, 


FOOT BATH LOTION 

A WELL-TRIED Preparation dispensed by a Chiropodist, and the result of 15 years' 
experience and practice. An ideal lotion for use in Bromidrosis, Keratosis, Callositas, 
and as a refreshing, healing and medicated foot bath. A six-ounce bottle sufficient 
*br 15 to 20 baths. Can be supplied in bulk or plain bottles (ready for own labels), 
and should yield a handsome profit and considerably enhance one’s reputation, 

PRICES— -Bulky 25/- per gallon. Carriage paid . Containers extra and returnable, 
Bottledy 15/- per doz. 6-oz. White Flats. Carriage paid in U.K. Sample bottky 1/6, 
Post free in U.K. 

all enquiries enclosing professional card to— 

John Bright, M.B.A.ch„ 63 Hamlet Court Rd., Westcliff-on-Sea 

Agents : JOHN MYALL, 23 Clarence Street, SOUTHEND-ON-SEA V ESSEX 


Works by A. S. PERCIVAL, M.A., M.B., B.C.Cantab., 

Consulting Surgeon^ Northumberland and Durham Eye Infirmary. 

THIRD EDITION. Revised. Cr.Bvo. 244 pp. With Numerous Diagrams. IBs. net; postage 54* 

THE PRESCRIBING OF SPECTACLES 

. “ A masterly work in which all the craft and art and science of the skilled ophthalmologist 
and mathematician and worker in lenses are displayed to the reader. The book is full of practical 
observation and advice. Mr Percival’s work is a credit and an ornament to British ODhthaK 
moiogj.^—Dnttsh Medical Journal, 


Demy 8 vo. 1S8 pp. With Numerous Diagrams. 5s. 6 d. net ; postage 5d. 

GEOMETRICAL OPTICS 

“ This book is primarily intended for medical students as a text-book on the subject for their 
preliminary scientific examinations, though it practically contains all the optics required by an 
ophthalmic surgeon. 


Bristol : John Wright & Sons Ltd. London : Simpkin Marshall Ltd. 
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THE SUBCUTANEOUS A RSPHEN AMINE. 



u 



Bottled by CAMWaL Ltd. at their Spring 
at HARROGATE 

BRITISH Aperient Mineral Water 

Supplants Foreign Aperient Waters. 

Editorial Note from “Lancet,” March 20, 1915 : 

“The Water is drawn from a Spring at Harrogate. 
The constituents are well balanced in accordance 
with therapeutic requirements. ” 

Sold by all Chemists and Drug Stores. 
Wholesale Prices for NURSING HO MES& HOSPITALS 

CJJMW^L Ltd. 

HARROGATE, MANCHESTER, BIRMINGHAM, BRISTOL, 
AND LONDON. 



;yr. psrr^-^.v.s b. 

(FERRIS) 

A most elegant and efficacious 
LINCTUS 


The. active ingredients are Morphine, Chloroform, 
Hydrobromic Acid, Hydrocyanic Acid and Glycerine. 

The preparation is delicately coloured. 

Dose : 1 to 2 drachms. 

Price: 

J-lb. bots., i/« each ; J-lb. hots., i/6 each ; 1-lb. bots., 2/6 each. 
In bulk (Corbyn qts. and upwards), 2/- per lb. 


UMCi. SEDRESOL 

(FERRIS) 

Sedative, Antiseptic, Healing Ointment 

Ung. Sedeesol is a combination of the products obtained by the destructive 
distillation of the wood and bark of the Betula Alba> in combination with 
Oxide of Zinc and Antiseptics. 

Ung. Sedresol is supplied to the Medical Profession at the following prices : 
1-lb. jars, 1/8 each; 1-lb. jars, 3/- each; 1-lb. jars, 5/9 each ; 
2-lb. jars, 11/- each; 4-lb. jars, 2 4/- each. 

{Empty jars allowed for on return). 


SEDRESOL DRY DRESSING (FERRIS)' 

A useful Surgical Dusting Powder for cases in which it is not desirable to 
apply ointments. Sedative, healing, analgesic, stimulating. 

Price: — 4-oz. tins, 1/6 each; Hb. tins, 2/4 each; 1-lb. tins, 4/- each. 


SEDRESOL SOAP (FERRIS) 

A pure superfatted Soap for the Skin containing the same medication as 

Ung. Sedresol. 

Price : — Tablets, lOd. each, 8/- per dozen. 

(The word “ Sedresol ” is registered under the Trade Marks Act and is tJ^e sole property of 
Ferris & Co., Ltd.). 


FERRIS & CO., LTD., 

WHOLESALE AND EXPORT DRUGGISTS. 

BRISTOL, 


c 





NEPtNTHE 

** A PREPARATION derived entirely from Opium by 
' a process which retains in the fullest degree the 
unrivalled sleep-producing and pain-allaying properties 
of the drug. 

The reputation of Nepenthe is based not on our 
Advertisements but on the experience of thousands of 
practitioners of successive generations. 

Nepenthe is issued in 2, 4, 8 and 16 fluid oz. bottles. 
Dose : -Five to Forty Minims. 

’ 12/- per 16 fluid ounces. 

Nepenthe comes within the provisions of the Dangerous Drugs Act « 


TONAGEN 


(FERRIS) {Registered) 


'ONAGEN (Ferris) is a tonic, nutrient nerve food composed of 
proteid ■ in combination with glycero-phosphoric acid. It is 
readily assimilated, and may be taken by the most delicate 
children and invalids. 

is a general tonic food TONAGEN is unequalled : it is specially 
indicated in the convalescence following nervous breakdown, 
neurasthenia, influenza, and anaimia. 

ONAGEN is most palatable, and is readily acceptable to patients. 

Erections for Use. One to two large teaspoonfuls to be given 
three times a day, well mixed with hot milk, porridge, tea or 
cocoa. 

Price. No. t size tins, 1/9 ; 18/- per doz. 

No. 2 size tins, 3/-; 30/- per doz. 

No. 3 size tins, 5/-; SI/- per doz. 

Hospital size tins, 12/6 each. 

Single tins supplied to the Medical Profession at the dozen rate. 


FERRIS & CO., LTD., 

WHOLESALE & EXPORT DRUGGISTS. 

BRISTOL. 

N .B, —Nepenthe i$ protected by r&gtstmtim. 




Indian* Agricultural Research Institute (Pusa) 

LIBRARY, NEW DELHI-110012 





